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Précis 


The précis should be up to 100 words for regular articles 
and Brief Communications (no précis is used in the Clinical 
and Research Reports section). The précis should be a single 
paragraph using complete, connected sentences, active 
verbs, and the third person. In most cases, the précis re- 
places a summary. 


Text 


Headings and subheadings should be inserted at reason- 
able intervals in all types of papers. Footnotes to text materi- 
al should be typed on a separate page at the end of the manu- 
script. Summaries are rarely desirable, although a final 
"Comment" or ‘‘Conclusions’’ section may be used. The 
body of the paper should be written in the active voice and 
first person where appropriate. 

Statistics. Authors should be sure that statistics used are 
both necessary and appropriate. Statistical tests should be 
described and a reference citation given if the tests are not 
generally known. It is not sufficient to say ‘‘differences be- 
tween the groups were significant.” In cases of lengthy com- 
plicated analyses, the authors may summarize results and 


o> 


indicate that details are available from them on request. 

Abbreviations. All abbreviations (other than those for 
metric units) should be explained the first time they are used. 
Idiosyncratic abbreviations should be avoided: overuse of 
abbreviations may hinder rather than facilitate readability 

Drugs. Generic rather than trade names of drugs should be 
used: trade names may be given parenthetically if necessary. 

Units of measurement. All measurements should be in 
metric units; standard abbreviations are used. 
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ences should conform exactly to the original spelling, ac- 
cents, punctuation, etc. Authors should be sure that all refer- 
ences listed have been cited in text; no bibliographies can be 
used. 

References are numbered and listed by their order of ap- 
pearance in text; the text citation is followed by the appro- 
priate reference number in parentheses. Do not arrange the 
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Personal communications, unpublished manuscripts, man- 
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lished items should not appear in the reference list. Such ci- 
tations may be noted in text or in a footnote. It is the au- 
thor's responsibility to obtain permission to refer to another 
individual's unpublished observations. Manuscripts that are 
actually ‘tin press" may be cited as such in the reference list; 
the name of the journal must be included. 

Type references in the style shown below and on the next 
page, double-spaced throughout (not just a line between 
references). List up to three authors; designate one or more 
authors past the third “et al." Abbreviations of journal 
names should conform to the style used in /ndex Medicus; 
journals not indexed there should not be abbreviated. 
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Tables 


Tables should be self-explanatory and should supplement 
rather than duplicate text. Authors may be asked to delete 
tables that present data which could be given succinctly in 
text or repeat information in the Results section. Tables are 
generally reserved for data presentation and not used as lists 
or charts. They should be no wider than 120 typewriter char- 
acters, including spaces. Consult recent issues of the Journal 
for table style. Please note that no vertical rules or internal 
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horizontal rules are used. It is usually desirable to give vid 


numbers and percentages where applicable. All units of mea, 
surement must be specified within the table. Metric measure- 
ments are used in tables and throughout the text. Each table 
should be identified numerically and include a concise title. 
Figures e 


Lost 

Figures should be used only for data that cannot be ade- 
quately presented in text or tabular form. Figures should be 
submitted as glossy prints with one photocopy attached to 


each manuscript copy. The author's name and the title of thges 


paper should appear on a gummed label affixed to the back 
of each glossy. All figures should be able to withstand &&& 
duction to about 8 cm (34 inches). Authors are urged to 
consider carefully the necessity of figures; they may be 
asked to delete figures that repeat information available in 
text. It is often advisable to obtain professional assistance 
in the preparation of figures. 


PROCESSING OF ACCEPTED MANUSCRIPTS 


Authors will be notified of acceptance of their papers; pa- 
pers will then be edited and sent to the first-named (or corre- 
sponding) author for corrections and answers to editorial 
queries. No galley proofs are sent to authors, so the edited 
manuscript should be read with extreme care. Prompt return 
of edited manuscripts is essential. Authors who expect to be 
away from their offices for a long period or who change ad- 
dress after notification of acceptance should so inform the 
Journal office. 

Manuscripts are accepted with the understanding that the 
Editor has the right to make revisions aimed at greater con- 
ciseness, clarity, and conformity with Journal style. 


PERMISSION TO REPRINT 


Written permission to reprint material published in the 
Journal must be secured from the APA Publications Serv- 
ices Division, 1700 Eighteenth St., N.W., Washington, D.C. 
20009; there is usually a charge for such permission, except 
in cases of nonprofit classroom or library reserve use by 
instructors and educational institutions, or of an author who 
wishes to reprint his/her own material. Requests will be 
facilitated if they are accompanied by written permission 
from the author of the material. 
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No reprints are furnished gratis. An order form for re- 
prints will be sent to authors prior to publication of their pa- 
pers. Reprints are usually mailed to authors about six weeks 
after publication of the article. Reprint orders from others 
should be directed to the APA Publications Services Di- 
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The February 1980 issue of 


The American Journal of Psychiatry 
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e DSM-III: The Major Achievements 
and an Overview 
By Robert L. Spitzer, Janet B. W. Williams, 
Andrew E. Skodol 


e Clinical Features of the Borderline 
Personality Disorder 


By J. Christopher Perry and Gerald L. Klerman 
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— It is estimated that one out of every 20 patients seen by the 
family physician is suffering from the adverse physical and 
emotional effects of alcohol abuse.' However, data suggest 
that only 1 in 10 alcoholics is diagnosed and treated as such? 
It is believed that the diagnosis is often missed because most 
ie: patients rarely complain about or wish to discuss their alco- 


holism. Instead, they 
present complaints relat- 
ing to excessive anxiety 
and tension, gastrointesti- 
nal disturbances, sleep 
problems and other gen- 
eral physical or psycholog- 
ical symptoms.’ 

The increased emphasis 
on the disease concept of 
alcoholism has encour- 
aged the physician to im- 
prove diagnostic and 
treatment skills in this 
area. This can best be ini- 
tiated with the recognition 
by all professionals that 
alcohol is a widely abused 

_ Psychoactive drug of the 
sedative/depressant class 
and thaz it is highly 
addictive, exhibiting all 

^ four parameters of drug 
dependence as defined by 
the World Health Organ- 
ization: psychic depen- 
dence, physical depen- 
dence, development of 
tolerance and characteris- 


tic abstinence (withdrawal) 


syndrome ? 

As alcoholism and 
alcohol-related disorders 
tend to follow the same 


pattern as other diseases— 


including onset, acute 


episodes, remission, relapse, deterioration and even death— 
the sooner diagnosis is made, the better the prognosis. 
Prompt identification is also important as alcoholics gener- 

k ally tenc to misuse all medication in the same way that they 
abuse alcohol, often increasing dosages and refilling pre- 
scriptions given for the presenting complaints without their 


MEDICAL DIRECTOR'S PAGE 


Bruce H. Medd, M.D., Director of Professional Services 


THE FAMILY PHYSICIAN 
AND THE PROBLEM DRINKER 





Recognizing the alcoholic patient 


GUIDELINES FOR EARLY DETECTION OF ALCOHOLISM 


Physical clues 
Gastrointestinal 


Neurologic 
Cardiovascular 


Traumatic 


Psychological clues 
Behavioral 


Emotional 


Laboratory findings 


vomiting (often before breakfast); 
nausea; dysphagia; diarrhea; vague 
abdominal complaints 


blackouts; insomnia, headaches 
palpitations; tachycardia 


frequent accidents; falls or injuries 
of vague origin; cigarette burns on 
hands, chest 


frequent financial difficulties; exces- 
sive absenteeism and poor perfor- 
mance at work; marital discord or 
multiple divorces; immoderate use 
of coffee, tea, tobacco, drugs 


anxiety; panic attacks; hallucina- 
tions; depression, suicidal ideation 


hyperlipidemia; abnormal liver 
and/or kidney function; anemia; 
blood alcohol of 0.15% (almost 
pathognomonic for alcoholism)’ 


If you would like to receive a copy of a screening chart offering 
a wide range of clues to the early detection of alcoholism, ask 


your Roche representative or write to me: Bruce H. Medd, M.D., 


Director of Professional Services, Roche Laboratories, Division 
of Hoffmann-La Roche Inc., Nutley, New Jersey 07110. 





physician's knowledge: It should also be noted that with con- 
tinued drinking an enzyme system—the microsomal ethanol 
oxidizing system (MEOS)—is induced, which is associated with 
a nonspecific enhancement of a wide variety of microsomal 
enzymes. This results in an altered metabolism of many com- 
monly prescribed medicines, i.e., half-life may be markedly 


shortened in tne absence 
of alcohol, whereas it may 
be prolonged when the 
same medication is taken 
in combination with alco- 
hol.* Therefore, when use 
of ary other psychoactive 
medication, /.e., sedatives, 
hypnotics and minor tran- 
quilizers, is deemed neces- 
sary in these dependency- 
prone individuals, dose 
supervision should be 
maintained. 

No one is in a better 
position to detect the pa- 
tient with alcohol prob- 
lems than the family 
physician, and there are 
many physical and psycho- 
logical manifestations of 
alcoholism thet can be de- 
tected long before the ap- 
pearance of such classic 
signs as red face, blood- 
shot eyes, shaxy hands, 
enlarged liver or frank 
malnutrition.’ The accom- 
panying table lists some of 
the more common early 
indications of alcohol 
abuse as presented by 
several authorities in the 
field * 3-5 


References: 1. Ewing JA: Am Fam Physician 18:197-114, Nov 1978. 2. Whit- 


field CL, Williams K: The Patient with Alcoholism and Other Drug Problems, 
Medical Aspects for Physicians and Other Helpers, 3rd ed, Medical College of 


Wisconsin Medical Education Program, 1977, pp. 10, 13, 26, 29, 30. 3. Fox R: 
Aspects of Alcoholism, vol. 1. Philadelphia, J.B. Lippincott Company, 1966, 


p. 13. 4. Graham DY: Hosp Med 14:71-88, Jan 1978. 5. Knott DH: Hosp Med 


15:50-65, Jan 1979. 
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Navane (thiothixene ) has proved to be of signific Eel 
benefit at each phase in rehabilitation of the patient 
with psychotic symptoms: from admission, through 


discharge, and beyond. ei oe 


a rapid return to the community... E um A 
Navane achieves rapid relief of acutely disruptive ~ | 
symptoms and facilitates early discharge for most 3 ae gene 
patients 'In excited, agitated psychotic patients, E 3 HE 
lavane has produced improvement within an hous E t T = ees | 
aiaia symptomatology after three hours, and com- p 
paratively brief hospitalization for most patients." ~ 


and continued long-term improvement L.. on ic ue 
On an outpatient basis, Navane exerts a sig, nificalt | 

long-term beneficial effect on patient functioning, | 

especially in the areas of social and vocational 

adjustment in the community. Initial improvement is a 

maintained with Navane and has beenshownto |» 

increase over time. x 


rarely compromised by adverse reactions... 
With Navane, effectiveness is rarely Compromised 
by oversedation or drowsiness. HY potensive crises 
and other cardiovascular reaetions "are seldom 
reported, Anticholinergie' side effects suchas dry 
mouth or constipation are rare. If extrapyramidal 
symptoms occur, they are usually readily controlled 
by dosage adjustments or antiparkinson agents. 


For a brief summary of Navane prescribing information; including adverse reactions and Vespa 
please sce last page of this advertisement. TES ui cie 
, sz 
7 x^ 
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BRIEF SUMMARY OF 


PRESCRIBING INFORMATION 

Navane* (thiothixene) | 

Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20 mg | 

(thiothixene hydrochloride) Concentrate: 5 mg/ml, | 

Intramuscular: 2 mg/ml 

Contraindications. Navane (thiothixene) is contraindicated in 
patients with circulatory collapse, comatose states, central nervous 
system depression due to any cause, and blood dyscrasias. Navane 
is contraindicated in individuals who have shown hypersensitivity 
to the drug. It is not known whether there is a cross-sensitivity 
between the thioxanthenes and the phenothiazine derivatives, but 
this possibility should be considered. 

Warnings. Usage in Pregnancy— Safe use of Navane during 
pregnancy has not been established. Therefore, this drug should be 
given to pregnant patients only when, in the judgment of the 
physician, the expected benefits from the treatment exceed the 
possible risks to mother and fetus. Animal reproduction studies and 
clinical experience to date have not demonstrated any teratogenic 
effects. 

In the animal reproduction studies with Navane, there was some 
decrease in conception rate and litter size, and an increase in 
resorption rate in rats and rabbits, changes which have been 
similarly reported with other psychotropic agents. After repeated 
oral administration of Navane to rats (5 to 15 mg/kg/day), rabbits 
(3to 50 mg/kg/day), and monkeys (| to3 mg/kg/day) before and 
during gestation, no teratogenic effects were seen. (See Precau- 
tions.) 

Usage in Children— The use of Navane in children under 12 
years of age is not recommended because safety and efficacy in the 
pediatric age group have not been established. 

As is true with many CNS drugs, Navane may impair the mental 
and/or physical abilities required for the performance of poten- 
tially hazardous tasks such as driving a car or operating machinery, 
especially during the first few days of therapy. Therefore, the 
patient should be cautioned accordingly. 

As in the case of other CNS-acting drugs, patients receiving 
Navane should be cautioned about the possible additive effects 
(which may include hypotension) with CNS depressants and with 
alcohol. 

Precautions. An antiemetic effect was observed in animal studies 
with Navane; since this effect may also occur in raan, it is possible 
that Navane may mask signs of overdosage of toxic drugs and may 
obscure conditions such as intestinal obstruction and brain tumor. 

In consideration of the known capability of Navane and certain 
other psychotropic drugs to precipitate convulsions, extreme 
caution should be used in patients with a history of convulsive 
disorders or those in a state of alcohol withdrawal since it may 
lower the convulsive threshold. Although Navane potentiates the 
actions of the barbiturates, the dosage of the anticonvulsant therapy 
should not be reduced when Navane is administered concurrently. 

Caution as well as careful adjustment of the dosage is indicated 
when Navane is used in conjunction with other CNS depressants 
other than anticonvulsant drugs. 

Though exhibiting rather weak anticholinergic properties, 
Navane should be used with caution in patients who are known or 
suspected to have glaucoma, or who might be exposed to extreme 
heat. or who are receiving atropine or related drugs. 

Use with caution in patients with cardiovascular disease. 

Also, careful observation should be made for pigmentary 
retinopathy, and lenticular pigmentation (fine lenticular pigmenta- 
tion has been noted in a small number of patients treated with 
Navane for prolonged periods). Blood dyscrasias (agranulocyto- 
sis, pancytopenia, thrombocytopenic purpura), and liver damage 
(jaundice, biliary stasis) have been reported with related drugs. 

Undue exposure to sunlight should be avoided. Photosensitive 
reactions have been reported in patients on Navane. 

Intramuscular Administration— As with all intramuscular prep- 
arations, Navane Intramuscular should be injected well within the 
body of a relatively large muscle. The preferred sites are the upper 
outer quadrant of the buttock (i.e., gluteus maximus) and the 
mid-lateral thigh. 

The deltoid area should be used only if well developed, such as in. 

certain adults and older children, and then only with caution to 
avoid radial nerve injury. Intramuscular injections should not be 
made into the lower and mid-thirds of the upper arm. As with all 
intramuscular injections, aspiration is necessary to help avoid 
inadvertent injection into a blood vessel. 
Adverse Reactions. Note: Not all of the following adverse 
reactions have been reported with Navane (thiothixene). However, 
since Navane has certain chemical and pharmacologic similarities 
to the phenothiazines, all of the known side effects and toxicity 
associated with phenothiazine therapy should be borne in mind 
when Navane is used. 

Cardiovascular effects: Tachycardia, hypotension, lightheaded- 
ness, and syncope. In the event hypotension occurs, epinephrine - 
should not be used as a pressor agent since a paradoxical further 
lowering of blood pressure may result. Nonspecific EKG changes - 
have been observed in some patients receiving Navane. These 
changes are usually reversible and frequently disappear on 
continued Navane therapy. The incidence of these changes is lower 
than that observed with some phenothiazines. The clinical 
significance of these changes is not known. 

CNS effects: Drowsiness, usually mild, may occur although it 
usually subsides with continuation of Navane therapy. The 
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incidence of sedation appears similar to that of the piperazine group 
of phenothiazines, but less than that of certain aliphatic 
phenothiazines. Restlessness, agitation and insomnia have been 
noted with Navane (thiothixene). Seizures and paradoxical exacer- 
bation of psychotic symptoms have occurred with Navane 
infrequently. 

Hyperreflexia has been reported in infants delivered from 
mothers having received structurally related drugs. 

In addition, phenothiazine derivatives have been associated 
with cerebral edema and cerebrospinal fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo-parkinsonism, 
akathisia, and dystonia have been reported. Management of these 
extrapyramidal symptoms depends upon the type and severity. 
Rapid relief of acute symptoms may require the use of an injectable 
antiparkinson agent. More slowly emerging symptoms may be 
managed by reducing the dosage of Navane and/or administering 
an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: As with all antipsychotic agents 
tardive dyskinesia may appear in some patients on long term 
therapy or may occur after drug therapy has been discontinued. The 
risk seems to be greater in elderly patients on high-dose therapy, 
especially females. The symptoms are persistent and in some 
patients appear to be irreversible. The syndrome is characterized 
by rhythmical involuntary movements of the tongue, face, mouth 
or jaw (e.g , protrusion of tongue, puffing of cheeks, puckering of 
mouth, chewing movements). Sometimes these may be accompa- 
nied by involuntary movements of extremities. 

There is no known effective treatment for tardive dyskinesia: 
antiparkinsonism agents usually do not alleviate the symptoms of 
this syndrome. It is suggested that ail antipsychotic agents be 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment, or increase the 
dosage of the agent, orswitch to a different antipsychotic agent, the 
syndrome may be masked. 

It has been reported that fine vermicular movements of the 
tongue may be an early sign of the syndrome and if the medication 
is stopped at that time, the syndrome may not develop. 

Hepatic effects: Elevations of serum transaminase and alkaline 
phosphatase, usually transient, have been infrequently observed in 
some patients. No clinically confirmed cases of jaundice attribut- 
able to Navane have been reported. 

Hematologic effects: As is true with certain other psychotropic 
drugs, leukopenia and leukocytosis, which are usually transient, 
can occur occasionally with Navane. Other antipsychotic drugs 
have been associated with agranulocytosis. eosinophilia, hemo- 
lytic anemia, thrombocytopenia and pancytopenia. 

Allergic reactions: Rash, pruritus, urticaria, photosensitivity 
and rare cases of anaphylaxis have been reported with Navane. 
Undue exposure to sunlight should be avoided. Although not 
experienced with Navane, exfoliative dermatitis and contact 
dermatitis (in nursing personnel) have been reported with certain 
phenothiazines. 

Endocrine disorders: Lactation, moderate breast enlargement 
and amenorrhea have occurred in a small percentage of females 
receiving Navane. If persistent, this may necessitate a reduction in 
dosage or the discontinuation of therapy. Phenothiazines have been 
associated with false positive pregnancy tests, gynecomastia, 
hypoglycemia, hyperglycemia, and glycosuria. 

Autonomic effects: Dry mouth, blurred vision, nasal conges- 
tion, constipation, increased sweating, increased salivation, and 
impotence have occurred infrequently with Navane therapy. 
Phenothiazines have been associated with miosis, mydriasis, and 
adynamic ileus. 

Other adverse reactions: Hyperpyrexia, anorexia, nausea, 
vomiting. diarrhea, increase in appetite and weight, weakness or 
fatigue, polydipsia and peripheral edema. 

Although not reported with Navane, evidence indicates there is a 
relationship between phenothiazine therapy and the occurrence of 
a systemic lupus erythematosus-like syndrome. 

NOTE: Sudden deaths have occasionally been reported in 

patients who have received certain phenothiazine derivatives. In 
some cases the cause of death was apparently cardiac arrest or 
asphyxia due to failure of the cough reflex. In others, the cause 
could not be determined nor could it be established that death was 
due to phenothiazine administration. 
Dosage and Administration. Dosage of Navane should be 
individually adjusted depending on the chronicity and severity of 
the condition. In general, small doses should be used initially and 
gradually increased to the optimal effective level, based on patient 
response. 

Some patients have been successfully maintained on once-a-day 
Navane therapy. 

Usage in children under 12 years of age is not recommended 
because safe conditions for its use have not been established. 

Navane latramuscular Solution — For Intramuscular Use Only. 
Where more rapid control and treatment of acute behavior is 
desirable, the intramuscular form of Navane may be indicated. It is 
also of benefit where the very nature of the patient's sympto- 
matology. whether acute or chronic, renders oral administration 
impractical or even impossible. 

For treatment of acute symptomatology or in patients unable or 
unwilling to take oral medication, the usual dose is 4 mg of Navane 
Intramuscular administered 2 to 4 times daily. Dosage may be 
increased or decreased depending on response. Most patients are 
controlled on a total daily dosage of 16 to 20 mg. The maximum 
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Intramuscular: 2 mg/ml 


recommended dosage is 30 mg/day. An oral form "e supplant 
the injectable form as soon as possible. It may be rfecessary to 
adjust the dosage when changing from the intramuseular to oral 
dosage forms. Dosage recommendations for Navane (thiothixer®) 
Capsules and Concentrate appear in the following paragraphs. 

Navane Capsules; Navane Concentrate — |n milder conditions, 
an initial dose of 2 mg three times daily. If indicated, a subsgqugnt 
increase to 15 mg/dav total daily dose is often effective. 

In more severe conditions, an initial dose of 5 mg twice daily. 

The usual optimal dose is 20 to 30 mg daily. If indicated, an 
increase to 60 mg/dav total daily dose is often effective. Exceed- 
ing a total daily dose of 60 my rarely increases the beneficial 
response. 


Navane (thiothixene) (thiothixene hydrochloride) ./:- 


Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20 mg Concentrate: 5 mg/ml 


Overdosage. Manifestations include muscular twitching, drowsi Sy 


ness, and dizziness. Symptoms of gross overdosage may include 
CNS depression, rigidity, weakness, torticollis, tremor, salivation, 
dysphagia, hypotension, disturbances of gait, or coma. 

Treatment: Essentially symptomatic and supportive. For Navane 
oral, early gastric lavage is helpful. For Navane oral and 
Intramuscular, keep patient under careful observation and maintain 
an open airway, since involvement of the extrapyramidal system 
may produce dysphagia and respiratory difficulty in severe 
overdosage. If hypotension occurs, the standard measures for 
managing circulatory shock should be used (I.V. fluids and/or 
vasoconstrictors). 

If a vasoconstrictor is needed, levarterenol and phenylephrine 
are the most suitable drugs. Other pressor agents, including 
epinephrine, are not recommended, since phenothiazine deriva- 
tives may reverse the usual pressor action of these agents and cause 
further lowering of blood pressure. 

If CNS depression is present, recommended stimulants include 
amphetamine, dextroamphetamine, or caffeine and sodium ben- 
zoate. Stimulants that may cause convulsions (e.g. picrotoxin or 
pentylenetetrazol) should be avoided. Extrapyramidal symptoms 
may be treated with antiparkinson drugs. 

There are no data on the use of peritoneal or hemodialysis, but 
they are known to be of little value in phenothiazine intoxication. 
How Supplied. Navane (thiothixene) is available as capsules 
containing | mg, 2 mg, 5 mg, and 10 mg of thiothixene in bottles 
of 100, 1,000, and unit-dose pack of 100(10x 10's). Navane ts also 
available as capsules containing 20 mg of thiothixene in bottles of 
100, 500, and unit-dose pack of 100 (10 x 10's). 

Navane (thiothixene hydrochloride) Concentrate is available in 
120 ml (4 oz.) bottles with an accompanying dropper calibrated at 
2 mg, 4 mg, 5 mg, 6 mg, 8 mg, and 10 mg, and in 30 ml (1 oz.) 
bottles with an accompanying dropper calibrated at 2 mg, 4 mg, 
and 5 mg. Each ml contains thiothixene hydrochloride equivalent 
to 5 mg of thiothixene. Contains alcohol, U.S.P. 7.0% v/v (small 
loss unavoidable). 

Navane (thiothixene hydrochloride) Intramuscular solution is 

available in a2 ml amber glass vial in packages of 10 vials. Each ml 
contains thiothixene hydrochloride equivalent to 2 mg of thiothix- 
ene, dextrose 5% w/v, benzyl alcohol 0.9% w/v. and propyl 
gallate 0.02% w/v. 
References: |. Rickels K, Norstad N, Downing R: The acutely 
decompensated schizophrenic patient, presented as a scientific 
exhibit at the American Psychiatric Association 28th Institute on 
Hospital and Community Psychiatry, September 20-22, 1976, 
Auanta, Ga. 2. Stotsky BA: Relative efficacy of parenteral 
haloperidol and thiothixene for the emergency treatment of acutely 
excited and agitated patients. Dis Nerv Syst 38:967-973, Dec 1977. 
3. Sloan RB, Razani J, Maloney MP, et al: Premorbid adjustment, 
cognition and outcome in schizophrenia, presented as a scientific 
exhibit at the 128th Annual Meeting of the American Psychiatric 
Association, May 5-9, 1975, Anaheim, California. 4. Engelhardt 
DM, Rudorfer L, Rosen B: Haloperidol and thiothixene in the 
long-term treatment of chronic schizophrenic outpatients in an 
urban community: Social and vocational adjustment. J Clir 
Psychiatry 39:834-840, Dec 1978. 5. Itil TM, Unverdi C, 
Wohlrabe J, et al: Drug therapy of psychosis associated with 
organic brain syndrome, presented as a scientific exhibit at the 
American Public Health Association Centennial, Atlantic City. 
New Jersey, Nov 12-16, 1972. 6. Brauzer B, Goldstein BJ: 
Comparative effects of intramuscular thiothixene and trifluopera- 
zine in psychotic patients; J Clin Pharmacol 8:400-403, Nov-Dec 
1968. 7. Dillenkoffer RL, Gallant DM, George RB, et al: 
Electrocardiographic evaluations of schizophrenic patients, pre- 
sented as a scientific exhibit at the 125th Annual Meeting of the 
American Psychiatric Association, Dallas, Texas, May 1-4, 1972. 
8. Data on file at Roerig. 9. Goldstein B, Weiner D, Banas F: 
Clinical evaluation of thiothixene in chronic ambulatory schizo- 
phrenic patients, in Lehmann HE, Ban TA (eds): Modern Problems 
in Pharmacopsychiatry. Basel, S Karger, 1969, vol 2, pp 45-52. 


For additional information on Navane, 
please consult your Roerig representative or 
write to: Roerig Medical Department, 235 East 
42nd Street, New York, NY 10017. 
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e PSYCHOSEXUAL DISORDERS * 


` Yu T. Haslam, Clifton Hospital, 
York, England. Foreword by Martin 
Cole. bus guide to psychosexual dis- 
orders Will be useful and enlightening 
toea variety of professionals within the 
medical and mental health fields. 


e è 
*The first of the book's three main sec- 
tions classifies the different psycho- 
sexual disorders and presents an 
* historical review of attitudes toward 
pun: and sex as observed in classic 
. literature. Quotes from various Chi- 
nese, Arabic, Indian, and early Euro- 
pean works are cited. 
9 


t The second section focuses on sexual 


A Review 


disharmonies within partnerships. 
Topics include the etiology and man- 
agement of erective, orgasmic, and 
ejaculatory problems; vaginismus; and 
the sexual problems of handicapped 
persons. Physical, hormonal, psycho- 
logical, and iatrogenic factors are re- 
viewed as they relate to etiological 
considerations, and a variety of treat- 
ment methods are described, including 
drug therapy, hormone replacement, 
and sensate focus. 

Sexual behavioral anomalies are ana- 
lvzed in the third and final section, 
which opens with a discussion of nor- 
mative values. This section's chapter 
on homosexuality treats its topic as a 


minority behavior pattern, deviant 
only as it relates to a hypothetical 
heterosexual norm. The theories 
dealing with the causes of this behav- 
ioral pattern are considered in depth, 
and types of appropriate counseling 
are suggested. Transvestism and trans- 
sexuality receive equally thorough 
coverage. Remaining discussions 
within this section review sexual devi- 
ancy problems (pedophilia, sadomaso- 
chism, fetishism, exhibitionism-voy-. 
eurism), the question of ethics in 
treating and counseling such groups, 
and medicolegal aspects of sexual be- 
havioral anomalies. '79, 272 pp., 13 il., 
$19.75 





DELIRIUM: Acute Brain Failure in Man by Z. J. Lipowski. Diag- 
nostic, etiological, and management considerations are thoroughly 
explored. '80, $39.75 


APPLICATION OF HYPNOSIS IN SEX THERAPY by Hugo G. 
Beigel and Warren R. Johnson. Hypnotherapeutic techniques for 
the sexual problems of both sexes are discussed, including sexual 
anesthesia, impotency, and serious sexual conflict. '80, $29.75 


DRUGS AND THE ELDERLY: Social and Pharmacological 
Issues edited by David M. Petersen, Frank J. Whittington and Bar- 
bara P. Payne. Topics include drug side effects, drug interactions, 
and physician responsibility for educating the elderly about drugs. 
'79, $26.25 

MUSIC THERAPY: An Introduction to Therapy and Special Edu- 
cation Through Music (3rd Ptg.) by Donald E. Michel. Discussions 
cover the history of music therapy and its applications in coun- 
seling, rehabilitation, and special education. 79, $12.50 


e 
GRACIAN'S MANUAL: A Truthtelling Manual and the Art of 
Worldly Wisdom (2nd Ed., 6th Ptg.) translated by Martin Fischer. 
This collection of the timeless aphorisms of Baltasar Gracian in- 


% cludes segments on the individual's relationship to self, associates, 


and society. ‘79, $7.95 


MANAGEMENT AND ADMINISTRATION OF DRUG AND 
ALCOHOL PROGRAMS by Marvin D. Feit. Legal concerns, so- 
cial policy, program planning, finance, research, and evaluation 
are among the subjects covered. A self-assessment matrix is in- 
cluded. '79, $13.75 


EARLY RECOLLECTIONS: Their Use in Diagnosis and Psycho- 
therapy compiled and edited by Harry A. Olson. Chapters cover, 
among other topics, the early recollections of homosexual, schizo- 
phrenic, and depressed patients. '79, $27.50 


SENSORY CHANGES IN THE ELDERLY by Francis B. Co- 
lavita. The author contends that, while some sensory decline is 
inevitable with advancing age, it is possible tc exert some degree of 
control over such a decline. 78, $13.00 


ALCOHOLISM: The Total Treatment Approach (4th Ptg.) edited 
by Ronald J. Catanzaro. Broadly interdisciplinary, this volume 
discusses such topics as therapeutic techniques, detoxification cen- 
ters, personality factors, and personal relations. 77, $28.50 


THE EVOLUTION AND CHEMISTRY OF AGGRESSION ^y 
Delbert D. Thiessen. Chapters cover the human evolution of ag- 
gression, biochemical factors, and methods of control. '76, $23.75 
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TRANSSEXUALITY IN THE MALE: The Spectrum of Gender 
Dysphoria by Erwin K. Koranyi. The author discusses biological 
and psychological factors, hormonal and psychosocial treatments, 
and legal issues. '80, $17.50 


PARENT EDUCATION AND INTERVENTION HANDBOOK 
edited by Richard R. Abidin. Intervention strategies are presented 
for parents of aggressive, hyperactive, learning disabled and/or 
emotionally disturbed children. '80, $24.5¢ 


MULTIPLE SCLEROSIS: A Personal View by Cynthia Birrer. 
Offering support and information to those with MS and similar 
disorders, this book discusses chronic pain. treatmert, daily activi- 
ties, and physical therapy. 79, cloth-$15.25, paper-$10.75 


HELP FOR THE DEPRESSED (2nd Ptg.) by Samuel H. Kraines 
and Eloise S. Thetford. Designed expressly for the layperson, this 
book discusses symptoms, kinds of depressions, biochemical and 
psychological factors, medications and treatment, and psycho- 
therapy. 79, $10.75, paper 


UNDERSTANDING THE ALPHA CHILD AT HOME AND 
SCHOOL: Left and Right Hemispheric Function in Relation to 
Personality and Learning by Jack L. Fadely and Virginia N. 
Hosler. The authors explain how children with dominant right 
hemispheric function differ from those with more equalized lateral- 
ization. 79, $17.25 


EMOTIONAL WELL-BEING THROUGH RATIONAL BE- 
HAVIOR TRAINING (Rev. 3rd Ptg.) by David S. Goodman. Case 
studies of depression, anxiety, phobia, impotence, hostility, and 
kleptomania exemplify the training techniques discussed. ‘78, 
$10.75, paper 


BEHAVIOR THERAPY IN CLINICAL PRACTICE: Decision 
Making, Procedure and Outcome by Ernest G. Poser. Sections 
cover specific fears, social withdrawal, socially disapproved be- 
havior, and current problems in behavior modification. 77, $17.25 


THE EMOTIONALLY TROUBLED CHILD: A Guide for Par- 
ents and Teachers in the Early Recognition of Mental and Nervous 
Disorders in Children by Robert L. Mason, Jr., Bert O. Richmond 
and Lucien B. Fleurant. A symptom check list is provided. 76, 
$14.50 


BECOMING A PSYCHOTHERAPIST ^?» Jacquelin Goldman. 


Chapters cover listening and observation skills anc typical prob- 
lems of a beginner. '76, $12.00 
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marked agitation with depression 
symptomatic relief may make the patient 


‘more accessible and responsive. 


Rapid relief of marked agitation in many patients 

The tranquilizer component alleviates symptoms of agitation and anxiety within a few days, 
without apparent dulling of mental acuity. Hypnotic effects from the tranquilizer component 
appear to be minimal, particularly in patients permitted to remain active. However, TRIAVIL 
may impair mental and/or physical abilities required for performance of hazardous tasks. 


Highly effective antidepressant action 

The antidepressant component relieves symptoms of depression such as poor concentration 
and feelings of hopelessness as well as early morning awakening; adequate relief of symptoms 
may take a few weeks or even longer. 


Helps break barriers to psychotherapy 
As symptoms are relieved, many patients often communicate more effectively, become more 
cooperative, and are able to return to normal daily activities. 


More prescribing convenience 

There are now five tablet strengths of TRIAVIL for ease of dosage adjustment. For many 
patients with agitation and depression, you can now initiate therapy with one TRIAVIL" 4-50, 
containing 4 mg perphenazine and 50 mg amitriptyline HCI, b.i.d. The regimen is simple, 
economical, and may well enhance patient compliance. 


Treatment with TRIAVIL— a balanced view: 
TRIAVIL is contraindicated in CNS depression from drugs, in the presence of evidence of 
bone marrow depression, and in patients hypersensitive to phenothiazines or amitriptyline. 
"t should not be used during the acute recovery phase following myocardial infarction or 

in patients who have received an MAOI within two weeks. Patients with cardiovascular 
disorders should be watched closely. Not recommended in children or during pregnancy. 
TRIAVIL may impair mental and/or physical abilities required for performance of hazardous 
tasks and may enhance the response to alcohol. Antiemetic effect may obscure toxicity 
due to overdosage of other drugs or mask other disorders. The possibility of suicide in 
depressed patients remains until significant remission occurs. Such patients should not 
have access to large quantities of the drug. Hospitalize as soon as possible any patient 
suspected of having taken an overdose. 


For marked 
agitation with depression 


Triavi | 


containing perphenazine and amitriptyline HCI € 


MSD 
MERCK 


SHARP. 
DOHME 


Copyright € 1979 by Merck & Co., Inc Please see following page for a brief summary of prescribing information. 
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More dosage strengths 
than any other formulation containing 
a tranquilizer and an antidepressant 


Triavi : 


containing perphenazine and amitriptyline HCI 





Available: 

TRIAVIL* 2-25: Each tablet contains 

2 mg perphenazine and 25 mg amitriptyline HCI. 
TRIAVIL* 2-10: Each tablet contains 

2 mg perphenazine and 10 mg amitriptyline HCI. 
TRIAVIL* 4-50: Each tablet contains 

4 mg perphenazine and 50 mg amitriptyline HCI. 
TRIAVIL* 4-25: Each tablet contains 

4 mg perphenazine and 25 mg amitriptyline HCI. 
TRIAVIL* 4-10: Each tablet contains 

4 mg perphenazine and 10 mg amitriptyline HCI. 


CONTRAINDICATIONS: Central nervous system depression from drugs (bar- 
biturates, alcohol, narcotics, analgesics, antihistamines); evidence of bone mar- 
row depression; known hypersensitivity to phenothiazines or amitriptyline. Should 
not be given concomitantly with a monoamine oxidase inhibitor since hyperpyretic 
crises, severe convulsions, and deaths have occurred from such combinations. 
When used to replace a monoamine oxidase inhibitor, allow a minimum of 14 days 
to elapse before initiating therapy with TRIAVIL. Therapy should then be initiated 
cautiously with gradual increase in dosage until optimum response is achieved. 
Not recommended for use during acute recovery phase following myocardial 
infarction. 

WARNINGS: TRIAVIL should not be given concomitantly with guanethidine or 
similarly acting compounds since TRIAVIL may block the antihypertensive action 
of such compounds. Use cautiously in patients with history of urinary retention, 
angle-closure glaucoma, increased intraocular pressure, or convulsive disorders. 
Dosage of anticonvulsive agents may have to be increased. In patients with 
angle-closure glaucoma, even average doses may precipitate an attack. Patients 
with cardiovascular disorders should be watched closely. Tricyclic antidepres- 
sants, including amitriptyline HCI, have been reported to produce arrhythmias, 
sinus tachycardia, and prolongation of conduction time, particularly in high doses. 
Myocardial infarction and stroke have been reported with tricyclic antidepressant 
drugs. Close supervision is required for hyperthyroid patients or those receiving 
thyroid medication. May impair mental and/or physical abilities required for 
performance of hazardous tasks, such as operating machinery or driving a motor 
vehicle. In patients who use alcohol excessively, potentiation may increase the 
danger inherent in any suicide attempt or overdosage. Not recommended in 
children or during pregnancy. 

PRECAUTIONS: Suicide is a possibility in depressed patients and may remain 
until significant remission occurs. Such patients should not have access to large 
quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use with caution in patients 
who have previously exhibited severe adverse reactions to other phenothiazines. 
Likelihood of some untoward actions is greater with high doses. Closely supervise 
with any dosage. The antiemetic effect of perphenazine may obscure signs of 
toxicity due to overdosage of other drugs or make more difficult the diagnosis of 
disorders such as brain tumor or intestinal obstruction. A significant, not otherwise 
explained, rise in body temperature may suggest individual intolerance to 
perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed, as its action is 
blocked and partially reversed by perphenazine. Phenothiazines may potentiate 
the action of central nervous system depressants (opiates, analgesics, antihis- 
tamines, barbiturates, alcohol) and atropine. In concurrent therapy with any of 
these, TRIAVIL should be given in reduced dosage. May also potentiate the action 
of heat and phosphorous insecticides. There is sufficient experimental evidence to 
conclude that chronic administration of antipsychotic drugs which increase 
prolactin secretion has the potential to induce mammary neoplasms in rodents 
under the appropriate conditions. There are recognized differences in the 
physiological role of prolactin between rodents and humans. Since there are, at 
present, no adequate epidemiological studies, the relevance to human mammary 
cancer risk from prolonged exposure to perphenazine and other antipsychotic 
drugs is not known. 

Amitriptyline: In manic-depressive psychosis, depressed patients may experi- 
ence a shift toward the manic phase if they are treated with an antidepressant. 
Patients with paranoid symptomatology may have an exaggeration of such 
symptoms. The tranquilizing effect of TRIAVIL seems to reduce the likelihood of this 
effect. When amitriptyline HCI is given with anticholinergic agents or sympatho- 
mimetic drugs, including epinephrine combined with local anesthetics, close 
supervision and careful adjustment of dosages are required. Paralytic ileus may 
occur in patients taking tricyclic antidepressants in combination with anticholiner- 


gic-type drugs. 
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Caution is advised if patients receive large doses of ethchlorvynol concurrently. . 


; 


Transient delirium has been reported in patients who were treated with 1 g of 
ethchlorvynol and 75-150 mg of amitriptyline HC’. ° 
Amitriptyline HCI may enhance the response to alcohol and the effects of 
barbiturates and other CNS depressants. 
Concurrent administration of amitriptyline HCI and electroshock therapy may 
increase the hazards associated with such therapy. Such treatment should be 
limited to patients for whom it is essential. Discontinue several days before elective 


surgery if possible. Elevation and lowering of blood sugar levels have both been / 


reported. Use with caution in patients with impaired liver function. 


ADVERSE REACTIONS: Similar to those reported with either constituent alone. 
Perphenazine: Extrapyramidal symptoms (opisthotonus, oculogyric frisis, 
hyperreflexia, dystonia, akathisia, acute dyskinesia, ataxia, m f have 
been reported and can usually be controlled by the concomitant use of Effective 
antiparkinsonian drugs and/or by reduction in dosage, but sometimes persist after 
discontinuation of the phenothiazine. - 

Tardive dyskinesia may appear in some patients on long-term therapy or ma 
occur after drug therapy with phenothiazines and related agents has bee 
discontinued. The risk appears to be greater in elderly patients on high-dose 
therapy, especially females. Symptoms are persistent and in some patients appear 
to be irreversible The syndrome is characterized by rhythmical involuntary 
movements of the tongue, face, mouth, or jaw. Involuntary movements of the 
extremities sometimes occur. There is no known treatment for tardive dyskinesia; 
antiparkinsonism agents usually do not alleviate the symptoms. It is advised that all 
antipsychotic agents be discontinued if the above symptoms appear. If treatment is 
reinstituted, or dosage of the particular drug increased, or another drug substi- 
tuted, the syndrome may be masked. Fine vermicular movements of the tongue 
may be an early sign of the syndrome. The full-blown syndrome may not develop 
if medication is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, erythema, 
urticaria, eczema, up to exfoliative dermatitis); other allergic reactions (asthma, 
laryngeal edema, angioneurotic edema, anaphylactoid reactions); peripheral 
edema; reversed epinephrine effect; hyperglycemia; endocrine disturbances 
(lactation, galactorrhea, gynecomastia, disturbances of menstrual cycle); altered 
cerebrospinal fluid proteins; paradoxical excitement; hypertension, hypotension, 
tachycardia, and ECG abnormalities (quinidine-like effect); reactivation of psy 
chotic processes; catatonic-like states; autonomic reactions, such as dry mouth 
or salivation. headache, anorexia, nausea, vomiting, constipation, obstipation, 
urinary frequency or incontinence, blurred vision, nasal congestion, and a change 
in pulse rate; other adverse reactions reported with various phenothiazine 
compounds, but not with perphenazine, include grand mal convulsions, cerebral 
edema, polyphagia, pigmentary retinopathy, photophobia, skin pigmentation, and 
failure of ejaculation. 

The phenothiazine compounds have produced blood dyscrasias (pancyto- 
penia, thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophilia); 
and liver damage (jaundice, biliary stasis). 

Pigmentation of the cornea and lens has been reported to occur after long-term 
administration of some phenothiazines. Although it has not been reported in 
patients receiving TRIAVIL, the possibility that it might occur should be considered. 

Hypnotic effects, lassitude, muscle weakness, and mild insomnia have also 
been reported. 

Amitriptyline: Note: Listing includes a few reactions not reported for this drug, but 
which have occurred with other pharmacologically similar tricyclic antidepresgant 
drugs and must be considered when amitriptyline is administered. Cardiovascu- 
lar: Hypotension; hypertension; tachycardia; palpitation; myocardial infarction; 
arrhythmias; heart block; stroke. CNS and Neuromuscular: Confusional states; 
disturbed concentration; disorientation; delusions; hallucinations; excitement; 
anxiety; restlessness; insomnia; nightmares; numbness, tingling, and paresthesias 
of the extremities; peripheral neuropathy; incoordination; ataxia; tremors; sei- 
zures. alteration in EEG patterns; extrapyramidal symptoms; tinnitus; syndrome of 
inappropriate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth; 
blurred vision; disturbance of accommodation; increased intraocular pressure; 
constipation; paralytic ileus; urinary retention; dilatation of urinary tract. Allergic: 
Skin rash; urticaria; photosensitization; edema of face and tongue. Hematologic: 
Bone marrow depression including agranulocytosis; leukopenia; eosinophilia; 
purpura; thrombocytopenia. Gastrointestinal: Nausea; epigastric distress; vomit- 
ing; anorexia; stomatitis; peculiar taste; diarrhea; parotid swelling; black tongue. 
Rarely hepatitis (including altered liver function and jaundice). Endocrine: Testic- 
ular swelling and gynecomastia in the male; breast enlargement and galactorrhea 
in the female; increased or decreased libido; elevated or lowered blood sugar 
levels. Other: Dizziness, weakness; fatigue; headache; weight gain or loss; 
increased perspiration; urinary frequency; mydriasis; drowsiness; alopecia. With- 
drawal Symptoms: Abrupt cessation after prolonged administration may produce 
nausea, headache, and malaise. These are not indicative of addiction. 

OVERDOSAGE: All patients suspected of having taken an overdosage should be 
admitted to a hospital as soon as possible. Treatment is symptomatic and 
supportive. However, the intravenous administration of 1-3 mg of physostigmine 
salicylate is reported to reverse the symptoms of tricyclic antidepressant poison- 
ing. Because physostigmine is rapidly metabolized, the dosage of physostigmine 
should be repeated as required particularly if life-threatening signs such as 
arrhythmias, convulsions, and deep coma recur or persist after the initial cosage of 
physostigmine. On this basis, in severe overdosage with perphenazine-amitrip- 
tyline combinations, symptomatic treatment of central anticholinergic effects with 
physostigmine salicylate should be considered. J8TR32 (DC6613215) 
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^ Clinical Neurology 
For Psychiatrists 


Parts I and Il 


Sponsored by The Office of Continuing Medical Education 
Albert Einstein College of Medicine 


Under the direction of David M. Kaufman, M.D. 


Coyrses in New York and Los Angeles designed for 
sych atrists preparing for Parts | and ll of the 

` American Board of Psychiatry and Neurology. will 

e consist of lectures, with videotape examples 

and practice audiovisual examinations. 


Part | New York — March 28, 29 & 30, 1980 


8:30AM - 5:00PM 


The New York Academy of Medicine 
Two East 103 Street, New York, NY 


The Brown Schools: 
Specialists in 
Residential Treatment 


eResidential treatment has be- 
come highly specialized in the 
field of mental health. It is a 
specific treatment modality for 
those who need a totally planned 
and structured environment. 

The Brown Schools has de- 
veloped a wide range of profes- 
sional services that can be 
utilized to implement an indi- 
vidually planned residential 
treatment program. The degree 
of structure and protection, the 
intensity of therapy, the methods 
of education and training are 
controllec and modified with the 
resident's changing needs. 

Professionals in the areas of 
psychiatrv, psychology, nursing, 
social work, education, pre- 
vocational training, speech 
pathology, and recreation have 
developed expertise in the spe- 
cific area of residential treat- 
ment. Each service area is de- 
signed as a component of an 
integratec therapeutic milieu. 

The three residential treatment 
centers of The Brown Schools 
provide complete programming 


Part Il Los Angeles — April 11 & 12, 1980 
Hotel Bonaventure 5th & Figueroa 


9:00AM — 5:00PM 


New York — October 4 & 5, 1980 
The New York Academy of Medicine 


Part I— (30) Part II— (20) hours of Category! Credit 
FOR FURTHER INFORMATION CONTACT 


Office of Continuing Medical Education 
Albert Einstein College of Medicine 
1300 Morris Park Avenue, Bronx. New York 10461 
(212) 430-2822 




































for those in need of twenty-four 
hour care. Services are available 
for children, adolescents, and 
adults with emotional distur- 
bance, mental retardation, and 
neurological impairment. Two 
small group homes in Austin 
provide for reintegration into the 
community and complement the 
services offered in the other 
centers. For information, write: 
Director of Admissions/ 
Department C-O 

The Brown Schools 

P.O. Box 4008, 

Austin, Texas 78765. 

Toll Call: (512) 478-6662 

Out of State Free: (800) 531-5305 
From Texas Free: (800) 252-5404 


SCHOOLS 


An equal opportunity employer. 

All our programs are accredited by 
the appropriate Councils of the Joint 
Commission on Accreditation of 


Hospitals. 


MENSANA CLINIC 


Mens Sana in Corpore Sano 


A private multidisciplinary clinic specializing in the 
treatment of chronic pain, headache, and stress- 
related disorders. For the professional or executive 
who requires quality and confidentiality in com- 
fortable surroundings. All consultants are faculty 
members of a well-known medical school. Physi- 
cian referral only. Brochure upon request. 


Write: 

Clinical Director 

Mensana Clinic 

Greenspring Valley Road 
Stevenson, Maryland 21153 


Phone: 
(301) 653-2403 
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Brief Summary £C 
LOXITANE* Loxapine Succinate Capsules ; 
LOXITANE* C Loxapine Hydrochloride Oral Concentrate | 


LOXITANE® IM Loxapine Hydrochloride 


INDICATIONS: Manifestations of schizophrenia 33 
CONTRAINDICATIONS: Comatose or severely depressed / 
states; hypersensitivity to the drug. j : 


WARNINGS: Safe use during pregnancy or lactation has not IT y 
been establishec; weigh potential benefits against possible /i 
hazards. Not recommended for use in children under 16. May 
impair mental and/or physical abilities especially during early 
therapy; warn ambulatory patients about activities requiring alert- 
ness and concomitant use of alcohol or other CNS depressants. 
Not recommended for management of behavioral complications 
in mentally retarded patients 


PRECAUTIONS: Use with extreme caution in patients with a his- 
tory of convulsive disorders; use with caution in patients with 
cardiovascular d:sease or in those with glaucorra or a tendency 
to urinary retention particularly when on concomitant anti- 
cholinergic medication. Loxapine has an antiemetic effect in 
animals which might occur in man masking signs of overdosage 
of toxic drugs and obscuring intestinal obstruction or brain tumor. 
Since possible ocu!ar toxicity cannot be excluded, observe care- 
fully for pigmentary retinopathy and lenticular pigmentation. 
Slightly higher incidence of extrapyramidal effects possible 
following IM administration. 


ADVERSE REACTIONS: CNS effects, other than extrapyrami- 
dal, infrequent. Mild drowsiness may occur at beginning of 
therapy or upon dosage increase, usually subsides with contin- 
ued therapy. Sedation, dizziness, faintness, staggering gait, 
muscle twitching, weakness and confusional states have been 
reported. Extrapyramidal reactions often occur early in treatment, 
manifested by Parkinson-like symptoms (tremor rigidity, exces- 
sive salivation, masked facies, akathisia); controllable by dosage 
reduction or antiparkinson drugs at usual dosages. Dystonic and 
dyskinetic reactions, while less frequently occurring, may be 
more severe, requiring dosage reduction or temporary withdrawal 
plus appropriate counteractive drugs. Persistent Tardive Dys- 
kinesia may appear during prolonged therapy or following dis- 
continuance, the risk greater in the elderly, especially females, on 
high dosage. Symptoms, persistent and in some patients appar- 
ently irreversible, are characterized by rhythmical involuntary 
movement of the tongue, face, mouth and jaw sometimes accom- 
panied by involuntary movement of extremities. Since there is no 
known effective treatment, discontinue all antipsychotic drugs if 
symptoms appear. Reinstitution of treatment, increased dosage, 
or switching to another agent may mask syndrome. The syn- 
drome may not develop if medication is stopped when fine ver- 
micular movements of the tongue first appear. Cardiovascular 
Effects: Tachycardia, hypotension, hypertension, lightheaded- 
ness and syncope. ECG changes, not known to be related to a bt 
loxapine use, have been reported. Skin: Dermatitis, edema of 


face, pruritus, seborrhea. Possible photosensitivity and/or photo- Rapid management of excitement and 
toxicity; skin rashes of unknown etiology seen in a few patients in agitation in the acute schizophrenic episode 


hot summer months. Anticholinergic: Dry mouth, nasal conges- ; l DA. 
tion, constipation, blurred vision (more likely to occur with con- Calming of schizophrenic agitation may be 
comitant use of antiparkinson agents). Other: Nausea, vomiting, apparent 30 minutes after initial injection of 12.5 mg 
weight gain or loss, dyspnea, ptosis, hyperpyrexia, flushed . 
facies, headache, paresthesia, polydipsia. Rarely, galactorrhea (0.25 ml) to 50 mg (1 ml) LOXITANE IM. Depending 
and menstrual irregularity of unknown etiology. on patient response, repeat injections may be 

given within the same dosage range. Dosage should 


not exceed 250 mg/day. 








LEDERLE LABORATORIES 
A Division of American Cyanamid Company 


Wayne, New Jersey 07470 *Data on file, Clinical Research Department, Lederle Laboratories 


HYDRDCHLORIDE - 
INTRAMUSCULAR 


50 mg base/ml | 
Each ml contains the equivalent of 50 mg Loxapine base as the HCI. 


| 





| 


Same favorable side effects profile as oral Milligram-for-milligram equivalency with 


forms of LOXITANE oral forms of LOXITANE 

No renal, ocular or phototoxicity noted to date with Smooth transition at the same dosage level or 

any form of LOXITANE. Sexual side effects such upward titration when switching from LOXITANE IM 
as painful ejaculation and urine containing sperm to either capsules or oral concentrate-aiQws 

have not been reported. Endocrine disturbances continuing management of osyofiatic Symotems. 
such as galactorrhea and menstrual irregularities - \ 

are rare. Other sexual side effects and CNS effects Sod C2 FF 

other than extrapyramidal effects are infrequent. pe Amm Lade EUM 


oide effects which are usually mild to moderate, 
transient and easily managed include: initial 

| Note: LOXITANE should be used with extreme" esUton in 
drowsiness, dry mouth, nasal congestion, patients with a history of convulsive disorders since, like 
constipation, blurred VISION, extrapyramidal effects, certain other neuroleptics, it lowers the convulsive threshold. 
tachycardia, hypotension, hypertension, 


*tLOXITANE* Loxapine Succinate Capsules and 
lightheadedness and SYNCOPE. LOXITANE® C Loxapine Hydrochloride Ora! Concentrate 
c)1979 425-8 
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Day-long behavior therapy 
"without dosing problems 
at school 


* 
a 





Impressive all-day control. 


Cylert works extremely well, given an adequate period 
of trial. Single daily doses are as effective for behavior 
control as multiple doses of methylphenidate or 
amphetamines. Blood levels are well sustained, 
without necessity for multidose administration. 


No troublesome midday dose. 


Cylert avoids problems of taking a drug at school. 
No involvement of school personnel. No peer 
teasing about noon-time dosing. The parents 
manage all medication, and the child carries no 
drugs. (And note that Cylert is Schedule IV, not II.) 





Cylert | d 
( Cl | iol | Ne) 18.75, 37.5, 75 mg tablets; 
37.5 mg chewables 


Just once a day. At home. 





*ADD: Attention Deficit Disorder (formerly called MBD, 
Minimal Brain Dysfunction), or the Hyperkinetic pes 


Syndrome. Please see next page for Brief Summary. 
9083319 





Day-long behavior therapy — .; 
without dosing problems  . 
at school A 





` 
Brief Summary of Prescribing Information 
INDICATIONS — CYLERT is indicated as an integral part of a total treatment pro- ADVERSE REACTIONS — Insomnia is the most frequently reported side effect of 1 
gram which typically includes other remedial measures (psychological, CYLERT; it usually occurs early in therapy, prior to an optimum therapeutic 
educational, social) for a stabilizing effect in children with a behavioral syndrome response. In the majority of cases it is transient in nature or responds to a 
characterized by the following group of developmentally inappropriate symptoms: reduction in dosage. 
moderate to severe distractibility, short attention span, hyperactivity, emotional Anorexia with weight loss may occur during the first weeks of therapy. In the 
lability, and impulsivity. The diagnosis of this syndrome should not be made with majority of cases it is transient in nature; weight gain usually resumes within 
finality when these symptoms are only of comparatively recent origin. Nonlocaliz- three to six months. 
ing (soft) neurological signs, learning disability, and abnormal EEG may or may Stomach ache, skin rashes, increased irritability, mild depression, nausea, dizzi- 
not be present, and a diagnosis of central nervous system dysfunction may or ness, headache, drowsiness, and hallucinations have been reported. 
may not be warranted. Elevations of SGOT, SGPT, and serum LDH have occurred in patients taking 
Attention Deficit Disorder and Hyperkinetic Syndrome are among the terms CYLERT, usually after several months of therapy. These effects appear to be 
being used to describe the above signs and symptoms. In the past, a variety of reversible upon withdrawal of the drug, and are thought to be manifestations of a 
terms has been associated with these signs and symptoms, including: Minimal delayed hypersensitivity reaction. There have also been a few reports of jaundice 
Brain Dysfunction, Hyperkinetic Reaction of Childhood, Hyperkinetic Syndrome, occurring in patients taking CYLERT; a causal relationship between the drug and ^ 


Hyperactive Child Syndrome, Minimal Brain Damage, Minima! Cerebral Dys- 
function, and Minor Cerebral Dysfunction. 


CONTRAINDICATIONS —CYLERT (pemoline) is contraindicated in patients with 
known hypersensitivity or idiosyncrasy to the drug. (See ADVERSE 
REACTIONS.) 


WARNINGS — CY LERT is not recommended for children less than 6 years of age 
since its safety and efficacy in this age group have not been established. 
Clinical experience suggests that in psychotic children, administration of 
CYLERT may exacerbate symptoms of behavior disturbance and thought disorder. 
Data are inadequate to determine whether chronic administration of CYLERT 
may be associated with growth inhibition; therefore, growth should be monitored 
during treatment. 


PRECAUTIONS — Drug treatment is not indicated in all cases of the behavioral 
syndrome characterized by moderate to severe distractibility, short attention span, 
hyperactivity, emotional lability and impulsivity. It should be considered only in 
light of the complete history and evaluation of the child. The decision to prescribe 
CYLERT should depend on the physician's assessment of the chronicity and 
severity of the child's symptoms and their appropriateness for his/her age. 
Prescription should not depend solely on the presence of one or more of the 
behavioral characteristics. 

When these symptoms are associated with acute stress reactions, treatment 
with CYLERT is usually not indicated. 

Long-term effects of CYLERT in children have not been well established. 

Liver function tests should be performed prior to and periodically during 
therapy with CYLERT. The drug should be discontinued if abnormalities are 
revealed and confirmed by follow-up tests. (See ADVERSE REACTIONS regard- 
ing reports of abnormal liver function tests and jaundice.) 

CYLERT should be administered with caution to patients with significantly 
impaired hepatic or renal fanction. 

The interaction of CYLERT with other drugs has not been studied in humans. 
Patients who are receiving CYLERT concurrently with other drugs, especially 
drugs with CNS activity, should be monitored carefully. 

CYLERT failed to demonstrate a potential for self-administration in primates. 
However, the pharmacologic similarity of pemoline to other psychostimulants with 
known dependence liability suggests that psychological and/or physical depen- 
dence might also occur with CYLERT. There have been isolated reports of transient 
psychotic symptoms occurring in adults following the long-term misuse of exces- 
sive oral doses of pemoline. CYLERT should be given with caution to emotionally 
unstable patients who may increase the dosage on their own initiative. 

Usage during Pregnancy and Lactation: The safety of CYLERT (pemoline) for 
use during pregnancy and lactation has not been established. 

Studies in rats have shown an increased incidence of stillbirths and cannibaliza- 
tion when pemoline was administered at a dose of 37.5 mg./kg./day. Postnatal 
survival of offspring was reduced at doses of 18.75 and 37.5 mg.,kg./day. 


Cylert. pemoine Q É 


Just once a day. At home. 


this clinical finding has not been established. 

The following CNS effects have been reported with the use of CYLERT: dys- 
kinetic movements of the tongue, lips, face and extremities, nystagmus and nystag- 
moid eye movements, and convulsive seizures. A definite causal relationship 
between CYLERT and these reactions has not been established. 

Mild adverse reactions appearing early during the course of treatment with 
CYLERT often remit with continuing therapy. If adverse reactions are of a signifi- 
cant or protracted nature, dosage should be reduced or the drug discontinued. 


OVERDOSAGE — Signs and symptoms of acute CYLERT overdosage may include 
agitation, restlessness, hallucinations, dyskinetic movements and tachycardia. 
The treatment for an acute overdosage of pemoline is essentially the same as that 
for an overdosage of any CNS stimulant. Management is primarily symptomatic 
and may include induction of emesis or gastric lavage, sedation, and other 
appropriate supportive measures. 

Results of studies in dogs indicate that extracorporeal hemodialysissmay be 
useful in the management of CYLERT overdosage; forced diuresis and peritoneal 
dialysis appear to be of little value. 


DOSAGE AND ADMINISTRATION—CyLERT (pemoline) is administered as a 
single oral dose each morning. The recommended starting dose is 37.5 mg./day. 
This daily dose should be gradually increased by 18.75 mg. at one week intervals 
until the desired clinical response is obtained. The effective daily dose for most 
patients will range from 56.25 to 75 mg. The maximum recommended daily dose 
of pemoline is 112.5 mg. 

Clinical improvement with CYLERT is gradual. Using the recommended sched- 
ule of dosage titration, significant benefit may not be evident until the third or 
fourth week of drug administration. 

Where possible, drug administration should be interrupted occasionally to 
determine if there is a recurrence of behavioral symptoms sufficient to require 
continued therapy. 


HOW SUPPLIED—CYLERT (pemoline) is supplied as monogrammed, grooved 
tablets in three dosage strengths: 

18.75 mg. tablets (white) in bottles of 100 (NDC 0074-6025-13) 

37.5 mg. tablets (orange-colored) in bottles of 100 (NDC 0074-6057-13) 

75 mg. tablets (tan-colored) in bottles of 100 (NDC 0074-6073-13) 

CYLERT Chewable is supplied as monogrammed, grooved tablets in one dosage 
strength: 

37.5 mg. tablets (orange-colored) in bottles of 100 (NDC 0074-6088-13) 


Abbott Laboratories 
North Chicago, IL60064 
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Current evidence suggests that many 
depressions have a biochemical basis in the form 
of a relative deficiency of neurotransmitters, 
such as norepinephrine and serotonin. / 


Deficiency of norepinephrine is postulated to be a major factor in a number 
of depressions. Laboratory studies have shown that desipramine is a potent 
inhibitor of norepinephrine re-uptake! a mechanism of action that is thought 
to increase norepinephrine at the synaptic cleft when norepinephrine 
deficiency exists. (See Figures 1 and 2.) 


Storage Vesicle Releasing 
Neurotransmitter 


Empty Storage Vesicle Release 
Presynaptic Neuron s | | Postsynaptic Neuron 


Mitochondria 


Re-uptake 
e MÀ 





Figure 1. Diagrammatic representation or the normal process of neurotransmitter release, transfer across 


the synaptic cleft to the receptor site, and re-uptake. The supply of neurotransmitters is adequate in the 
normal state. 


Synaptic Cleft 


Presynaptic Neuron 





Desipramine Hydrochloride 


Figure 2. Diagrammatic representation of the mechanism of action of the tricyclic antidepressant Norpramin 
when there is a relative deficiency of the neurotransmitter norepinephrine ( NE), as seen in some depressive 
states. Norpramin (desipramine hydrochloride) blocks the re-uptake of norepinephrine at the presynaptic 
nerve terminal (light brown band), ensuring increased cleft and receptor site neurotransmitter concentration. 





Norpramin 
(desipramine hydrochloride 
tablets NF | 25,50,75,100,150 mg. 


Potent blocker 
of norepinephrine re-uptake 


According to current theory? some depressions may respond to 
desipramine when other tricyclic antidepressants that block the 
re-uptake of a different neurotransmitter have been ineffective. 
Therefore, if your patient is unresponsive to treatment with one 
tricyclic, consider switching to a tricyclic that blocks the 
re-uptake of a different neurotransmitter. 


Helps patient remain calm but active 


Norpramin does not usually inhibit normal activity, although patients should 
be cautioned against driving or operating machinery if drowsiness occurs. 
(See Warnings, Precautions, and Adverse Reactions.) 


Begins to improve sleep patterns 
within one week in some patients* 


As the depression is relieved, difficulty in falling asleep, 
restlessness, and early morning awakening diminish. 


Less anticholinergic activity 
(See Warnings.) 





Studies in animals?*and in normal human subjects?" have shown 
that desipramine, with its single bond side chain, has less 
anticholinergic activity than amitriptyline or doxepin. This 

may mean: 


B less dry mouth 
B ess blurred vision 
B less urinary retention 


Merrell 


References: 1. Ross. S.B. and Renyi, A.L.: Tricyclic antidepressant agents. |. Comparison of the inhibition of the uptake of 
3H-noradrenaline and'*C-5-hydroxytryptamine in slices and crude synaptosome preparations of the midbrain-hypothalamus 





region of the rat brain. Acta Pharmacol. (Kobenhavn) 36:382-394, 1975. 2. Mass, J.W: Biogenic amines and depression. Bio- 
chemical anc pharmacological separation of two types of depression. Arch. Gen. Psychiat. 32:1357-1361, 1975. 3. Davis, J.M.: 
Central biogenic am nes and theories of depression and mania. In, Phenomenology and Treatment of Depression, W.E. Fann, 
|. Karacan, A.D. Pokorny, and R.L. Williams, Ed., New York, Spectrum Publications, Inc., 1977, pp. 17-32. 4. Zung, WW.K.: The 
pharmacology of disordered sleep. A laboratory approach. J.A.M.A. 211:1532-1534, 1970. 5. Snyder, S.H. and Yamamura, H.I.: 
Antidepressants and the muscarinic acetylcholine receptor. Arch. Gen. Psychiat. 34:236-239, 1977. 6. Blackwell, B., 
Stefopoulos, A., Enders, P, Kuzma, R., and Adolphe, A.: Anticholinergic activity of two tricyclic antidepressants. Amer. J. 
Psychiat. 135:722-724, 1978. 7. Peterson, G.R., Blackwell, B., Hostetler, R.M., Kuzma, R., and Adolphe, A.B.: Anticholinergic 
activity of the tricyclic antidepressants despiramine [sic] and doxepin in nondepressed volunteers. Communic. Psycho- 
pharmacol. 2:145-150, 1978. 


See Following Page for Brief Summary of Prescribing Information. 
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No Improvement 


Norpramin `. 
(desipramine » 
hydrochloride Days 10 7 ^ 


tablets NF) A maximum dosage of 300 mg. a day, as a single or divided dose, may now be prescribed for 





Norpramin. Since inadequate dosage is thought to be one of the major causes of treatment 
AVAILABLE ONLY ON PRESCRIPTION 


Brief Summary 


MECHANISM OF ACTION: Available evidence suggests that 
many depressions have a biochemical basis in the form of 
a relative deficiency of neurotransmitters such as nor- 
epinephrine and serotonin. Norepinephrine deficiency may 
be associated with relatively low urinary 3-methoxy-4- 
hydroxypheny! glycol (MHPG) levels, while serotonin defi- 
ciencies may be associated with low spinal fluid levels of 
5-hydroxyindolacetic acid. 

While the precise mechanism of action of the tricyclic 
antidepressants is unknown, a leading theory suggests 
that they restore normal levels of neurotransmitters by 
blocking the re-uptake of these substances from the 
synapse in the central nervous system. 

Evidence indicates that the sezondary amine tricyclic 
antidepressants, including Norpramin, may have greater 


activity in blocking the re-uptake of norepinephrine. 


Tertiary amine tricyclic antidepressants, such as amitrip- 
tyline, may have greater effect on serotonin re-uptake. 
Norpramin (desipramine hydrochloride) is not a mono- 
amine oxidase (MAO) inhibitor and does not act primarily 
as a central nervous system stimulant. It has been found in 
some studies to have a more rapid onset of action than 
imipramine. Earliest therapeutic effects may occasionally 
be seen in 2 to 5 days, but full treatment benefit usually 
requires 2 to 3 weeks to obtain. 
INDICATIONS: Norpramin (desipremine hydrochloride) is 
indicated for relief of symptoms in various depressive 
syndromes, especially endogenous depression. 
CONTRAINDICATIONS: Desipramine hydrochloride should 
not be given in conjunction with, or within 2 weeks of, 
treatment with an MAO inhibitor drug; hyperpyretic crises, 
severe convulsions, and death have occurred in patients 
taking MAO inhibitors and tricycliz antidepressants. When 
Norpramin (desipramine hydroch oride) is substituted for 
an MAO inhibitor, at least 2 weeks should elapse between 
treatments. Norpramin should then be started cautiously 
and should be increased gradually. 

The drug is contraindicated in the acute recovery period 
following myocardial infarction. 't should not be used in 
those who have shown prior hypersensitivity to the drug. 
Cross sensitivity between this and other dibenzazepines is 
a possibility. | 
WARNINGS: 1. Extreme caution should be used when this 
drug iS given in the following situations: a. In patients with 
Cardiovascular disease, because of the possibility of 
conduction defects, arrhythmias, tachycardias. strokes, 
and acute myocardial infarction. b. In patients with a 
history of urinary retention or glaucoma, because of the 
anticholinergic properties of the drug. c. In patients with 
thyroid disease or those taking thyroid medication, 
because of the possibility of cardiovascular toxicity, 
including arrhythmias. d. In patients with a history of 
seizure disorder, because this drug has been shown to 
lower the seizure threshold. 2. This drug is capable of 
blocking the antihypertensive ef'ect of guanethidine and 
similarly acting compounds. 3. USE IN PREGNANCY. Safe 
use of desipramine hydrochloride.during pregnancy and 
lactation has not been established: therefore, if it is to be 
given to pregnant patients. nursing mothers, or women of 
childbearing potential, the possible benefits must be 
weighed against the possible hazards to mother and child. 
Animal reproductive studies have been inconclusive. 4. 
USE IN CHILDREN: Norpramin (desipramine hydrochloride) 
is not recommended for use in children since safety and 
effectiveness in the pediatric age group have not been 
established. 5. The patient should be cautioned that this 
drug may impair the mental end/or physical abilities 
required for the performance of potentially hazardous 
"tasks such as driving a car or operating machinery. 6. In 
patients who may use alcohol excessively, it should be 
borne in mind that the potentiation may increase the 


failure, the new therapeutic range should prove clinically helpful. Plasma desipramine 
measurement would constitute the optimal guide to dosage monitoring. 


danger inherent in any suicide attempt or overdosage. 

PRECAUTIONS: 1. It is important that this drug be dispensed 
in the least possible quantities to depressed outpatients. 
since Suicide has been accomplished with this class of 
drug. Ordinary prudence requires that children not have 
access to this drug or to potent drugs of any kind: if 
possible this drug should be dispensed in containers with 
child-resistant safety closures. Storage of this drug in the 
home must be supervised responsibly. 2. If serious adverse 
effects occur. dosage should be reduced or treatment 
should be altered. 3. Norpramin (desipramine hydrochlo- 
ride) therapy in patients with manic-depressive iliness 
may induce a hypomanic state after the depressive phase 
terminates. 4. The drug may cause exacerbation of psy- 
chosis in schizophrenic patients. 5. Close supervision and 
careful adjustment of dosage are required when this drug 
IS given concomitantly with anticholinergic or sympatho- 
mimetic drugs. 6. Patients should be warned that while 
taking this drug their response to alcoholic beverages may 
be exaggerated. 7. Clinical experience in the concurrent 
administration of ECT and antidepressant drugs is limited. 
Thus, if such treatment is essential, the possibility of 


increased risk relative to benefits should be considered. 8. 


The sedative effects of Norpramin and benzodiazepines 
(e.g.. chlordiazepoxide or diazepam) are additive. Both the 
sedative and anticholinergic effects of the major tranquil- 
izers are additive to those of Norpramin. 9. This drug 
should be discontinued as soon as possible prior to 
elective surgery because of the possible cardiovascular 
effects. Hypertensive episodes have been observed during 
surgery in patients taking desipramine hydrochloride. 10. 
Both elevation and lowering of blood sugar levels have 
been reported. 11. Leukocyte and differential counts should 
be performed in any patient who develops fever and sore 
throat during therapy: the drug should be discontinued if 
there is evidence of pathologic neutrophil depression. 
ADVERSE REACTIONS: Note: Included in the following 
listing are a few adverse reactions that have not been 
reported with this specific drug. However, the pharma- 
cologic similarities among the tricyclic antidepressant 
drugs require that each of the reactions be considered 
when Norpramin (desipramine hydrochloride) is given. 
Cardiovascular: hypotension, hypertension, tachycar- 
dia, palpitation, arrhythmias, heart block, myocardial 
infarction, stroke. 

Psychiatric: confusional states (especially in the 
elderly) with hallucinations, disorientation, delusions; 
anxiety. restiessness, agitation; insomnia and night- 
mares; hypomania; exacerbation of psychosis. 
Neurologic: numbness, tingling. paresthesias of ex- 
tremities; incoordination, ataxia, tremors: peripheral 
neuropathy: extrapyramidal symptoms; seizures: alter- 
ation in EEG patterns; tinnitus. 

Anticholinergic: dry mouth, and rarely associated sub- 
lingual adenitis: blurred vision, disturbance of accom- 
modation, mydriasis, increased intraocular pressure; 
constipation. paralytic ileus; urinary retention, delayed 
micturition, cilatation of urinary tract. 

Allergic: skin rash. petechiae, urticaria, itching, photo- 
sensitization (avoid excessive exposure to sunlight), 
edema (of face and tongue or general), drug fever, cross 
sensitivity with other tricyclic drugs. 

Hematologic: bone marrow depressions including 
agranulocytosis, eosinophilia, purpura, thrombocyto- 
penia. 

Gastrointestinal: anorexia, nausea and vomiting, epi- 
gastric distress, peculiar taste, abdominal cramps. 
diarrhea, stomatitis, black tongue. 

Endocrine. gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female; increased or 
decreased libido, impotence, testicular swelling; eleva- 





tion or depression of blood sugar levels. 

Other jaundice (simulating obstructive), altered liver 
function; weight gain or loss; perspiration, flushing; 
urinary frequency, nocturia; parotid swelling; drowsi- 
ness, dizziness, weakness and fatigue, headache; alo- 
pecia. 

Withdrawal Symptoms: Though not indicative of addic- 
tion, abrupt cessation of treatment after prolonged 
therapy may produce nausea, headache, and malaise. 
DOSAGE AND ADMINISTRATION: Not recommended for use 
in children. Lower dosages are recommended for elderly 
patients and adolescents. Lower dosages are also 
recommended for outpatients compared to hospitalized 
patients, who are closely supervised. Dosage should be 
initiated at a low level and increased according to 
clinical response and any evidence of intolerance. 
Following remission, maintenance medication may be 
required for a period of time and should be at the lowest 
dose that will maintain remission. 

Usua! Adult Dose: The usual adult dose is 100 to 200 mg. 
per day. In more severely ill patients, dosage may be 
further increased gradually to 300 mg./ day if necessary. 
Dosages above 300 mg./day are not recommenced. 

Dosage should be initiated at a lower level and 
Increased according to tolerance and clinical response. 

Treatment of patients requiring as much as 3C0 mg. 
should generally be initiated in hospitals, where regular 
visits by the physician, skilled nursing care, and fre- 
quent electrocardiograms (ECG s) are available. 

The best available evidence of impending tcxicity 
from very high doses of Norpramin is prolongation of the 
QRS or QT intervals on the ECG. Prolongation of the PR 
interval is also significant, but less closely correlated 
with plasma levels. Clinical symptoms of intolerance, 
especially drowsiness, dizziness, and postural hypoten- 
Sion, should also alert the physician to the nead for 
reduction in dosage. Plasma desipramine measurement 
would constitute the optimal guide to dosage monitor- 
ing. 

Initial therapy may be administered in divided doses 
or a single daily dose. 

Maintenance therapy may be given on a once-daily 
schedule for patient convenience and compliance 
Adolescent and Geriatric Dose: The usual adolescent and 
geriatric dose is 25 to 100 mg. daily. 

Dosage should be initiated at a lower level and 
increased according to tolerance and clinical response 
to a usual maximum of 100 mg. daily. In more severely ill 
patients, dosage may be further increased to 150 mg./ 
day. Doses above 150 mg./day are not recommerded in 
these age groups. 

Initial therapy may be administered in divided doses 
or a single daily dose. 

Maintenance therapy may be given on a once-daily 
schedule for patient convenience and compliance. 
OVERDOSAGE: See prescribing information for a ciscus- 
sion of symptoms and treatment of overdose. 
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Aidt Lithium 


IL643 AutoCal 
Flame Photometer 


e Automatic calibration and 
zeroing. 

e “Instant” lithiums, using 

a cesium internal standard 

for all determinations —Na/K 
and Li. 

e Rugged, low-maintenance 
piston dilutor; automatic and 
built-in. 

e Routine 16 «| samples. 

e Compatibility with printer- 
sampler and other IL “building 
block” instruments for auto- 
mated systems of upto 7 chan- 
nels (e.g. for Na/K/CI/TCO7/ 
Glucose/BUN/Creatinine)... 


... Advantages like these, plus 
the IL name, make the IL643 
the world's finest Flame. 


Ask for a demonstration or brochure. 
Instrumentation Laboratory Inc. 
Biomedical Division 

113 Hartwell Avenue 

Lexington, MA 02173 

Call toll-free: 800-225-4040. 


Instrumentation 
Laboratory 
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PLAN AHEAD!!! 
Order your 

1980 
Appointment Book 
Now !!! 


The ‘‘week-at-a-glance’’ Appointment Book, pub- 


lished by the American Psychiatric Association, 


has been specifically developed to satisfy the 
needs of psychiatrists. It contains a comprehen- 
sive list of addresses and annual meeting dates of 
all major organizations and agencies of interest 
to psychiatrists. Members who have not tried this 
book in the past are urged to do so. It is return- 
able within 30 days for a full refund if not ac- 


ceptable. (Returned copies must be received in 
saleable condition.) 


The Pocket Size Appointment Book is also avail- 
able and may be ordered in combination with the 
Desk Appointment Book. 


Copies will be available July 1979 


DESK: $12.00 | 
POCKET: $6.00 
BOTH: $15.00 

10% Discount for 10-99 copies 

15% Discount for 100 copies or more 


Send order form to: 

Publication Sales Department 
American Psychiatric Association 
1700 18th St., N.W. 
Washington, D.C. 20009 


Enclosed is $ for copy(ies) of 
Desk Appointment Book order #141 
Pocket Appointment Book order #141-2 


Name 
Address 








City 
State 











Zip 


AJP 


A30 
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Brief Summary of Prescribing Information s dcn 
Indications and Usage: Symptomatic relief of anxiety, tension, agitation, irritabflity and 
insomnia associated with anxiety neuroses and transient situational disturbances; anxiety 
associated with depressive symptoms and as a treatment of symptoms of anxiety if such symp- 
toms are a significant feature of functional or organic disorders, particularly gastrointestinal or 
cardiovascular. 

Effectiveness in long-term use, i.e., more than 4 months, has not been assessed by system- 
atic clinical studies. Reassess periodically usefulness of the drug for the individual patient. 


Contraindications: Known sensitivity to benzodiazepines or acute narrow-angle glaucoma. 


Warnings: Not recommended in primary depressive disorders or psychoses. As with gll CNS- ` 


acting drugs. warn patients on lorazepam not to operate machinery or motor vehicles, and of 
diminished tolerance for alcohol and other CNS depressants. 

Physical and Psychological Dependence: Withdrawal symptoms like those noteg with barbi- 
turates and alcohol have occurred following abrupt discontinuance of benzodiazepines 
(including convulsions, tremor, abdominal and muscle cramps, vomiting and sweating). Addic- 
tion-prone individuals, e.g. drug addicts and alcoholics, should be under careful surveillance 
when on benzodiazepines because of their predisposition to habituation and dependence. 
Withdrawal symptoms have also been reported following abrupt discontinuance of benzodi- 
azepines taken continuously at therapeutic levels for several months. 

Precautions: In depression accompanying anxiety, consider possibility for suicide.” 

For elderly or debilitated patients, initial daily dosage should not exceed 2mg to avoid over- 
sedation 

Terminate dosage gradually since abrupt withdrawal of any antianxiety agent may result in 
symptoms like those being treated: anxiety, agitation, irritability, tension, insomnia and occa- 
sional convulsions 

Observe usual precautions with impaired renal or hepatic function. 

Where gastrointestinal or cardiovascular disorders coexist with anxiety, note that lorazepam 
has not been shown of significant benefit in treating gastrointestinal or cardiovascular compo- 
nent 

Esophageal dilation occurred in rats treated with lorazepam for more than 1 year at 
6mg/kg/day. No effect dose was 1.25mg/kg/day (approximately 6 times the maximum human 
therapeutic dose of 10mg/ day). Effect was reversible only when treatment was withdrawn within 
2 months of first observation. Clinical significance is unknown; but use of lorazepam for pro- 
longed periods and in geriatric patients requires caution and frequent monitoring for symptoms 
of upper G.I. disease 

Safety and effectiveness in children under 12 years have not been established. 


ESSENTIAL LABORATORY TESTS: Some patients have developed leukopenia; some have had 
eievations of LDH. As with other benzodiazepines, periodic blood counts and liver function tests 
are recommended during long-term therapy. 


CLINICALLY SIGNIFICANT DRUG INTERACTIONS: Benzodiazepines produce CNS depressant 
effects when administered with such medications as barbiturates or alcohol. 


CARCINOGENESIS AND MUTAGENESIS: No evidence of carcinogenic potential emerged in 
rats during an 18-month study. No studies regarding mutagenesis have been performed. 


PREGNANCY: Reproductive studies were performed in mice, rats, and 2 strains of rabbits. 
Occasional anomalies (reduction of tarsals, tibia, metatarsals, malrotated limbs, gastroschisis, 
malformed skull and microphthalmia) were seen in drug-treated rabbits without relationship to 
dosage. Although all these anomalies were not present in the concurrent control group, they 
have been reported to occur randomly in historical controls. At 40mg/kg and higher, there was 
evidence of fetal resorption and increased fetal loss in rabbits which was not seen at lower 
doses. Clinical significance of these findings is not known. However, increased risk of congeni- 
tal malformations associated with use of minor tranquilizers (chlordiazepoxide, diazepam and 
meprobamate) during first trimester of pregnancy has been suggested in several studies. 
Because use of these drugs is rarely a matter of urgency, use of lorazepam during this period 
should almost always be avoided. Possibility that a woman of child-bearing potential may be 
pregnant at institution of therapy should be considered. Advise patients if they become preg- 
nant to communicate with their physician about desirability of discontinuing the drug. 

In humans, blood levels from umbilical cord blood indicate placental transfer of lorazepam 
and its glucuronide. 
NURSING MOTHERS: It is not known if oral lorazepam is excreted in human milk like other 
benzodiazepines. As a general rule, nursing should not be undertaken while on a drug since 
many drugs are excreted in milk. 


Adverse Reactions, i! they occur, are usually observed at beginning of therapy and generally 
disappear on continued medication or on decreasing dose. In a sample of about 3,500 anxious 
patients, most frequent adverse reaction is sedation (15.996), followed by dizziness (6.996), 
weakness (4.2%) and unsteadiness (3.4%). Less frequent are disorientation, depression, nau- 
sea, change in appetite, headache, sleep disturbance, agitation, dermatological symptoms, eye 
function disturbance, various gastrointestinal symptoms and autonomic manifestations. Inci- 
dence of sedation and unsteadiness increased with age. Small decreases in blood pressure 
have been noted but are not clinically significant, probably being related to relief of anxiety. 

Overdosage: In management of overdosage with any drug, bear in mind that multiple agents 
may have been taken. Manifestations of overdosage include somnolence, confusion and coma. 
Induce vomiting and/or undertake gastric lavage followed by general supportive care, monitor- 
ing of vital signs and close observation. Hypotension, though unlikely, usually may be controlled 
with Levartereno! Bitartrate Injection U.S.P. Usefulness of dialysis has not been determined 


Ativan: 


For,((orazepam) 





Dosage: Individualize for maximum beneficial effects. Increase dose 
gradually when needed, giving higher evening dose before increasing 
daytime doses. Anxiety, usually 2-3mg/day given b.i.d. or t.i.d.; dosage 
may vary from 1 to 10mg/day in divided doses. For elderly or debili- 
tated, initially 1-2mg/day; insomnia due to anxiety or transient situa- 
tional stress, 2-4mg h.s. 


How Supplied: 0.5, 1.0 and 2.0mg tablets. 


Wyeth Laboratories 


| P PA 19101 


TM 


Copyright € 1979, Wyeth Laboratories 
Div. of AHPC, N Y., N.Y. All rights reserved. 


Why one benzodiazepine 
and not another? Are you concerned about 


long-acting metabolites? Many clinicians, as well as pharmacologists, 
are beginning to draw attention to this problem (see New England Journal 
of Medicine, April 5, 1979). 

In contrast to some older benzodiazepines, Ativan (lorazepam) does 
not give rise to long-lasting active metabolites. As with all 
benzodiazepines, you should follow the usual precautions concerning 
co-administration with other CNS depressants and warn your 
patients against operating dangerous machinery and motor vehicles. 

However, it is noteworthy that Ativan showed no clinical evidence of 
accumulation even when given in high doses over periods up to 
6 months. The half-life of free lorazepam is about 12 hours; steady-state 
serum levels are attained in 2-3 days. Comparable data for diazepam: 
20-50 hours and at least 7-10 days. (The pharmacokinetic profile of a drug 
can define such characteristics as absorption, distribution, metabolism 
and elimination but cannot, at present, be directly related to its 
therapeutic effectiveness.) 

Ativan has a convenient b.i.d. 
or t.i.d. dosage schedule; 
it is compatible with a long list of 
other medications and, of course, 
it is a highly effective anxiolytic 
agent, as established in numerous 
nationwide, double-blind, 
controlled evaluations 
in thousands of patients. 





See important information on preceding page. 
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Prolixin? Injection 

Fluphenazine Hydrochloride Injection USP 
for crisis control individualized 

rapid action, short duration, less medication. 
Allows titration for patient differences. 


Prolixin® Tablets 
Fluphenazine Hydrochloride Tablets USP 


for the maintenance of "dependable" patients 
affords simplified therapy individualized with four 
potencies available for titration. 


Prolixin? Elixir 

Fluphenazine Hydrochloride Elixir USP 

for patients who “cheek” or resist solid 
medication 

assures compliance and individualized therapy 
with the same titration flexibility as the tablets. 


Prolixin Decanoate® 
Fluphenazine Decanoate Injection 


for the long-term management of the drug- 
reluctant patient and poor absorbers of oral 
medications 

delivers medication as prescribed; facilitates 
absorption where orals sometimes fail; enables 
you to tailor therapy to contact need. 





Chronic Drug Defaulters 


Prolixin Decanoate * 
Fluphenazine Decanoate Injection. 
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Poor Absorbers 
of Oral Medications 


Prolixin Decanoate® 
Fluphenazine Decanoate Injection 






Paranoid Schizophrenics 


Prolixin Decanoate® 
Fluphenazine Decanoate Injection 


Right for schizophrenia 
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PROLIXIN® (Fluphenazine Hydrochloride) 

TABLETS/ELIXIR/INJECTION ) 

Prolixin Tablets (Fluphenazine Hydrochloride Tablets USP) provide 1, 2.5, 5 or 10 mg 
fluphenazine hydrochloride per tablet. Prolixin 2.5, 5, and 10 mg tablets contain FD&C Yellow 
No. 5 (tartrazine). Prolixin Elixir (Fluphenazine Hydrochloride Elixir USP) provides 0.5 mg 
fluphenazine hydrochloride per ml (2.5 mg per 5 ml teaspoonful) with 14% alcohol by volume. 
Prolixin Injection (Fluphenazine Hydrochloride Injection USP) provides 2.5 mg fluphenazine 
hydrochloride per mi; it contains 0.1% methylparaben and 0.01% propyiparaben as 
preservatives. 

CONTRAINDICATIONS: In presence of suspected or established subcortical brain damage. In 
patients who have a blood dyscrasia or liver damage, or who are receivirg large doses of hyp- 
notics, or who are comatose or severely depressed. In patients who have shown hypersen- 
sitivity to fluphenazine; cross-sensitivity to phenothiazine derivatives mav occur. 

WARNINGS: Mental and physical abilities required for driving a car or operating heavy 
machinery may be impaired by use of this drug. Potentiation of effects of alcohol may occur. 
Safety and efficacy in children have not been established because of inadequate experience in 
use in children. 

Usage in Pregnancy: Safety for use during pregnancy has not been established; weigh 
possible hazards against potential benefits if administering this drug to pregnant patients. 
PRECAUTIONS: Caution must be exercised if another phenothiazine compound caused 
cholestatic jaundice, dermatoses or other allergic reactions because of ‘he possibility of cross- 
sensitivity. Prolixin Tablets (Fluphenazine Hydrochloride Tablets USP) 2.5, 5, and 10 mg con- 
tain FD&C Yellow No. 5 (tartrazine) which may cause allergic-type reactions (including bron- 
chial asthma) in certain susceptible individuals. Although the overall incidence of FD&C Yellow 
No. 5 (tartrazine) sensitivity in the general population is low, it is frequen'ly seen in patients 
who also have aspirin hypersensitivity. When psychotic patients on large doses of a pheno- 
thiazine drug are to undergo surgery, hypotensive phenomena should be watched for; less 
anesthetics or central nervous system depressants may be required. Because of added anti- 
cholinergic effects, fluphenazine may potentiate the effects of atropine. 

Use fluphenazine cautiously in patients exposed to extreme heat or phosphorus insec- 
ticides; in patients with a history of convulsive disorders since grand mai convulsions have 
occurred; and in patients with special medical disorders such as mitral insufficiency or other 
cardiovascular diseases, and pheochromocytoma. Bear in mind that with prclonged therapy 
there is the possibility of liver damage, pigmentary retinopathy, lenticula- and corneal deposits, 
and development of irreversible dyskinesia. 

There is sufficient experimental evidence to conclude that chronic administration of anti- 
psychotic drugs which increase prolactin secretion has the potential to induce mammary 
neoplasms in rodents under the appropriate conditions. There are recognized differences in 
the physiological role of prolactin between rodents and humans. Since there are, at present, no 
adequate epidemiological studies, the relevance to human mammary cancer risk from pro- 
longed exposure to fluphenazine hydrochloride and other antipsychotic drugs is not Known. 

Periodic checking of hepatic and renal functions and blood picture should be done. Monitor 
renal function of patients on long-term therapy; if BUN becomes abnormal, discontinue 
fluphenazine. ''Silent pneumonias" are possible. 

Abrupt Withdrawal: In general, phenothiazines do not produce psychic dependence. 
However, gastritis, nausea and vomiting, dizziness, and tremulousness have been reported 
following abrupt cessation of high dose therapy; reports suggest that these symptoms can be 
reduced if concomitant antiparkinsonian agents are continued for several weeks after the 
phenothiazine is withdrawn. 

ADVERSE REACTIONS: Central Nervous System—Extrapyramidal symptoms are most fre- 
quently reported. Most often these symptoms are reversible, but they may be persistent. They 
include pseudoparkinsonism, dystonia, dyskinesia, akathisia, oculogyric crises, opisthotonos, 
hyperreflexia. The incidence anc severity of such reactions will depend more on individual 
patient sensitivity, but dosage level and patient age are also determinan:s. As these reactions 
may be alarming, the patient should be forewarned and reassured. Thes? reactions can usually 
be controlled by administration of an anti-parkinsonian drug such as berztropine mesylate and 
by subsequent reduction in dosage. 

Persistent Tardive Dyskinesia: As with all antipsychotic agents, persistent and sometimes 
irreversible tardive dyskinesia may appear in some patients on long-term therapy or may occur 
after discontinuation of drug. The risk seems greater in elderly patients, especially females, on 
high dosages. The syndrome is characterized by rhythmical involuntary movements of tongue, 
face, mouth, or jaw (e.g., protrusion of tongue, puffing of cheeks, puckering of mouth, chewing 
movements) and may be accompanied by involuntary movements of extremities. There is no 
known effective therapy for tardive dyskinesia; usually the symptoms are not alleviated by anti- 
parkinsonism agents. If the symptoms appear, discontinuation of all antipsychotic agents is 
suggested. The syndrome may be masked if treatment is reinstituted, or drug dosage increased, 
or a different antipsychotic agent used. Reports are that fine vermicular movements of the 
tongue may be an early sign of the syndrome which may not develop if medication is stopped at 
that time. 

Phenothiazine derivatives have been known to cause restlessness, excitement, or bizarre 
dreams; reactivation or aggravation of psychotic processes may be encountered. If 
drowsiness or lethargy occur, the dosage may need to be reduced. Dosages, far in excess of 
the recommended amounts, may induce a catatonic-like state. 

Autonomic Nervous System— Hypertension and fluctuations in blood pressure have been 
reported. Although hypotension is rarely a problem, patients with pheochromocytoma, cerebral 
vascular or renal insufficiency or severe cardiac reserve deficiency such as mitral insufficiency 
appear to be particularly prone to this reaction and should be observed carefully. Supportive 
measures including intravenous vasopressor drugs should be instituted immediately should 
severe hypotension occur; Levarterenol Bitartrate Injection is the most suitable drug; 
epinephrine should not be used since phenothiazine derivatives have been found to reverse its 
action. Nausea, loss of appetite, salivation, polyuria, perspiration, dry mouth, headache and 
constipation may occur. Reducing or temporarily discontinuing the dosege will usually control 
these effects. Blurred vision, glaucoma, bladder paralysis, fecal impaction, paralytic ileus, 
tachycardia, or nasal congestion have occurred in some patients on phenothiazine derivatives. 

Metabolic and Endocrine— Weight change, peripheral edema, abnormal lactation, 
gynecomastia, menstrual irregularities, false results on pregnancy tests, impotency in men 
and increased libido in women have occurred in some patients on phenothiazine therapy. 

Allergic Reactions—Itching, erythema, urticaria, seborrhea, photosensitivity, eczema and 
exfoliative dermatitis have been reported with phenothiazines. The possibility of anaphylactoid 
reactions should be borne in mind. 

Hematologic— Blood dyscrasias including leukopenia, agranulocytos s, thrombocytopenic 
or nonthrombocytopenic purpura, eosinophilia, and pancytopenia have been observed with 
phenothiazines. If soreness of the mouth, gums or throat or any symptoms of upper respiratory 
infection occur and confirmatory leukocyte count indicates cellular depression, therapy should 
be discontinued and other appropriate measures instituted immediately 

Hepatic—Liver damage manifested by cholestatic jaundice, particularly during the first 
months of therapy, may occur; treatment should be discontinued. A cephalin flocculation 
increase, sometimes accompanied by alterations in other liver function tests, has been 
reported in patients who have had no clinical evidence of liver damage. 

Others—Sudden deaths have been reported in hospitalized patients on phenothiazines. 
Previous brain damage or seizures may be predisposing factors. High deses should be avoided 
in known seizure patients. Shortly before death, several patients showed flare-ups of psychotic 
behavior patterns. Autopsy fincings have usually revealed acute fulmineting pneumonia or 
pneumonitis, aspiration of gastric contents, or intramyocardial lesions. Although not a general 
feature of fluphenazine, potentiation of central nervous system depressants such as opiates, 
analgesics, antihistamines, barbiturates, and alcohol may occur. 

Systemic lupus erythematosus-like syndrome, hypotension severe enough to cause fatal 
cardiac arrest, altered electrocerdiographic and electroencephalographic tracings, altered 
cerebrospinal fluid proteins, cerebral edema, asthma, laryngeal edema, and angioneurotic 
edema; with long-term use, skin pigmentation and lenticular and corneal opacities have 
occurred with phenothiazines. 

For full prescribing information, consult package inserts. 

HOW SUPPLIED: Tab/ets—1 mg in bottles of 50 and 500; 2.5 mg and 5 mg in bottles of 50 and 
500 and in Unimatic® cartons of 100; 10 mg in bottles of 50 and 500. Ef#xir—in bottles of 

473 ml (1 pint) and in 60 ml dropper-assembly bottles with dropper calibrated at 0.5 ml (0.25 
mg), 1 ml (0.5 mg), 1.5 ml (0.75 mg), and 2 ml (1 mg). /njection—in multiole-dose vials of 10 ml. 
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PROLIXIN DECANOATE® . 
Fluphenazine Decanoate Injection 

Prolixin Decanoate (Fluphenazine Decanoate Injection) provides 25 mg fluphenazine 
decanoate per ml in a sesame cil vehicle with 1.2% (w/v) benzyl alcohol as a preservative. 
CONTRAINDICATIONS: In presence of suspected or established subcortical brain darhage. In i 
patients who have a blood dyscrasia or liver damage, or who are receiving large doses of hyp- 
notics, or who are comatose or severely depressed. In patients who have showr»hypersen- 
sitivity to fluphenazine; cross-sensitivity to phenothiazine derivatives may occur. 

Not intended for use in children under 12. 

WARNINGS: Mental and physical abilities required for driving a car or operating heavy 
machinery may be impaired by use of this drug. Physicians should be alert to the possibility € 
that severe adverse reactions may occur which require immediate medical attention. Pofentia- 
tion of effects of alcohol may occur. Safety and efficacy in children have not been established 
because of inadequate experience in use in children. 

Usage in Pregnancy: Safety for use during pregnancy has not been established; weigh 
possible hazards against potential benefits if administering this drug to pregnant patients. 
PRECAUTIONS: Caution must be exercised if another phenothiazine compound caused 
cholestatic jaundice, dermatoses or other allergic reactions because of the possibility of cross- 
sensitivity. When psychotic patients on large doses of a phenothiazine drug eis undergo 
surgery, hypotensive phenomena should be watched for; less anesthetics or central nervous 
system depressants may be required. Because of added anticholinergic effects, fluphenazine 
may potentiate the effects of atropine. 

Use fluphenazine decanoate cautiously in patients exposed to extreme heat or phosphorus 
insecticides; in patients with a history of convulsive disorders since grand mal convulsions e 
have occurred; and in patients with special medical disorders such as mitral insufficiency or 
other cardiovascular diseases, and pheochromocytoma. Bear in mind that with prolonged 
therapy there is the possibility of liver damage, pigmentary retinopathy, lenticular and corneal 
deposits, and development of irreversible dyskinesia. 

Fluphenazine decanoate should be administered under the direction of a physician 
experienced in the clinical use of psychotropic drugs. Periodic checking of hepatic and rena 
functions and blood picture should be done. Renal function of patients on long-term therapy 
should be monitored; if BUN becomes abnormal, treatment should be discontinued. “Silent 
pneumonias" are possible. 

There is sufficient experimental evidence to conclude that chronic administration of antipsy- 
chotic drugs which increase prolactin secretion has the potential to induce mammary 
neoplasms in rodents under the appropriate conditions. There are recognized differences in the 
physiological role of prolactin between rodents and humans. Since there are, at present, no 
adequate epidemiological studies, the relevance to human mammary cancer risk from pro- 
longed exposure to fluphenazine decanoate and other antipsychotic drugs is not known. 
ADVERSE REACTIONS: Centra! Nervous System—Extrapyramidal symptoms are most fre- 
cuently reported. Most often these symptoms are reversible, but they may be persistent. They 
include pseudoparkinsonism, dystonia, dyskinesia, akathisia, oculogyric crises, opisthotonos, 
hyperreflexia. Muscle rigidity sometimes accompanied by hyperthermia has been reported 
following use of fluphenazine decanoate. One can expect a higher incidence of such reactions 
with fluphenazine decanoate than with less potent piperazine derivatives or straight-chain 
phenothiazines. The incidence and severity will depend more on individual patient sensitivity, 
but dosage level and patient age are also determinants. As these reactions may be alarming, 
the patient should be forewarned and reassured. These reactions can usually be controlled by 
administration of an antiparkinsonian drug such as benztropine mesylate and by subsequent 
reduction in dosage. 

Persistent Tardive Dyskinesia: As with all antipsychotic agents, persistent and sometimes 
irreversible tardive dyskinesia may appear in some patients on long-term therapy or may occur 
after discontinuation of drug. The risk seems greater in elderly patients, especially females, on 
high dosages. The syndrome is characterized by rhythmical involuntary movements of tongue, 
face, mouth, or jaw (e.g., protrusion of tongue, puffing of cheeks, puckering of mouth, chewing 
movements) and may be accompanied by involuntary movements of extremities. There is no 
known effective therapy for tardive dyskinesia; usually the symptoms are not alleviated by anti- 
parkinsonism agents. If the symptoms appear, discontinuation of all antipsychotic agents is 
suggested. The syndrome may be masked if treatment is reinstituted, or drug dosage increased, 
or a different antipsychotic agent used. Reports are that fine vermicular movements of the 
tongue may be an early sign of the syndrome which may not develop if medication is stopped at 
that time. 

Phenothiazine derivatives have been known to cause restlessness, excitement, or bizarre 
dreams; reactivation or aggravation of psychotic processes may be encountered. If 
drowsiness or lethargy occur, the dosage may need to be reduced. Dosages, far in excess of 
the recommended amounts, may induce a catatonic-like state. 

Autonomic Nervous System—Hypertension and fluctuations in blood pressure have been 
reported. Although hypotension is rarely a problem, patients with pheochromocytoma, cerebral 
vascular or renal insufficiency or severe cardiac reserve deficiency such as mitral insufficiency 
appear to be particularly prone to this reaction and should be observed carefully. Supportive 
measures including intravenous vasopressor drugs should be instituted immediately should 
severe hypotension occur; Levarterenol Bitartrate Injection is the most suitable drug; 
epinephrine should not be used since phenothiazine derivatives have been found to reverse its 
action. Nausea, loss of appetite, salivation, polyuria, perspiration, dry mouth, headache and 
constipation may occur. Reducing or temporarily discontinuing the dosage will usually control 
these effects. Blurred vision, glaucoma, bladder paralysis, fecal impaction, paralytic ileus, 
tachycardia, or nasal congestion have occurred in some patients on phenothiazine derivatives. 

Metabolic and Endocrine—Weight change, peripheral edema, abnormal lactation, 
gynecomastia, menstrual irregularities, false results on pregnancy tests, impotency in men 
and increased libido in women have occurred in some patients on phenothiazine therapy. 

Allergic Reactions—\tching, erythema, urticaria, seborrhea, photosensitivity, eczema and 
exfoliative dermatitis have been reported with phenothiazines. The possibility of anaphylactoid 
reactions should be borne in mind. 

Hematologic—Blood dyscrasias including leukopenia, agranulocytosis, thrombocytopenic 
or nonthrombocytopenic purpura, eosinophilia, and pancytopenia have been observed with 
phenothiazines. If soreness of the mouth, gums or throat or any symptoms of upper respiratory 
infection occur and confirmatory leukocyte count indicates cellular depression, therapy should 
be discontinued and other appropriate measures instituted immediately. 

Hepatic—Liver damage manifested by cholestatic jaundice, particularly during the first months 
of therapy, may occur; treatment should be discontinued. A cephalin flocculation increase, 
sometimes accompanied by alterations in other liver function tests, has been reported in 
patients who have had no clinical evidence of liver damage. 

Others—Sudden deaths have been reported in hospitalized patients on phenothiazines. 
Previous brain damage or seizures may be predisposing factors. High doses should be avoided 
in known seizure patients. Shortly before death, several patients showed flare-ups of psychotic 
behavior patterns. Autopsy findings have usually revealed acute fulminating pneumonia or 
pneumonitis, aspiration of gastric contents, or intramyocardial lesions. Although not a general 
feature of fluphenazine, potentiation of central nervous system depressants such as opiates, 
analgesics, antihistamines, barbiturates, and alcohol may occur. 

Systemic lupus erythematosus-like syndrome, hypotension severe enough to cause fatal 
cardiac arrest, altered electrocardiographic and electroencephalographic tracings, altered 
cerebrospinal fluid proteins, cerebral edema, asthma, laryngeal edema, and angioneurotic 
edema; with long-term use, skin pigmentation and lenticular and corneal opacities have 
occurred with phenothiazines. Local tissue reactions occur only rarely with injections of 
fluphenazine decanoate. 

For full prescribing information, consult package insert. 

HOW SUPPLIED: 1 mi Unimatic® single-dose preassembled syringes and cartridge-needle 
units and 5 mi vials. 


©1980 E.R. Squibb & Sons, Inc. 420-503 


G VIB ® ‘The Priceless Ingredient of every product 
is the honor and integrity of its maker. ™ 


UR ANALYSIS MAY BE JUST 
WHAT YOUR PATIENT NEEDS. 


OPTIMUM PATIENT REMISSION THROUGH BLOOD LEVEL 
DETERMINATION FOR ALL MAJOR PSYCHOACTIVE DRUGS. 


When it comes to psychoactive drug therapy, it’s 

* LI 3 * 
important to know dm patient's exact therapeutic 
plasma level for each psychoactive drug in order to 
obtain optimum remission. 

This is where National Psychopharmacology 
Laboratory can be of real service to you. . .and 
your patients. 

Under the supervision of our Clinical Director 
H. Dekirmenjian, Ph.D., NPL uses methods specifi- 
cally designed to monitor therapeutic levels with the 
highest degree of accuracy, specificity and sensitivity. 

NPL can make these blood level determina- 
tions for all the major psychoactive drugs listed 
below, as well as many others. 

ANTIPSYCHOTICS ANTIANXIETY ANTIDEPRESSANTS 

Acetophenazine Chlordiazepoxide Amitriptyline” 

Butaperazine Clorazepate Clomipramine* 

Chlorpromazine as Desmethyldiazapam | Desmethylclomipramine 

Chlorprothixene Diazapam* Desipramine 

Fluphenazine- Oxazepam Desmethyldoxepin 
decanoate LITHIUM Doxepin* 

Fluphenazine .2HCI Plasma Lithium Imipramine” 

Haloperidol RBC Lithium Nortriptyline 

Loxapine MHPG Protriptyline 

Mesoridazine methoxy-4- OTHERS 

Perphenazine hydroxy-phenethylene 

Piperacetazine glycol 

Thioridazine 

Thiothixene *The secondary amines automatically assayed 

Trifluoperazine with no extra charge. 


With the analysis our tests provide, you can 
often reduce unwanted side effects while maintain- 
ing good remission levels. 

In most cases, test results are returned to you 
within twenty-four hours. 

For detailed information write National 
Psychopharmacology Laboratory, Inc., 9401 Park- 
west Boulevard, Knoxville, Tennessee 3792 3. 

Or phone 1-800-251-9492. 


NPL 


NATIONAL PSYCHOPHARMACOLOGY LABORATORY, INC. 








Everybody 
knows somebody 
whos been helped. E 











The United Way is reaching out. It goes into 

every neighborhood. To every age group. Across 

every income level. 

To help. In a thousand ways. Thanks to you 

A neighbor. A relative. Maybe someone down the it works 
street who's out of work. Or sick. Or in trouble. TE 


Chances are the United Way helps someone you know. 
Maybe someday it'll be helping you. FOR ALL OF US 
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` SURVEY OF PSYCHIATRY 
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Presented 

at the American Psychiatric Association 
1979 Annual meeting 

by McLean Hospital 


Course Director: 

Shervert H. Frazier, MD 
Psychiatrist-in-Chief, McLean Hospital 
Professor of Psychiatry 

Harvard Medical School 


A 16-hour review of the major areas of psychiatric 
theory, practice, and research. This course— 
presented by McLean Hospital at the APA 1979 
Annual Meeting—is now available as a convenient 
self-study course. The SURVEY OF PSYCHIATRY 
course provides a unique source of information, 
and offers an excellent opportunity for reinforcing 
previous learning and for updating current concepts 
in psychiatry, and may assist in preparing for 
certifying exams such as the American Board of 
Psychiatry and Neurology. 


Course components: 
= 14 original lectures recorded live and duplicated on 
audiocassettes 


Order Form 


Survey of Psychiatry 


Presented by McLean Hospital 

at the American Psychiatric Association 

1979 Annual Meeting 

Registration Fee: $100.00 

Orders outside the U.S.: $150.00 U.S.dollars only 


Name 


TInstitution 


Street 
City 
20; Uk cis a Eee = ZLIB 





m A study guide illustrated with tables, charts, and 
graphs; plus additional references for further study 

= A test section and computerized answer sheet 
with self-addressed mailing envelope (for 
registrants desiring APA/AMA Category 1 credits) 


To obtain Category 1 credits, registrants must return 
the answer sheet for scoring. A certificate of 
Category 1 credits, the scored test, and a master 
answer sheet will then be issued. 


All components are packaged in a handsome, 
custom-designed case for easy portability and library 
storage. 


Credit Statement: 

As an institution accredited for continuing medical education. 
the American Psychiatric Association certifies that this 
continuing medical education offering meets the criteria for uo 
to 16 credit hours in Category 1 of the Physician’s Recognition 
Award of the American Medical Association provided it is used 
and completed as designed. 


Prices include postage and handling 


TIf paid by institution, please attach your purchase order. 
*NY State residents please add sales tax. 


Please make checks or money orders payable to: 


SURVEY OF PSYCHIATRY 
P.O. Box 516 Wyckoff Station 
Brooklyn, NY 11237 


AV/MD Educational Programs may be tax deductible. 
The COURSE will be available for delivery in the 
Fall of 1979. 
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prescribe 


TABLETS: 10 mg, 25 mg, 50 mg, 75 mg, 100 mg, and 150 mg 


INJECTION: 10 mg per ml 


and specify 
- no substitution 











1 Ostroff RB, Docherty JP: Tricyclics, bioequivalence, and clinical response. Am J Psychiatry :35:1560- 1561, 1978 
2. Weddington WJ: More on bioequivalence of tricyclics. Am J Psychiatry 136:464-465, 1978 

3. Notice of proposed rule making on bioequivalence requirement for tricyclic antidepressants (21 CFR 320). Federal 
Register 43:6965-6969 (Feb 17) 1978 

Contraindications: Known hypersensitivity. Should not be given concomitantly with a 
monoamine oxidase inhibitor since hyperpyretic crises, severe convulsions, and deaths 
have occurred. When used to replace a monoamine oxidase inhibitor, allow a minimum 
of 14 days to elapse before initiating therapy with amitriptyline HCI. Initiate dosage of 
amitriptyline HC! cautiously with gradual increase in dosage until optimum response is 
achieved. Not recommended during the acute recovery phase following myocardial in- 
farction. 

Warnings: May block the antihypertensive action of guanethidine or similarly acting 
compounds. Should be used with caution in patients with a history of seizures or a his- 
tory of urinary retention, or with angle-closure glaucoma or increased intraocular pres- 
sure; in patients with angle-closure glaucoma, even average doses may precipitate an 
attack. Patients with cardiovascular disorders should be watched closely; arrhythmias, 
sinus tachycardia and prolongation of the conduction time have been reported, particu- 
larly with high doses; myocardial infarction and stroke have been reported with drugs of 
this class. Close supervision is required for hyperthyroid patients or those receiving thy- 
roid medication. May impair mental and/or physical abilities required for performance 
of hazardous tasks, such as operating machinery or driving a motor venicle. In patients 
who use alcohol excessively, potentiation may increase the danger inherent in any sui- 


Copyright © 1979 by Merck & Co., Inc. 














cide attempt or overdosage. Safe use during pregnancy and lactation has not been es- 
tablished; in pregnant patients, nursing mothers, or women who may become pregnant, 
weigh possible benefits against possible hazards to mother and child. Not recom- 
mended for patients under 12 years of age. 

Precautions: Schizophrenic patients may develop increased symptoms of psychosis; 
patients with paranoid symptomatology may have an exaggeration of such symptoms; 
manic depressive patients may experience a shift to the manic phase. In these circum- 
stances, the dose of amitriptyline HCI may be reduced or a major tranquilizer, such as 
perphenazine, may be administered concurrently. 

When given with anticholinergic agents or sympathomimetic drugs, including epineph- 
rine combined with local anesthetics, close supervision and careful adjustment of dos- 
ages are required; paralytic ileus may occur in patients taking tricyclic antidepressants 
in combination with anticholinergic-type drugs. Use cautiously in patients receiving 
large doses of ethchlorvynol, since transient delirium has been reported on concurrent 
administration. May enhance the response to alcohol and the effects of barbiturates and 
other CNS depressants. The possibility of suicide in depressed patients remains until 
significant remission occurs. Potentially suicidal patients should not have access to 
large quantities of this drug. Prescriptions should be written for the smallest amount 
feasible. Concurrent electroshock therapy may increase the hazards associated with 
such therapy; such treatment should be limited to patients for whom it is essential. 
When possible, discontinue the drug several days before elective surgery. Both elevation 


and lowering of blood sugar levels have been reported. Use with caution in patients with 
impaired liver function. 

Adverse Reactions: Note: Included in this listing are a few adverse reactions not re- 
ported with this specific drug. However, pharmacological similarities among the tricyclic 
antidepressant drugs require that each reaction be considered when amitriptyline is ad- 
ministered. Cardiovascular: Hypotension, hypertension, tachycardia, palpitation, myo- 
cardial infarction, arrhythmias, heart block, stroke. CVS and Neuromuscular: Confu- 
sional states; disturbed concentration; disorientation; delusions; hallucinations; excite- 
ment; anxiety; restlessness; insomnia; nightmares; numbness, tingling, and paresthe- 
sias of the extremities; peripheral neuropathy; incoordination; ataxia; tremors; seizures; 
alteration in EEG patterns; extrapyramidal symptoms; tinnitus; syndrome of inappro- 
priate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth, blurred vision, 
disturbance of accommodation, increased intraocular pressure, constipation, paralytic 
ileus, urinary retention, dilatation of urinary tract. Allergic: Skin rash, urticaria, photo- 
sensitization, edeme of face and tongue. Hematologic: Bone marrow depression includ- 
ing agranulocytosis, leukopenia, eosinophilia, purpura, thrombocytopenia. Gastro- 
intestinal: Nausea, epigastric distress, vomiting, anorexia, stomatitis, peculiar taste, di- 
arrhea, parotid swelling, black tongue, rarely hepatitis (including altered liver function 
and jaundice). Endocrine: Testicular swelling and gynecomastia in the male, breast 
enlargement and galactorrhea in the female, increased or decreased libido, elevation and 
lowering cf blood sugar levels. Other: Dizziness, weakness, fatigue, headache, weight 
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gain or loss, increased perspiration, urinary frequency, mydriasis, drowsiness, alopecia. 
Withdrawal Symptoms: Abrupt cessation of treatment after prolonged administration 
may produce nausea, headache, and malaise; these are not indicative of addiction. 
Overdosage: Hospitalize as soon as possible all patients suspected of having taken an 
overdose. Treatment is symptomatic and supportive. In addition, the intravenous admin- 
istration of 1to 3 mg physostigmine salicylate is reported to reverse the symptoms of 
tricyclic antidepressant poisoning. Because physostigmine is rapidly metabolized, the 
dosage should be repeated as required, particularly if life-threatening s gns such as ar- 
rhythmias, convulsions, and deep coma recur or persist after the initial dosage of 
physostigmine. 

How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unit 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg amitripty- 
line HCI, in single-unit packages of 100 and bottles of 100 and 1000; tablets containing 
75 mg and 100 mg amitriptyline HCI, in single-unit packages of 100 and bottles of 100; 
tablets containing 150 mg amitriptyline HCI, in single-unit packages of 100 and bottles 
of 30 and 100; for intramuscular use, in 10-ml vials containing per ml: 10 mg amitripty- 
line HCI, 44 mg dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preserva- 
tives, and water for injection q.s. 1 ml. MSD 
For more detailed information, consult your MSD representative or — 
see full prescribing information. Merck Sharp & Dohme, Division of ERCK 
Merck & Co., Inc., West Point, Pa. 19486 ME 


INSOMNIA OFTEN DOES NO 
BUT ITALMOST ALWAYS STAND 


A focus on this somatic complaint may hinder 
exploration into underlying psychopathology: 
Patients with insomnia often find it difficult to express and/or 
control their aggressive feelings. Sleep is seen as a loss of control and 

remaining awake helps alleviate this fear. Such patients frequently 
tend to focus on their insomnia, rejecting or denying the possibility 
of existing psychopathology. 

Psychotherapy, therefore, may be made more 
productive by the addition of a sleep medication 
for the insomnia. 
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For relief of insomnia, 

sleep laboratory studies have proven 
Dalmane'(flurazepamHCl/Roche) effective for 
just one night and effective through at least 
28 consecutive nights of administration. 

Results of six separate sleep laboratory studies have shown that Dalmane was 
significantly effective in improving sleep induction and maintenance during short, 
intermediate and longer-term use? Although the prolonged administration 
of Dalmane is seldom necessary, prolonged use should be accompanied by the 


appropriate patient evaluations, such as periodic blood counts and liver 
and kidney function tests. 


A double-blind study has proven Dalmane:" (flurazepamHCI/Roche) 
effective for psychiatric patients with insomnia 
Forty-nine hospitalized male patients received either Dalmane or placebo. 


Compared to placebo, Dalmane reduced the time needed to fall asleep, reduced 
the number of awakenings and increased total sleep time? 
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WHEN YOU DECIDE A SLEEP 
MEDICATION IS INDICATED 


DALMANE« 
~ flurazepamHCl/Roch 


30-MG AND 15-MG CAPSULES 


MORE PROVEN NIGHTS OF EFFICACY 
THAN ANY OTHER MEDICATION TESTED 


FOR INSOMNIA 





T 











(15 mg may suffice in some patients). 


DALMANEc 
urazepamHCI/ Roche 


One 30-mg capsule h.s.— usual adult dosage 


One 15-mg capsule ^.s. — recommended initial dosage 


for elderly or debilitated patients. 


AWIDER MARGIN OF SAFETY 


Dalmane offers a safety profile comparably higher than many other sleep 
medications. There have been no reports of physical or psychological 


dependence when taken at recommended dosages. In controlled studies 
involving 2115 patients, the majority of side effects reported were of the 


sedative-type generally expected with a sleep medication. As with all medications 
in its class, Dalmane should be administered with caution to patients who are 
addiction-prone. Patients should also be cautioned about possible combined 
effects with alcohol and other CNS depressants. 


References: 


1. Kales A, Kales JD, Humphry FJ II: Sleep and dreams, chap. 2.3, in Comprehensive 
Textbook of Psychiatry/ll, edited by Freedman AM, Kaplan HI, Sadock BJ, ed 2. 
Baltimore, The Williams & Wilkins Company, vol 1, 1976, pp. 114-128 

2. Kales A, et al: Clin Pharmacol Ther 19:576-583, May 1976 

3. Jacobson A, et al: Psychophysiology 7:345, Sep 1970 

4. Data on file, Medical Department, Hoffmann-La Roche Inc., Nutley NJ 


Before prescribing Dalmane (flurazepam 
HCI/Roche), please consult complete 
product information, a summary of which 
follows: 


Indications: Effective in all types of insom- 


nia characterized by difficulty in falling 
asleep, frequent nocturnal awakenings 
and/or early morning awakening; in pa- 
tients with recurring insomnia or poor 
sleeping habits; in acute or chronic medical 
situations requiring restful sleep. Objec- 
tive sleep laboratory data have shown 
effectiveness for at least 28 consecutive 
nights of administration. Since insomnia 
is often transient and intermittent, pro- 
longed administration is generally not 
necessary or recommended. 
Contraindications: Known hypersensitivity 
to flurazepam HCI. 
Warnings: Caution patients about possible 
combined effects with alcohol and other 
CNS depressants. Caution against hazard- 
ousoccupations requiring complete mental 
alertness (e.g., operating machinery, 
driving). 

Usage in Pregnancy: Several studies 

of minor tranquilizers (chlordiaze- 

poxide, diazepam, and meproba- 

mate) suggest increased risk of 


congenital malformations during 
the first trimester of pregnancy. 
Dalmane (flurazepam HCI/Roche), 
a benzodiazepine, has not been 
studied adequately to determine 
whether it may be associated with 
such an increased risk. Because use 
of these drugs is rarely a matter of 
urgency, their use duringthis period 
should almost always be avoided. 
Consider possibility of pregnancy 
when instituting therapy; advise 
patients to discuss therapy if they 
intend to or do become pregnant. 


Not recommended for use in personsunder 
15 years of age. Though physical and 
psychological dependence have not been 
reported on recommended doses, use 
caution in administering to addiction- 
prone individuals or those who might 
increase dosage. 

Precautions: In elderly and debilitated 
patients, it is recommended that the dos- 
age be limited to 15 mg to reduce risk of 
oversedation, dizziness, confusion and/or 
ataxia. Consider potential additive effects 
with other hypnotics or CNS depressants. 
Employ usual precautions in patients who 
are severely depressed, or with Jatent 
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*» 
Before prescribing or administering, see Sandoz literature for full prod. 
uct in tion. The following is a brief summary. 
Contraindications: Severe central nervous. System depression, 
* comatose states from any cause, hypertensive or hypotensive heart 
diséase of extreme degree. 
Warnings: Administer cautiously to patients who have previously ex- 
hibited a hypersensitivity reaction (e.g., blood dyscrasias, jaundice) 
to phenothiazines. Phenothiazines are capable of potentiating central 
nervous system depressants (e.g., anesthetics, opiates, alcohol, etc.) 
as well as atropine and phosphorus insecticides; carefully consider 
benefit versus risk in less severe disorders. During pregnancy, admin- 
ister only when the potential benefits exceed the possible risks to 
mother and fetus. ' 
Precautions: There have been infrequent reports of leukopenia and/ 
or agranwlocytosis and convulsive seizures. In epileptic patients, anti- 
convulsant medication should also be maintained. Pigmentary 
retinopathy, observed primarily in patients receiving larger than rec- 
ommended doses, is characterized by diminution of visual acuity, 
brownish coloring of vision, and impairment of night vision; the 
possibility of its occurrence may be reduced by remaining within rec- 
ommended dosage limits. Administer cautiously to patients partici- 
pating in activities requiring complete mental alertness (e.g., driving), 
and increase dosage gradually. Orthostatic hypotension is more com- 
mon in *emales than in males. Do not use epinephrine in treating 
drug-induced hypotension since phenothiazines may induce a 
reversed epinephrine effect on occasion. Daily doses in excess of 
300 mg should be used only in severe neuropsychiatric conditions. _ 
Adverse Reactions: Central Nervous System —Drowsiness, especially 
with large doses, early in treatment; infrequently, pseudoparkinson- 
ism and other extrapyramidal symptoms; rarely, nocturnal confusion, 
hyperactivity, ib psychotic reactions, restlessness, and 
headache. Autonomic Nervous System— Dryness of mouth, blurred vi- 
sion, constipation, nausea, vomiting, diarrhea, nasal stuffiness, and 
pallor. Endocrine System—Galactorrhea, breast engorgement, amenor- 
rhea, inhibition of ejaculation, and peripheral edema. Skin—Der- 
matitis and skin eruptions of the urticarial type, photosensitivity. 
Cardiovascular m—ECG changes (see Cardiovascular Effects 
below). Other— Rare cases described as parotid swelling. 
It should be noted that efficacy, indications and untoward effects 
have varied with the different phenothiazines. It has been reported 
that old age lowers the tolerance for phenothiazines; the most com- 
mon neurologic side effects are parkinsonism and akathisia, and the 
risk of agranulocytosis and leukopenia increases. The following reac- 
tions have occurred with phenothiazines and should be considered 
whenever one of these drugs is used. Autonomic Reactions—Miosis, 
obstipation, anorexia, paralytic ileus. Cutaneous Reactions— Erythema, 
exfoliative dermatitis, contact dermatitis. Blood Dyscrasias— 
Agranulocytosis, leukopenia, eosinophilia, thrombocytopenia, anemia, 
aplastic anemia, pancytopenia. A//ergic Reactions—Fever, laryngeal 
edema, angioneurotic edema, asthma. Hegatotoxicity— Jaundice, bili- 
ary stasis. Cardiovascular Effects— Changes in terminal portion of 
electrocardiogram, including prolongation of Q-T interval, lowering 
and inversion of T-wave, and appearance of a wave tentatively iden- 
tified as a bifid T or a U wave have been observed with phenothia- 
zines, including Mellaril (thioridazine); these appear to be reversible 
and due to altered repolarization, not myocardial damage. While there 
is no evidence of a causal relationship between these changes and 
significant disturbance of cardiac rhythm, several sudden and unex- 
pected deaths apparently due to cardiac arrest have occurred in 
patients showing characteristic electrocardiographic changes while 
taking the drug. While proposed, periodic electrocardiograms are not 
regarded as predictive. Hypotension, rarely resulting in cardiac arrest. 
Extrapyramidal Symptoms— Akathisia, agitation, motor restlessness, 
dystonic reactions, trismus, torticollis, opisthotonus, oculogyric 
crises, tremor, muscular rigidity, and akinesia. Persistent Tardive 
Dyskinesia— Persistent and sometimes irreversible tardive dyskinesia, 
characterized by rhythmical involuntary movements of the tongue, 
face, mouth, or jaw (e.g., protrusion of tongue, puffing of cheeks, 
puckering of mouth, chewing movements) and sometimes of ex- 
tremities may occur on long-term therapy or after discontinuation of 
therapy, the risk being greater in elderly patients on high-dose 
therapy, especially females; if symptoms appear, discontinue all anti- 
psychotic agents. Syndrome may be masked if treatment is 
reinstituted, dosage is increased, or antipsychotic agent is switched. 
Fine vermicular movements of tongue may be an early sign, and syn- 
drome n not develop if medication is stopped at that time. £n- 
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sturbances— Menstrual irregularities, altered libido, 
gyneccmastia, lactation, weight gain, edema, false positive pregnancy 
tests. Urinary Disturbances— Retention, incontinence. Others— Hyper- 
pyrexia; behavioral effects suggestive of a paradoxical reaction, in- 
cluding excitement, bizarre dreams, aggravation of psychoses, and 
toxic confusional states; following long-term treatment, a peculiar skin- 
eye syndrome marked by progressive pigmentation of skin or 
conjunctiva and/or accompanied by discoloration of exposed 
scleraand cornea; stellateor irregular opacities tante 
and cornea; systemic lupus erythematosus-like syndrome. 
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The psychiatric emergency ward has become a 
primary entry point into the network of mental health 
services for people who need help to cope with their 
problems of living. It is also the only source of 
treatment for many chronically mentally ill patients 
living in the community. The authors critically review 
the literature oh emergency psychiatric services, 
focusing on the ways these services are used, the 
atmosphere in the emergency room, and the 
determinants of disposition decision making. On the - 
basis of their research, they suggest a model for 
emergency services that includes an evaluation of the 
patient's and his or her community's resources and 
competence and minimizes subtle diagnostic | 
considerations. 


D: the past 15 years there has been a rapid in- 
crease in the growth and utilization of psychiatric 
emergency facilities in the United States (1-5). The 
psychiatric emergency ward is now a chief entry point 
into the network of mental health services for people 
‘in need of help for their problems in living. Moreover, 
because of the progression of deinstitutionalization, 


emergency wards often function as the sole source of . 


treatment for the chronically disabled patient living in 
the community. For the troubled individual the deci- 
sions made during the emergency room visit determine 
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the choice of a subsequent treatment plan and often 


influence the course of the problem or illness. The po- 
tentially dramatic impact of the visit on the patient’s . 
life and the expanding role of the psychiatric emergen- 
cy ward in the delivery of mental health services make 
the process of emergency psychiatric intervention an 
important service, training, and research area. In this 
article we hope to contribute to continued clinical and 


‘investigative efforts by providing a critical review. of 


the literature in this ne. 


UTILIZATION OF PSYCHIATRIC EMERGENCY 
SERVICES 


Perhaps the most influential factor in the expansion 
of psychiatric emergency services occurred in 1963, 
when the Community Mental Health Centers Act pro- 
vided that emergency psychiatric treatment be includ- 
ed as one of five essential services in all federally fund- 
ed community mental health centers. The impetus for 
this requirement followed a basic shift in orientation 
regarding the delivery of mental health services from 
containment of the severely mentally ill in large cen- 
tralized state hospitals to treatment in less restrictive 
community-based alternatives (6). As a consequence 
of this new approach to mental health care the census 
of patients in mental hospitals across the nation de- 
clined 65%— from a peak of 559,000 in 1955 to 193,000 
in 1978 (7). This decrease in the number of inpatient 
residents, however, was rarely accompanied by the 


. development of adequate alternative sources of treat- 


ment (8). Moreover, in the community many formerly 
institutionalized patients and people who might have 
been hospitalized suffer from chronic mental illnesses 
marked by periods of decompensation requiring rehos- 
pitalization (9). As a result of deinstitutionalization as _ 
well as of the current trend toward briefer periods of 

hospitalization, emergency facilities have assumed a 
more important role in the management of severely 
disturbed patients and have often come to represent 
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the *‘revolving door” through which such patients are 
repeatedly chaneled into other segments of the mental 
health services network (10). 

The Community Mental Health Centers Act of 1963 
also had the effect of making psychiatric emergency 
services more accessible to people in lower socioeco- 
nomic groups. The benefits of convenience and lower 
. cost as well as the decrease in the number of ‘‘family 
doctors'' practicing in urban areas (11) occasioned the 
evolution of emergency services into the ‘‘gateway to 
community medicine’ (11). As emergency services 
began to assume the function of the ‘‘poor man's doc- 
tor” (12), the number of visits by patients who do not 
represent ''true'' psychiatric emergencies but who use 
emergency services as a source of support increased 
(13, 14). Additionally, the growth in the number of fa- 
cilities offering emergency psychiatric care has had the 
effect of increasing the demand for such services 
among those who formerly neglected their emotional 
problems (15). 

Another major contributing factor to the increasing 
utilization rates is the greater number of young pa- 
tients being seen. A survey of changing demographic 


characteristics in one psychiatric emergency room (16) 


demonstrated that the number of patients under age 18 
increased by 127% from 1958 to 1968, while the total 
. service load increased by only 49%. Other authors not- 
ing similar trends have explained this change in pattern 
of utilization as a reflection of increased sophistication 
about and acknowledgment of emotional disturbances 
by the younger segment of the population (17) and as a 
result of a greater incidence of drug-related problems 
requiring emergency intervention (18). 

The cumulative effect of these occurrences has not 
only increased the utilization of psychiatric emergency 
services but, more profoundly, has placed such serv- 
ices in the forefront of mental health care. Often oper- 
ating as ‘‘the semipermeable membrane of the commu- 
nity mental health system” (19), psychiatric emergen- 
cy services are called on to absorb the weighty burden 
of containing and defining the unmanageable emotion- 
al turmoil of the patient and then directing the patient 
to longer-term sources of treatment. The manner in 
which this task is accomplished is a function of a com- 
plex interactional matrix involving the capabilities and 
demands of the emergency room, the patient, and the 
therapist. 

In the following sections we will describe the fron- 
tiers of emergency psychiatry by assessing the con- 
stributions of each of the above sources of influence on 
the delivery of emergency services. 


THE PSYCHIATRIC EMERGENCY ROOM 
The function, organization, treatment approach, and 


atmosphere of the general hospital emergency room 
provide a unique context for a psychotherapeutic in- 
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teraction. Unlike other psychiatric settings, in which 
the environment is structured with the purpose of in- 
creasing the possibilities of calm inquiry into the pa- 
tient's troubles, the emergency room environment js 
the locus of a variety of influences that may have a 
negative impact on optimal patient care (18). As Barto- 
lucci and Drayer (1) pointed out, ‘‘Even as fundamen- 
tal a skill as educated listening for brief but adequate 
periods is difficult to preserve in the charged atmo- 
sphere of a room called ‘Emergency.’ ” ° 

Perhaps the most palpable aspect of and chief zon- 
tributor to the **charged atmosphere” of the emergen- 
cy room is the pervasive sense of the pressure of time. 
In the emergency room, which is designed to enhance? 
the containment and resolution of life-threatening 
problems, rapid assessment is given a high premium. 
Similarly, rapid dispositions are encouraged so that 
space may be available for the next emergency (20). 
The emphasis on speed is also, of course, a function of 
the nature of the patient's problem. Many patients, 
having waited until they could no longer tolerate their 
problems, arrive at the emergency room communicat- 
ing a sense of urgency (21). In addition, because emer- 
gency coverage is typically arranged on an ‘‘on-call’’ 
basis and assigned to busy residents and interns, insti- 
tutional and patient demands for brevitv are likely to 
be reinforced by the therapist' s own desire to return to 
what he or she was doing as soon as possible (22). 

The cumulative effect of these conditions on the du- 
ration of emergency psychiatric treatment is illustrated 
in the finding that dispositional decisions for over half 
of the patients seen in a large urban hospital were 
made in less than 15 minutes (23). As a consequence of 
the demand for and practice of brief interventions, the 
interaction between therapist and patient is often 
guided by attention to ‘‘pathognomonic indicators” 
rather than to the precipitants and dynamics of the 
problem, the relevance of the social situation, or the 
possibility of immediate treatment in the emergency 
setting (24). The tendency to seek out and focus.on 
indicators that can provide the quickest clue in the 
search for a disposition may have the effect of increas- 
ing the chances of hospitalization for patients who are 
uncommunicative, have a previous psychiatric his- 
tory, or have a poor physical appearance (25). In con- 
trast, a number of studies have shown that extended 
emergency evaluations lead to decreased hospital- 
ization rates (26, 27) and increased acceptance of treat- 
ment referrals by patients (28). These findings clearly 
illustrate that the pressure for rapid assessment and 
disposition in the emergency room is a powerful de- 
terminant in the decision-making process. 

A.related aspect of the emergency room situation 
that may affect patient care is its impersonal and tran- 
sient nature. The procedural and physical organization 
of the emergency room, which often consists of an ini- 
tial interview with a triage nurse and a period of wait- 
ing in a room crowded with anxious patients and rela- 
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tives, is likely to exacerbate the condition of emotion- 


ally troubled patients -(29). Moreover, in a setting in 
which there is little opportunity for establishing rap- 
port and staff-patient relationships are characterized 


by ‘‘social distance," patients may have a difficult ` 


time ‘organizing “‘their expectations of care in such a 
way as to call forth the desired response in others or 
even cénstructive responses in themselves” (2). 

Just as the range of constructive patient behavior 
may be restricted by the impersonal and transient cli- 
mate of the emergency room, so too may be the range 
of the therapist’s inquiry. A constant flow of new pa- 
tients may lead the therapist into a classificatory 
Stance in which overt symptoms are the chief dis- 
positional determinants rather than the causes of the 
problem and the related social situation (29). Although 
the impact of the interpersonal] atmosphere in the 
emergency room on dispositional decisions has not 
been directly assessed, the finding of positive effects of 
extended evaluations (26-28) suggests that greater per- 
sonal involvement on the part of therapists may reduce 


. the frequency of hospitalization recommendations. 


Dispositional decisions in the emergency room may 
also be affected by a treatment orientation thai fosters 
the therapist’s tendency to assume complete control of 
and responsibility for planning the patient’s sub- 
sequent care. This is particularly relevant in the case 
of psychiatric emergencies because therapists are em- 
powered to hospitalize patients against their will and 
may-be subject to legal sanctions if they do nct do so. 
Faced with legal and ethical responsibilities and the 
prospect of negative appraisals from peers and super- 
visors, the therapist may prefer (although not neces- 
sarily in a conscious manner) to chance reprisals or 
ever prosecution for unwarranted hospitalization 
rather than release a patient who might engage in vio- 
lent behavior (30). This possibility assumes added im- 
portance by dint of the fact that a large percentage of 
emergency room patients either display or have a his- 
tory of life-threatening behavior or symptoms (31, 32). 


The combination of legal issues, the fact that many 


emergency psychiatric patients have a history of vio- 
lent and self-destructive behavior, and the common 
concern about personal safety may lead the emergency 
room therapist to be extremely sensitive to indicators 
of dangerousness. The tendency toward hyper- 
vigilance may in turn influence the choice of dis- 
position. 

The therapist's tendency to assume full responsibili- 
ty for and control over the patient's treatment plan is 
also enhanced by the patient's behavior and attitude. 
Many patients convey a sense of helplessness and fear 
of loss of control that spreads to all those with whom 
they are in contact (21). In some cases this is com- 
pounded by ''the expectation that they would find an 
immediate and definitive solution to their problems by 
placing themselves passively in the hands of the physi- 
cian whom they had endowed with omnipotence” (33). 
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The therapist may often respond to these pressures by 

rushing pell-mell into an attempt at immediate resolu- 
tion of the problem. As-Caplan (34) pointed out, 
people in a state of crisis tend to elicit unorganized 
helping reactions from others. Such a response by the 
emergency room therapist often involves a failure to 
identify and enlist the support of the patient's family, 
friends, and community resources. Moreover, even 
when the patient's family or friends are present, the 
hectic emergency room atmosphere tends to make the 
therapist and other staff regard them as unwelcome, 
interfering with treatment by taking up valuable time 
and space with nonessential questions and demands 
(20). As a result, dispositional planning may proceed 
without the guidance of potentially relevant sources of 
information and support. _ i 

A more subtle situational factor affecting the emer- 
gency room treatment of psychiatric patients is the 
generally negative attitude toward such patients of the 
emergency room medical staff, the senior psychiatric 
staff, and, often, the therapists themselves. In the hier- 
archically arranged political structure of the emergen- 
cy room—where power rests with the medical staff 
and the chief priority is the treatment of medical emer- 
gencies—psychiatric staff and patients are often seen 
as intrusions into the essential business and are at best 
tolerated (35, 36). In addition, nonpsychiatric staff, us- 
ing a medical model perspective, typically see the 
problems of psychiatric patients as self-inflicted, non- 
emergency, and unsuitable for immediate resolution. 
This view often results in neglect of and at times even 
hostile reactions to psychiatric staff and patients by 
the rest of the emergency room personnel (37, 38). The 
low status accorded the treatment of psychiatric emer- 
gencies is further compounded by the relative dis- 
interest in such services on the part of the senior and 
more prestigious psychiatric staff (4). The general an- 
tipathy toward psychiatric emergency services that 
surrounds the emergency room therapist inevitably in- 
fluences his or her own attitudes and treatment ap- 
proach. As Krystal (25) aptly noted, *'The attitude of 
the emergency room psychiatrist reflects the philoso- 
phy, attitude, and emergency-handling skills of the en- 
tire institution." . 

Therapists' attitudes toward their work and their re- 
sponse to their patients are also a function of the types 
of problems they must deal with and the range of pos- 
sible dispositions available to them. The emergency 
room therapist, who is usually in the initial stages of 
training, is confronted with patients of all diagnostic . 
categories suffering from the entire spectrum of acute 
symptoms. Typically the patients have long-standing 
and difficult-to-untangle psychosocial problems that 
may be complicated by underlying medical disorders 
(39, 40). Moreover, many patients come to the emer- 
gency room involuntarily under physical coercion by 
police or family and are not motivated for treatment; 
often, they are belligerent (31, 41). Suitable dis- 
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positions may be impossible to arrange because of dif- 
ficult relations with neighboring facilities, long waiting 
lists in outpatient clinics, or the unavailability of in- 
patient beds (18). 

It is no surprise that therapists faced with the many 
pressures of psychiatric emergency treatment perceive 
their work in the emergency room as ''onerous and 
unrewarding'' (42) and react with ‘‘phobic avoidance 
manifested by long delays in responding to calls, by 
resentment, and by bitter complaints" (43). These 
maladaptive coping mechanisms are often reflected in 
strong negative attitudes and feelings about specific 
patients or types of patients (18, 28). Inasmuch as ther- 
apists’ emotional reactions to their patients have a 
strong effect on dispositional decisions, the impact of 
the emergency rocm atmosphere on the therapist’s 
general affective state is of crucial importance. Bauer 
and Balter (31) summarized the situation well when 
they stated that ‘‘aspects of psychiatric emergency 
practice make for an especially difficult medical task 
which strains the clinical capacity of the doctor and 
makes for a difficult doctor-patient relationship.” 

These considerations indicate that the delivery of 
optimal patient care is predicated on improvement in 
the general] situation in which most psychiatric emer- 
gency treatment occurs. In considering the nature of 
necessary improvements it is helpful to remember that 
many of the current problems are due to the fact that 
psychiatric emergency services typically were devel- 
oped without sufficient attention to the specific nature 
of the work to be done. Rather, they were and general- 
ly continue to be seen as adjuncts to other psychiatric 
services or the medical emergency room. As a result, 
an unfortunate and somewhat paradoxical blend of 
rapid and pressured assessment and psychodynami- 
cally based diagnostic formulations has evolved. 

To remedy this approach to treatment and some of 
the logistic problems associated with it, psychiatric 
emergency services must be conceived of as organiza- 
tionally unique treatment facilities. A reorientation of 
this sort involves issues of space, staffing, assessment 
procedures, and treatment planning. A primary objec- 
tive should be the availability of quiet and comfortable 
interview rooms that insulate both patient and thera- 
pist from the hectic atmosphere of the medical emer- 
gency room. In addition, provisions should be made 
for 24-hour “‘holding units" that would make unhur- 
ried assessment and referral possible. Such units could 
be especially useful in containing acute conditions or 
resolving transitorv reactions to severe social stres- 
sors, thereby reducing the incidence of longer-term 
hospitalizations. Staffing arrangements should be 
made in a manner that ensures continuity of care and 
allows for the development of expertise in the delivery 
of emergency services. The presence of a permanent 
staff capable of providing follow-up and knowledge- 
able about community resources would serve this 
need.. The benefits of a permanent staff would also 
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mitigate negative attitudes and affects about emergen- 
cy work and thereby enhance the training experience 
of rotating residents or interns. Also of great impor- 
tance is the regular availability of senior staff for su- 
pervision and teaching. This would serve to integrate 
emergency services with other psychiatric services 
and would enhance the training experience. Finally, 
the treatment orientation of the emergency Services 
should shift from the current triage model to one of 
crisis resolution, based on a thorough assessment of 
available patient coping resources and environmental ‘ 
supports. We will elaborate on the rationale for this 
kind of model at the conclusion of this paper. 


SPECIFIC DETERMINANTS OF DISPOSITION 


We organized our review of research in a manner 
that permits a discussion of discrete variables. By.pro- 
viding data on the factors of patient, therapist, and pa- 
tient-therapist relationship this research reflects cur- 
rent emergency room practice and forms the basis for 
future innovations in service and investigation. 


Patient Demographic Variables 


Age. An inconsistent pattern of results has been re- 
ported for the relationship between age and dis- 
position. Of a total of six emergency-room-based stud- 
ies addressing this issue, three reported no significant 
findings (23, 44, 45). Two of the remaining three stud- 
ies found that a significantly greater proportion of pa- 
tients were referred to inpatient facilities as age in- 
creased (46, 47). In the sixth relevant study Schwartz 
and Errera (48) found that hospitalization rates in- 
creased with age only among patients with diagrroses 
of alcoholism or chronic brain disease. Their study, 
the only one of the six that examined the age variable 
in different diagnostic groups, suggested that relation- 
ships between age and disposition may be mediated by 


:a variation in the prevalence of certain disorders in dif- 


ferent age groups. 

Although the cumulative findings of these studies 
preclude a definitive statement about the relationship 
between age and disposition, they do indicate that the 
general direction of the relationship is toward a greater 
chance of hospitalization and a lower chance for psy- 
chotherapy as age increases. Such a relationship is 
supported by national data showing that the likelihood 
of being hospitalized increased with advancing age 
(49). 

Sex. Five of the seven emergency room studies that 
addressed the relationship between the sex of the pa- 
tient and disposition reported no significant dif- 
ferences in the referral patterns of men and women 
(23, 44-47). The two remaining studies both found that 
a significantly greater percentage of men than women 
were referred for inpatient treatment (29, 50). 

The significant findings of the latter two studies are 
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supported by evidence from a variety of nonclinical 
studies showing that men are more likely to be judged 
mentally ill than are women who display identical 
symptoms (51-53). Moreover, national data on first ad- 
mission rates to mental hospitals indicating that men 
are more frequently hospitalized at younger ages than 
are women have been interpreted as evidence of a 
more Stringent social reaction to mental illness in men 
(54). 


Marital status. The cumulative evidence on the rela- 


tionship between marital status and disposition sug- 

gests that the chance of being hospitalized is signifi- 

cantly greater if the patient has lost his or her partner 
*through separation, divorce, or death (23, 29, 46, 47). 

Race. The race of a patient was not found to be a 
significant determinant in the decision to hospitalize in 
any of the eight studies that considered this variable 
(23, 29, 44-48, 50). It appears, however, that when dis- 
positions other than hospitalization are considered the 
race of the patient is an important variable. Nonwhite 
patients are more likely to receive recommendations 
to use the emergency room as needed than to receive 
outpatient treatment (46, 50) and to be referred to state 
rather than private hospitals (44). 

Socioeconomic status. The influence of social class 
on the tvpe of treatment patients receive has been an 
increasingly important area of investigation since Hol- 
lingshead and Redlich (55) found that lower-class pa- 
tients were more frequently hospitalized and received 
less psychotherapy than did their upper-class counter- 
parts in the same diagnostic groups. Many studies 
have since found evidence of social class bias in dis- 
positional and diagnostic decisions (56-58). 

Research based in emergency rooms yields more 
equivocal results. Of the five groups of researchers 
who considered the influence of social class on dis- 
position (23, 29, 46, 47, 59) only Shader and associates 
(59) found a significant relationship. They reported 
that upper-class patients, regardless of diagnosis, were 
less frequently hospitalized than were patients from 
other social classes and that among patients diagnosed 
as neurctic, those with higher socioeconomic status 
were most frequently offered psychotherapy. More 
frequent referrals for psychotherapy among upper- 
class patients were also reported by Lazare and asso- 
ciates (43). 

One possible explanation of the lack of congruence 
in findings between the emergency room studies and 
the nonclinical and epidemiological studies cited 
above is that the patterns of utilization of psychiatric 
emergency services by different social classes vary in 
a manner that influences the relationship between so- 
cial class and disposition. Lower-class patients are 
greatly cverrepresented in the emergency service pa- 
tient population because such services are often their 
only medical resource. Lower-class patients may 
therefore be expected to come to emergency rooms 
with nonemergency problems (12, 60). In contrast, up- 
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per-class patients more typically use private physi- 
cians and hospitals and therefore may be more likely 
to come to the emergency room with more severe and 
acute problems. Accordingly, similar emergency room 
hospitalization rates for lower- and upper-class pa- 
tients may reflect class-related differences in severity 
of psychopathology rather than an absence of dis- 
positional biases. 


Diagnosis and Symptoms 


Researchers have consistently found significant re- 
lationships between patient diagnosis and disposition 
dnd have concluded on this basis that diagnosis is an 
important determinant of disposition (23, 29, 46-48, 
50, 59, 61). Evidence from a number of other sources, 
however, suggests that the relationship between diag- 
nostic impressions and dispositional decisions may be 
an artifact of the decision-making process itself and 
does not reflect a causal link (23, 62). Muller and asso- 
ciates (27) articulated this view in a review article 
based on a statistical survey of data from a number of 
emergency room studies. These authors found that 
emergency services that treated patients with different 
diagnoses had very similar hospitalization rates and 
concluded that ‘‘diagnosis per se has little if anything 
to do with important treatment decisions, as represent- 
ed by hospitalization.” 

Other authors have noted that emergency visits are 
best characterized as behavioral management prob- 
lems or as acute symptom-based syndromes that are 
distributed across the diagnostic continuum (63, 64) 
and that the diagnosis itself may be a minor factor in 
the patient's referral, clinical course, or disposition 
(36). This view is corroborated by evidence that symp- 
toms but not diagnosis are related to judgments about 
the ‘‘emergency, urgent, or elective" nature of the 
emergency room visit (13). | 

Studies addressing the relationship between symp- 
toms and disposition have found that untidy appear- 
ance; blunted affect; hostile, violent, and manipulative 
behaviors; impaired sensorium, judgment, stream of 
thought, and concentration; and requests for hospital- 
ization were more frequently noted in patients who 
were referred for hospitalization (23, 47, 65). 


Dangerousness 


Behavior, affects, and thoughts that are indicative of 
dangerousness—the likelihood of harming oneself or 
others—are perhaps the most influential class of symp- 
toms in emergency dispositional decision making. 
Baxter and associates (23) found that of 23 variables, 
judgment of dangerousness was the one most associat- 
ed with the decision to hospitalize. Similar findings of 
a significant direct relationship between danger- 
ousness and hospitalization have been reported in all 
but one of the studies that examined this variable (13, 
46, 47). 

A number of studies have suggested that the basis 
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on which judgments of dangerousness are made are 
not uniform. For example, Tischler (47) found that sui- 
cidal actions but not suicidal thoughts were significant- 
ly associated with hospitalization, but Browning and 
associates (40) found the opposite. In the most com- 
prehensive study of a sample of suicidal patients who 
came to an emergency room, Paykel and associates 
-(44) found that a suicidal history, violent suicidal 
plans, or, when applicable, the risk of death posed by 
the current attempt were the main indicators of dan- 
gerousness and that patients with these indicators 
were hospitalized most frequently. 

Although the cumulative findings of the above stud- 
ies indicate that dangerousness is a major determinant 
of dispositions, this conclusion may be tempered by the 
fact that dangerousness is a chief legal condition of 
commitment. Some authors have argued that judg- 
ments of dangerousness may reflect legal justifications 
rather than determinants of the decision to hospitalize 
(25, 62). A comparative analysis of the clinical charac- 
teristics of patients who were involuntarily and volun- 
tarily hospitalized would help resolve this issue; un- 
fortunately, to our knowledge no such study is avail- 
able. 

The possibility of a biasing effect of the commitment 
laws notwithstanding, the fact that large percentages 
of patients using psychiatric emergency rooms have 
histories or symptoms of life-threatening behavior 
makes the judgment of dangerousness an important as- 
pect of the dispositional decision-making process. 


Severity of Psychopathology 


Another dimension of the patient’s clinical status 
that may affect dispositional decisions is the degree of 
psychopathology. Unlike qualitative observations of 
the form or symptoms of psychopathology, degree is a 
quantitative judgment of the severity of disruption in 
normal functioning caused by the psychopathology. 

The only comprehensive examination of this vari- 
able that we are aware of was made by Tischler (47), 
who devised a Manifest Pathology Scale composed of 
three subscales measuring abnormalities in mental 
status, behavior, and symptoms. He found that there 
was a highly significant correlation between Manifest 
Pathology Scale ratings and disposition: patients who 
scored high on the scale were hospitalized more fre- 
quently than their counterparts in the same diagnostic 
group. On the basis of these results Tischler concluded 
that the more pervasive the psychopathology the 
greater the likelihood of hospitalization.’’ 

The findings of the three other studies that explored 
. the relationship between severity of psychopathology 
and disposition (59, 66, 67) are somewhat less con- 
vincing because the severity ratings in each of the 
studies were based on only a single 5-point scale. Nev- 
ertheless, two of these studies (59, 66) found that pa- 
tients with high ratings of severity were hospitalized 
more frequently than those with low severity ratings. 
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Psychiatric History 


A history of psychiatric disturbances appears to be a 
major variable in dispositional decisions. Baxter and 
associates (23) found that patients referred for in- 
patient treatment had a significantly higher incidence 
of previous episodes of their current illness than did 
patients referred elsewhere. Similarly, Paykel and as- 
sociates (44) found that suicidal patients with a history 
of suicide attempts were more likely to be hospitalized 
than were patients who had made their first attempt. 
Hanson and Babigian (46) found that patients who had 
received previous psychiatric treatment were hospital- 
ized more frequently than were patients whose emer- 
gency room visit represented their first psychiatric 
contac:, and Mendel and Rapport (67) found that pre- 
vious hospitalization increased the likelihood of a fu- 
ture inpatient referral. Streiner and associates (56), 
however, found that a history of hospitalization ‘was 
not associated with the emergency room decision to 
hospitalize. 


Social Supports 


The availability of family, peers, and community so- 
cial supports has consistently been found to be an im- 
portan: determinant of emergency dispositional deci- 
sions. Mendel and Rapport (67) assessed the availa»ili- 
ty of 1) possible social resources and reported a trend 
of significant decreases in the percentage of patients 
hospitalized as the number of supportive resources in- 
creased. Similar results were found by Streiner and as- 
sociates (66) and Rose and Hawkins (65). Moreover, 
all three of these studies reported that on the basis of 
the interviewer's judgment a significant proportion of 
hospitalized patients would have been referred else- 
where if their social situations had been different. 

In addition to the presence or absence of social re- 
sources, the willingness and ability of such resources 
to offer support to the patient have been shown to af- 
fect dispositional decisions. Tischler (47) examined the 
incidence of hospitalization referrals among patients 
whose families were either present or contacted at the 
time of the emergency room visit and noted that the 
final disposition deviated from the family's wish in on- 
ly 13% of the cases. Rose and Hawkins (65) found a 
similar pattern; they noted that the presence or ab- 
sence of encouragement of hospitalization by friends 
or family was significantly related to the dispositional 
choice. 

The finding that the availability and capacity of the 
patien:'s social support system play an important role 
in dispositional decisions highlights the view that the 
occurrence and treatment of psychiatric emergencies 
involve both the patient and his or her living environ- 
ment 68, 69). Miller (21) especially has emphasized 
the **Cynamic importance of the [patient's] ecological 
group. both in the development and resolution of the 
emergency stage of a problem.” 
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Therapist Variables 


_ Research on the role of therapist factors is almost 

totally absent in the emergency psychiatry literature. 
In part this reflects the fact that we have just started to 
be toncerned with this type of therapeutic inter- 
vention. It also mirrors the general lack of attention to 
' therapist variability that marked the beginning stages 
of psychotherapy outcome research. In an early re- 
view article of psychotherapy research, Kiesler (70) 
referred to the relative neglect of individual dif- 
ferences among therapists as a “‘therapist uniformity 
assumption” and suggested that “‘if psychotherapy re- 
*search is to advance it must first begin to identify and 
measure those therapist variables relevant to essential 
outcome.” His caveat applies equally well to research 
on emergency decision making. 

Professional discipline and experience. Few studies 
have systematically addressed the effect of the thera- 
pist's professional discipline and level of experience 
on dispositional decisions. The available research sug- 
gests that psychiatrists tend to have higher hospital- 
ization rates than do either social workers or psycholo- 
gists (66, 67). Replication of these findings, as well as 
clarification of the implications for optional emergency 
room staffing, is clearly needed. The importance of ad- 
ditional research in this area is highlighted by the in- 
creasing participation of professionals in various dis- 
ciplines in emergency services. A number cf studies 
have found that hospitalization referrals decrease in 
frequency as the clinician's level of experience in- 
creases (23, 66, 67). One explanation for these findings 
is offered in the work of Gauron and Dickinson (71), 
who compared first-year psychiatric residents with 
staff psychiatrists on the way they arrived at diagnos- 
tic formulations. They found that the first-year resi- 
dents requested the least amount of information about 
the patient and were most quick to jump to con- 
clusions that were not firmly established. In emergen- 
cy treatment such an orientation may lead to greater 
hospitalization referrals because it is likely to involve 
an overemphasis on the overt problems and a relative 
neglect of inquiry about less visible issues, such as the 
patient's social süpport network and psychiatric his- 
tory. 

Personality factors. One of the earliest studies of 
emergency psychiatric treatment (48) found that al- 


though therapists did not differ greatly in the propor- - 


tion of patients they diagnosed as psychotic, they did 
display considerable variability in the dispositional de- 
cisions made for their psychotic patients; the hospital- 


ization rates ranged from 32% to 86% among different | 


therapists. Wood (22) found a similar range in :he per- 
centage of patients that therapists admitted to an in- 
patient facility. In neither study was there any mention 
of the possibility that the variability in dispositions 
was a function of differences in attitudinal or personal- 
ity factors among the therapists. Even more con- 
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spicuous in its absence is the lack of any subsequent 
attention in the literature to the relationship between 
therapist personality factors and emergency decision 
making. 

Research from other areas, however, clearly .in- 
dicates that individuals exhibit stable response styles 
that are relatively independent cf the stimulus condi- 
tion and that response bias affects information pro- . 
cessing, clinical judgment, clinical interventions, and 
treatment recommendations (16, 52, 72-77). 

The research literature on psychotherapy indicates 
that an influential type of response bias involves the 
therapist's empathic capacity insofar as such a capac- 
ity has been shown to be a major correlate of effective 
therapy (78). Although none of these findings occurred 
in an emergency setting, it is likely that differences in 
the empathic capacities of emergency room therapists 
may be reflected in the dispositional decisions they 
make. Supportive evidence for this assumption comes 


from an emergency room study (79) which found that 


the level of patients’ discomfort decreased most in ses- 
sions in which the therapists talked significantly less in 
the first third of the session and significantly more in 
the last third. The results of this study—the only one 
we are aware of to date that has examined the process 
of emergency treatment—indicaie that specific inter- 
vention techniques leading to positive outcomes can 
be formulated on the basis of empirical research. Fur- 
ther research of this sort, as well as studies on the 
manner in which stable therapist personality charac- 
teristics mediate the development of an empathic 
stance in relationship to the patient, clearly is neces- 
sary for further advances in training and treatment ap- 
proaches. 


Patient-Therapist Relationship Variables 


One of the cardinal axioms underlying current think- 
ing and research about the psychotherapeutic process 
is that the emotional quality of the relationship be- 
tween the therapist and the patient is of primary im- 
portance in predicting outcome and is a major determi- 
nant of clinical judgments. In the following discussion 
we will attempt to highlight those aspects of the emo- 
tional climate which are a function of the relationship 
between the patient and the therapist in an emergency 
setting and- which therefore may influence the course: 
of treatment and dispositional planning. 

Affective congruence. As used here, affective con- 
gruence is a relationship variable that is dened as the 
therapist's emotional response to the patient. Many ` 
authors discussing emergency psychiatric treatment 
have commented. on the wide prevalence of strong 
negative feelings of therapists about certain types of 
patients. Rusk (24) and Spitz (18) observed that men 
who are ''passive and clinging” or display '"'regressed 
infantile behavior” provoke reactions of rejection and 
hostility in their therapists. Rejecting responses by 
therapists have also been noted with regard to alcohol- 
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ic patients (80, 81). Chafetz (82) found that alcoholic 
patients had fragmented contacts with emergency staff 
and were typically treated in a cursory fashion accom- 
panied by attitudes of ‘‘disgust and derision." Anger 
and hostility in therapists have also been observed in 
reaction to patients who are manipulative, help-reject- 
ing, or have a history of repeated emergency room use 


(18, 22). Patients who are violent or suicidal have been 


found to provoke countertransference feelings of help- 
lessness, aversion, and hate in their therapists (32). 

Research on the impact of the therapist’s emotional 
response to the patient on dispositional decisions has 
shown that this is an influential variable; patients 
whom the therapists consider interesting and who are 
likable are more likely to receive an outpatient referral 
and have a greater chance of being treated at the emer- 
gency room hospital than are those who are consid- 
ered uninteresting or who are not liked (47, 59, 83). 
There are indications, however, that under certain cir- 
cumstances (such as in teaching hospitals) patients 
who are liked and considered interesting have a great- 
er chance of being hospitalized than do less appreci- 
ated patients (23). Findings of this sort led Wood (22) 
to point out that ‘‘the indication for hospital admission 
reflects the resident’s need rather than the hospital’s.”’ 

Conscious awareness in therapists of the effects 
of their feelings about patients on their dispositional 
decisions is generally not the rule because such an 
awareness represents an ego-dystonic situation for the 
therapist, who has been taught the importance of rec- 
ognizing but not being influenced by his or her coun- 
tertransference reactions. In commenting about this 
situation, Mendel and Rapport (67) stated that ‘‘it 
becomes quite clear that the attitudes of the decision 
makers towards . . . the patients as people and the ill- 
ness have a profound, albeit covert, influence on their 
decision for or against hospitalization." 

Patient's capacity for psychotherapy. Ratings of the 
capacity of the patient to engage in and profit from 
psychotherapy are another measure of the relationship 
between patient and therapist. As a clinical judgment 
this variable is inevitably intertwined with the thera- 
pist's emotional response to the patient and may there- 
fore overlap considerably with the affective congru- 
ence variable discussed above. It is treated separately 
here because there are some distinctive elements of 
such judgments that may aid in understanding the dis- 
positional decision-making process. 

In the only emergency room study we are aware of 
that examined this variable, Tischler (47) found that 
patients who were judged to be better psychotherapy 
candidates —that is, those who exhibited greater moti- 
vation (seeking help), psychological mindedness, and 
cooperativeness— were most likely to be the ones that 
residents referred to themselves for outpatient treat- 
ment. Similar findings about the relevance of such fac- 
tors as patient motivation and psychological mind- 
edness to therapists’ judgments of suitability for psy- 
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chotherapy have also been reported in studies based in 
other settings (84, 85). What is of particular import in 
the Tischler study (47) is the finding that ratings of high 
psychotherapeutic potential ‘‘were particularly prami- 
nent components of decisions where hospitalization 
was deferred even in the presence of clinical* in- 
dications for such a disposition." 

Another major influence on judgments of cdpacity 
for psychotherapy is the patient’s social class. Re- 
search on the social class correlates of the types of 
treatment patients are referred to has shown that 
lower-class patients are consistently underselected for 
psychotherapy. (55-58). Kandel (86) found that the 
therapist’s social class origins and the patient’s current 
social status interacted in the selection for psychother- 
apy: the social class distance between therapist and 
patient was inversely related to the frequency of psy- 
chotherapy recommendations. Similar effects of social 
distance have also been noted with regard to the depth 
of patients’ ‘‘self-exploration”’ in an initial clinical in- 
terview: patients whose social class was most similar 
to that of the therapist explored themselves most (87). 

When the latter finding is applied to emergency 
room settings, where the typical situation is a pairing 
of a middle- or upper-class therapist with a lower-c_ass 
patient, it is not surprising that therapists generally ac- 
cept the idea that the lower-class patient is inherently 
unable to participate in a reflective talking process 
(36). Even if it were true that lower-class patients are 
more action oriented and therefore not inclined to en- 
gage in the verbal style that is often seen as a requisite 
for psychotherapy (28), the findings of Rowden and as- 
sociates (57), who showed that even when patients of 
different social classes were matched for insight and 
verbal abilities, lower-class patients were still under- 
selected for psychotherapy, undermine this ex- 
planation of social class bias. An alternative ex- 
planation for the negative reactions of therapists to 
lower-class emergency patients was offered by Cole- 
man and Errera (12), who stated that ‘‘these patients’ 
attitudes toward authority is such that they are unable 
to accept the authority aspects of the therapist’s role 
upon which the resident implicitly depends for his own 
sense of professional security.” This hypothesis gains 
support from a study showing that the ‘‘acceptance of 
a patient role” and ''affirmation of therapist’s compe- 
tence” were the factors most associated with positive 
patient clinical status and a positive attitude in the 
therapist about the patient (88). 

Whether or not a similarity between the therapist 
and the patient mediates the balance of these factors in 
an emergency setting remains in question. What ap- 
pears clear, however, is that the social distance be- 
tween the patient and the therapist is a covert yet pow- 
erful contributor to the emotional climate of the thera- 
peutic interaction (59). As such it may influence a host 
of other variables affecting dispositional decision mak- 
ing. 
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The importance of identifying influences on the 
treatment of emergency psychiatric patients has been 
most aptly recognized by Wood (22), who stated, ‘‘If 
the resident can become more aware of the numerous 
factors playing upon his decisions, he will be able to 
develop the capacity to make rational and mature clini- 
cal decisions.” 


IMPLICATIONS FOR THE FUTURE 


Because emergency treatment requires concrete de- 
cision making, often on the basis of limited data, a tra- 
ditional psychodynamic model for the assessment of 
the psychiatric patient is not pragmatically applicable 
in this setting. An understanding of the more subtle 
and refined aspects of the patient’s condition requires 
the availability of more extensive data and the time for 
more prolonged reflection. The essential task in the 
emergency room is to delineate those factors which 
can be readily translated into a dispositional choice. 
Keeping this in mind, we need a model aimed at rela- 
tively rapid evaluation, containment, and referral of 
the patient in crisis. Our review of dispositional de- 
terminants and our clinical experience indicate that a 
model integrating an evaluation of both the vatient’s 
and the community's adaptive resources and compe- 
tence and minimizing subtle diagnostic considerations 
would be of practical use. 

In replacing the current severity- and symptom- 
based triage model, consideration of the following fac- 
tors could form the basis of a new evaluation approach 
for emergency psychiatric treatment: 1) the nature and 
availability of the support system and the capacity of 
the patient to use it, 2) dangerousness, 3) psychiatric 
history and current psychiatric status, including the 
patient's ways of coping with similar stressors pre- 
viously, 4) ability to care for oneself, 5) motivation and 
capacity to participate in the treatment process, 6) the 
requests of patient and family, and 7) medical status. 
The development of an evaluation model o7 this sort 
should be guided by research on its reliabilitv and ef- 
fectiveness and then translated into efficient protocols 
that would ease training and assessment. 


CONCLUSIONS 


Measured by the number of patients currently 
served, the efforts of emergency psychiatry in the past 
15 years have been phenomenally successful; the men- 
tal health profession can be deservedly proud. How- 
ever, these achievements cannot allow us to assume 
that the provision of adequate and effective psychiatric 
emergency services has been accomplished. 

The development of comprehensive training pro- 
grams in emergency psychiatry will inevitably iead to 
further expansion of services available to individuals 
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in acute emotional distress. As Nemiah (15) pointed 
out more than 10 years ago, growth in the supply of 
emergency services is rapidly met by an ever greater 
demand. Meeting this continued challenge in the most 
efficient manner requires innovations in all aspects of 
patient care. Advances are needed in assessment pro- 
cedures, intervention techniques, dispositional plan- 
ning, information and referral services, staffing pat-' 
terns, and the structure of the emergency ward itself. 
The development of sophisticated clinical programs 
based on sound research findings is the task at hand. It 
has the potential for placing emergency psychiatry in 
the forefront of academic and community endeavors 
nationwide. 
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A Computerized Diagnostic Evaluation of a Psychiatric Problem 


BY BRUCE ROBERTS, M.D. 


- 


The author has developed a computerized system for 
the diagnostic evaluation of a psychiatric problem on 
the Problem-Oriented Medical Information System 
(PROMIS). He evaluates the chief complaint of hyper- 
activity by the three-step process: 1) defining the prob- 
lem, 2) considering causes that are common and easily 
reversible, and 3) considering other causes. Eleven 
physicians, including 6 psychiatrists, used this system. 
The psychiatrists thought the organization of the 
diagnostic evaluation was clinically sound and a 
useful training device. The nonpsychiatric physicians 
thought this diagnostic process was analogous to the 
diagnostic process for other medical problems. 


omputer applications in psychiatry began with 

Meehl's differentiation of clinical and statistical 
prediction (1). They blossomed with the comput- 
erization of the MMPI (2-4) and have expanded to col- 
lecting and analyzing clinical data. The best known 
systems are the Institute of Living (5-7), the DIAGNO 
(8-10), and the Missouri systems (11). Greist and asso- 
ciates (12) further objectified the diagnostic process by 
developing a diagnostic system based on Research Di- 
agnostic Criteria. This program uses basic “‘yes-no’’ 
logic. Probably the most extensive computerized med- 
ical information system is the Computerized Problem- 
Oriented Record (CPOR).! The CPOR is an on-line 
system that uses unique touch-sensitive cathode ray 
tube terminals. A choice is made by touching the ap- 
propriate area on the visual display screen. The heat 
from the finger indicates the choice to the terminal. 
This system organizes and stores a data base, problem 
list (all biological, social, and psychological problems), 
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initial and follow-up plans for each problem, and prég- 


. ress notes. It minimizes dependence on the physi- 


cian's memory. The CPOR stores medical information 
and is constantly updated with new information from 
the current literature. The user may consult the CPOR 
or enter information into it at any time from any termi- 
nel. 

No psychiatric problem has been evaluated on the 
CPOR yet. The reason for this is not clear, but it may 
be that the evaluation of a psychiatric problem is con- 
sidered too subtle, complicated, and vague to be ccm- 
puterized. I felt that psychiatric evaluation could be 
ccmputerized and chose to illustrate this with the eval- 
uztion of a chief complaint of hyperactivity. I chose 
this complaint because it is considered complicated, 
inexact, and difficult to computerize. 


THE INITIAL DIAGNOSTIC PROCESS 


The evaluation.begins when the parents tell the psy- 
chiatrist that their child is overactive or hyperactive. 
The systematic approach to diagnosis for this com- 
plaint is through the word “‘hyperactivity’’ (‘‘over- 
activity” can be considered a synonym). The first step 
in the system is to define the problem. There are four 
possible initial definitions of the chief complaint of hy- 
peractivity: 

1. This is not hyperactivity but another symptom. 
One method a psychiatrist could use to determine the 
actual problem is to ask the parent, ‘‘What do you mean 
by hyperactivity?’’ The parent might respond, '' My 
child has hyperactivity because he sits in the corner 
sucking his thumb.’’ The symptom is the child's sitting 
in the corner sucking his thumb, not hyperactivity. 

2. Claiming hyperactivity may be a mechanism to 
see the psychiatrist for another problem. This is a kid- 
den agenda. Àn example of this is when the parents 
ccme to the psychiatrist with the complaint that their 
child is hyperactive, but it soon becomes clear that 
they do not think the child is hyperactive and desper- 
ately want help with their marriage. The problem is a 
marital difficulty, not hyperactivity. 

3. The parent feels that the child is hyperactive. 
When asked what the parent means by hyperactivity, 
the parent describes a normal child but believes that 
the child is hyperactive. The problem that needs further 
investigation 1s the parent's low frustration tolerance, 


. not the child's hyperactivity. 
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4. In further defining the chief complaint it may be- 
come clear that the problem that needs further investi- 
, gation is truly hyperactivity. 


DIAGNOSTIC EVALUATION FOR HYPERACTIVITY 


If we go through the above process and feel that the 
problem is hyperactivity it seems prudent to look for 
@ cautes that are both common and easily reversible be- 
fore investigating any other causes. Although there are 
not enough epidemiological data to establish ''com- 
mon’’ causes of hyperactivity, fatigue and aitention- 
Seeking behavior can be used as hypothetical common 
and easily reversible causes of hyperactivity. If either 
or both of them does not explain or only partly ex- 
plains the hyperactivity, then further investigation of 
other causes must be done. Hyperactivity can be a 
manifestation of minimal brain dysfunction or one of 
many other causes, such as anxiety, psychological de- 
pression, frustration, hyperthyroidism, postencepha- 
litis syndrome, and hypersensitivity to food additives. 


DIAGNOSTIC EVALUATION FOR MINIMAL BRAIN 
DYSFUNCTION 


A physician who wants to rule out minimal brain 
dysfunction first needs to know that one school of 
thought feels that this syndrome does not exist (13). 
This school claims, because there is no agreement on 
the signs and symptoms of minimal brain dysfunction 
and because its cause is not known, that it does not 
exist. If the physician wants to pursue ruling out mini- 
mal'brain dysfunction with the knowledge that its exis- 
tence is controversial, he or she needs to know all the 
signs and symptoms which have been attributed to it 
as well as the literature associated with each manifes- 
tation. Because there is no agreement on the number 
of manifestations that must be present to diagnosis 
minimal brain dysfunction, each physician must use 
his or her judgment to decide the necessary number of 
signs and symptoms. The physician must also deter- 
mine if the maladaptive behavior is present in all envi- 
ronments, i.e., both at home and in school. 

The computer ''rule-out" (R/O) for minimal brain 
dysfunction as it would appear on a printout is shown 
in appendix 1. The first sentence in the rule-out in- 
forms the phvsician that the, existence of this syn- 
‘drome is controversial. More information about this 
controversy is available by touching ‘‘DEF’’ at the 
end of the note. (Following this path is bevond the 
scope of this article but is available from me on 
request.) 

The next line on the R/O frame is ‘‘1. Review mani- 
festations of minimal brain dysfunction." If the user 
touches this line a list of the manifestations appears 
(see appendix 2). Next to the manifestations are col- 
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umns for entering both the probability of a manifesta- 
tion being present given a particular problem (MA/PR) 
and the probability of the problem being present given 
the manifestation (PR/MA). Comments may also be 
entered next to the manifestation. There is a body of 
knowledge for each manifestation of minimal brain 
dysfunction that is available by touching the adjacent 
X in the Rules column. This knowledge is organized . 
into referenced facts called rules. These rules are 
coded and stored in a separate file in the computer. 
For example, if the physician touches the X next to 
**short attention span,” the display screen will imme- 
diately list the body of knowledge for short attention 
span as a manifestation of minimal brain dysfunction - 
(not shown; copies available from author). 

The body of knowledge should incorporate conflict- 
ing opinion. For example, one rule pertaining to short 
attention span states that objective documentation of 
an attention deficit is sparse and the next rule states 
that shortness of attention span and poor concentra- 
tion ability are the most striking and constant per- 
ceptual-cognitive abnormality of the child with mini- 
mal brain dysfunction. Each rule contains a reference, 
which is called a source and is coded and stored in a 
separate file in the computer. The physician can inves- 
tigate the source by pressing a pad on the screen and 
the reference will appear on the screen. 

After reviewing the manifestations, the physician 
may follow the logic shown in appendix 1 to rule out 
minimal brain dysfunction or touch "CONTIN- 
GENCY PLAN” in the lower lefthand corner to docu- 
ment his own logic in ruling out minimal brain dysfunc- 
tion. The logic in the CPOR rule-outs is written in ''if- 
then” statements to allow the user to understand the 
logic. The rule-out in appendix 1 uses consistency of 
symptomatology as an important variable to rule out 
other environmental stresses. From the logic in appen- 
dix 1 there are three possible outcomes: 1) minima] 
brain dysfunction is a contributing cause, 2) it is not a 
contributing cause, and 3) it is not known if it is a con- 
tributing cause. 


PHYSICIAN EVALUATION 


The computerized diagnostic system was reviewed 
by 11 physicians (1 child psychiatrist, 2 child psychia- 
try fellows, 2 adult psychiatrists, 1 resident in psychia- 
try, 5 physicians in internal medicine) and 1 medical 
student. The child psychiatrist, child psychiatry fel- 
lows, and resident in psychiatry had not previously 
used the computerized PROMIS system. The adult 
psychiatrists and the medical student were vaguely fa- 
miliar with the system. The physicians in internal med- 
icine had a good working knowledge of the comput- 
erized system. All 6 psychiatric physicians felt the 
computerized evaluation was à practical, helpful tool 
in organizing information and would be a useful train- 
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ing device. The child psychiatrist felt the system’s 
ability, to redefine the problem was the unique advan- 
tage of this approach. He felt that this flexibility avoid- 
ed spending time investigating causes, or worse, 
treating hyperactivity, when hyperactivity is not the 
problem. The child psychiatrist felt the detailed 
documentation of the more esoteric causes of hyper- 
. activity, i.e., hyperthyroidism, made the system cum- 
bersome. All the psychiatrists thought the three-step 
structure for determining the causes of a symptom (de- 
fining the problem, considering causes that are com- 
mon and easily reversible, and considering other 
causes) was helpful. They felt this ordered pricrities 
and provided structure to a process that had none. One 
of the child fellows, although he recognized these ad- 
. vantages, felt it was difficult to think in such a system- 
atic way and was not sure he could change approxi- 
mately 30 years of learning and adjust to this ap- 
. proach. All the child psychiatrists felt that the state of 
the. art was adequately répresented by the comput- 
erized program. No one thought the program was 
biased toward one approach. 

All the psychiatrists enjoyed using the computer and 
were fascinated by the way the display changed. This 
fascination occasionally was mixed with frustration 
when the screen was inadvertently touched in the 
wrong place, causing the wrong display to appear. 
Three psychiatrists commented that the computer 
might jeopardize the humane and empathic aspects of 
psychiatry. One child psychiatry fellow wondered if 
his relationship to the computer would become more 
important than his relationship to the patient. When 
each of these comments was pursued, the physician 
regained the perspective that the computer was being 
used as a tool to organize and store information. How- 
ever, fear of the computer was clearly visible. One 
child psychiatrist was concerned with the quality of 
the information in the computer and how it was to be 
kept current. 

The psychiatrists may have represented a skewed 
sample biased in favor of something new; all of these 
psychiatrists were from an academic department that 
encourages research. If the psychiatrists had been 
from a less academically oriented setting, the project 
might have gotten a less enthusiastic response. 

All of the 5 internal medicine physicians were famil- 
iar with the computerized Problem-Oriented Medical 
Record. They evaluated the hyperactivity paradigm 
with the perspective of having entered many evalua- 
tions for medical problems into the computer. They 
unanimously agreed that the logic used in the psychiat- 
ric evaluation was similar to the logic used to evaluate 
the chief complaints of medical problems. All cf the 
internists felt that the logical structure for the psychi- 
atric diagnostic process was analogous to the medical 
evaluation process. They felt that the process of defin- 
ing the problem from the chief complaint, defining and 
ruling out causes that are common and easily revers- 
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ible, aad, if necessary, defining and ruling out the more 
esoteric causes of the problem was analogous fór med- 
icine znd psychiatry. The medical student thought the 
computerized approach was very logical and helpful 
and was surprised that this approach was unique. She 
thought that all chief complaints were evaluated by 
this systematic approach. : 


CONCLUSIONS T 


Overall, the sample of 11 physicians who used this 
computerized system seemed to consider the system- 
atic approach to the diagnostic process a useful clinical" 
and teaching tool. They did express some skepticism 
and dislike of the systematic approach and a certain 
amount of fear and hostility toward the computer. This 
negative reaction could be a result of being confronted 
with a new approach to thinking. If you suddenly con- 
front a physician who has been thinking one way for 30 
years with a new approach to thinking, there will be 
resistance to changing. If you add a computer to the 
process and specify a psychiatrist as the physician, the 
resistance will be compounded. It is crucial to separate 
the resistance to something new from the resistance to 
the weaknesses in the system. 

One of the child fellows was appropriately con- 
cerned about the quality of data in the system. À cru- 
cial aspect of this system is the reliability of the data 
and the system's ability to keep data current. There 
are plens to establish criteria on the quality of data and 
a mecaanism to ensure this quality control on the in- 
formation in the computerized system. This new agen- 
cy will also keep the information in the system current. 

The most striking of the nonpsychiatric physicians’ 
comments was the perception that the evaluation pro- 
cess for this psychiatric problem was analogous to the 
evaluation process for medical problems. It is impor- 
tant to point out that there is no agreement on what the 
medical diagnostic process is; the 5 internists in this 
study have their own perception of this process, which 
may or may not agree with other internists'. If this 
three-step diagnostic model for hyperactivity is appli- 
cable to the diagnostic evaluation of other psychiatric - 
problems, it may be psychiatry's first tangible medical 
model. The applicability of this process to other psy- 
chiatric problems remains for future study. 
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APPENDIX 1 
Computer Rule-Cut (R/O) of Minimal Brain Dysfunction 


R/O Minimal Brain Dysfunction 

Note: The existence of this syndrome is controversial. If 
you believe it exists the following guide to R/O this 
syndrome is provided. DEF 


1. Review manifestations of minimal brain dysfunction. 

2. If minimal brain dysfunction manifestations are pres- 
ent, in significant number, both in school and outside school 
and if no other cause/s can be found, then the syndrome of 
mirtimal brain dysfunction is present. 

3. If minimal brain dysfunction manifestations are pres- 
ent, in siznificant number, both in school and outside school 
and if one or more other cause/s is present and if successful 
corrective therapy for the other cause/s is only partially help- 
` ful, then the syndrome of minimal brain dysfunction is pres- 
"ent anda contributing cause. 

4. If minimal brain dysfunction manifestations, in signifi- 
cant number, are present outside of school but are not pres- 
ent in scnool, then 

R/O anxiety caused by a chacie home situation, 
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R/O attention-seeking behavior caused by inconsistent pa- 
rental limit setting. 

If the above two R/Os are not present, and if the school 
has an above average amount of structure, then the syn- 


- drome of minimal brain dysfunction is present. 


If the above two R/Os are not present, and if the school 
has an average amount of structure, then the syndrome of 
minimal brain dysfunction is not present. 

If one or both of the above R/Os are present, and if the ' 
school has an above average amount of structure, then it is 
not known if the syndrome of minimal brain dvsfunction is a 
contributing cause. 

If one or both of the above R/Os are present, and if the 
school has an average amount of structure, then the syn- 
drome of minimal brain dysfunction is not present. 

5. If minimal brain dysfunction manifestations, in signifi- 


cant number, are present in school but are not present out- 


side of school, then R/O excessively high parental IPOD 
tolerance. 

If the above R/O is present, then the syndrome of minimal 
brain dysfunction is present. 

If the above R/O is not present, then the syndrome of mini- 
mal brain dysfunction is not present. 

6. If the user is not sure if minimal brain dysfunction man- 


` ifestations are present in significant number after reviewing 


the manifestations, then it is not known if the Syndrome of 
minimal brain dysfunction is present. 

7. If minimal brain dysfunction manifestations are not 
present, in significant number, both in schoo! and outside 
school, then the syndrome of minimal brain dysfunction is 
not present. 


CONTINGENCY PLAN RECOMMENDATIONS 


APPENDIX 2 
Computer List of Manifestations of Minimal Brain Dysfunction 


Minimal Brain Dysfunction: Physical Finding 


Probabilities 
Manifestation Rules MA/PR. PR/MA Comments 
Hyperactivity X H-L H 
Short attention span X H-M 
Distractibility X H-M 
Impulsivity X H-M 
Low frustration tolerance X H-M 
etc. 
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BY GUY CHOUINARD, M.D., M.SC. (PHARMACOL), AND BARRY D. JONES, M.D. | . 


Tardive dyskinesia is thought to result from neostriatal 
dopaminergic receptor supersensitivity induced by 
chronic treatment with neuroleptics. The authors 
suggest that dopaminergic supersensitivity also 
occurs in the mesolimbic region after chronic 
neuroleptic exposure, resulting in the development of 
a supersensitivity psychosis. Neuroleptic-induced 
supersensitivity psychosis is illustrated by data from 
10 patients that demonstrate the syndrome's clinical 
and pharmacologic characteristics. An implication of 
neuroleptic-induced mesolimbic supersensitivity is 
that the tenaency toward psychotic relapse in such 
patients is determined by more than just the normal 
course of the illness. 


opamine (DA) receptor binding sites have been 
D shown to increase in the neostriatum after.chronic 
treatment with neurcleptics, and this could account for 
the DA supersensitivity that induces tardive dyski- 


.nesia (1). We have propposed that similar changes oc- 


cur in the mesolimbic pathway in response to the 
chronic DA blockade by these drugs (2, 3) and that 
psychotic symptoms following withdrawal or decrease 
of neuroleptics could be the clinical expression of 
a mesolimbic DA postsynaptic receptor supersensi- 
tivity. According to this hypothesis, the cessation 
of maintenance neuroleptic medication induces a rela- 
tive increase in the mesolimbic DA function, leading to 
psychotic relapse or deterioration in the same manner 
as tardive dyskinesia can emerge or worsen when 
medication is stopped or decreased. We have pro- 
posed the term ''supersensitivity psychosis’’ for this 
phenomenon (3). 
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There is evidence from studies in both animals and 
humans which supports the theory of mesolimbic su- 
persensitivity. In animal pharmacologic studies CNS 
tclerance to neuroleptic effect is well documented, and " 
prolonged exposure to neuroleptics leads to increased 
dosage requirements to block the behavioral effects of 
apomorphine (4, 5). Muller and Seeman (6) reported an 
increase of dopamine-binding sites not only in the reo- 
striatum but also in the mesolimbic region of -ats 
chronically treated with neuroleptics. In human stud- 
ies, Owen and associates (7) showed an increase of 
DA-binding sites in the mesolimbic region of schizo- 
parenic patients; this increase was related to the length 
o? treatment with neuroleptics. Recently, Lee and as- 
sociates (8) also reported an increase of DA-binding 
sites in the brains of schizophrenics. 

In an earlier paper, we presented evidence from two 


. double-blind controlled studies that suggests the exis- 


tence of this neuroleptic-induced supersensitivity dis- 
order (3). In the present paper, we describe 10 cases of 
the disorder that illustrate the pharmacologic and 
clinical characteristics of the syndrome, which, like 
tardive dyskinesia, is a supersensitivity syndrome in- 
duced by long-term use of neuroleptic drugs. It consists 
of positive symptoms of schizophrenia, e.g., suspi- 


ciousness, delusions, or hallucinations, and does not 


include negative symptoms of the illness, e.g., emo- 
tional withdrawal or blunted affect. Like tardive dyski- 
nesia, the supersensitivity psychosis has pharmacolog- 
ic characteristics, described below, that are associat- 
ed with its etiology of postsynaptic DA receptor 
S:ipersensitivity. 

1. Symptoms appear when neuroleptics are discon- 
tinued, when dosage is decreased, or, in the case of 
depot neuroleptics, at the end of the injection interval. 

2. The syndrome is associated with a history of at 
least a few weeks of treatment with neuroleptics. | 

3. There are concomitant signs of DA super- 
sensitivity (tardive dyskinesia) other than psychosis. 

4. The syndrome is associated with high prolactin 
levels that result from the requirement for increased 
DA blocking to control psychotic symptoms induced 
by the DA supersensitivity. The high prolactin levels 
usuallv lead to signs of sexual dysfunction. 

5. There is also an association with CNS tolerance 
to antipsychotic effect, i.e., a gradual increase in 
neuroleptic dosage is necessary to maintain a thera- 
peutic effect. 
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.6. As with tardive dyskinesia, the most efficacious 
treathent is the causative agent itself, the neuroleptic. 


7. As with tardive dyskinesia, there may be dif- 


‘ferent stages along a continuum (9). The first stage, 
analógous to withdrawal dyskinesia, is a reversible 
withdrawal supersensitivity psychosis that lasts only a 
few days. The second stage, analogous to ‘‘covert’’ 
dyskinesia, is a covert supersensitivity psychosis that 
appears only on withdrawal of neuroleptics but is per- 
stent and may be irreversible. Finally, analogous to 
"overt" dyskinesia is an overt supersensitivity psy- 
chosis that appears even in the presence of neuroleptic 
treatment and is irreversible in most cases. 


CASE REPORTS 


Case I. Mr. A was first seen on a psychiatry service at the 
age of 19 because of persecutory feelings, for which he was 
treated without medication. Two years later he became 
acutely psychotic and was hospitalized with auditory halluci- 
nations and persecutory delusions. During his 4-mcnth hos- 
pitalization the patient improved slowly with oral neurolep- 
tics. He was discharged without psychotic symptoms on tri- 
fluoperazine, 15 mg/day, with the diagnosis o? paranoid 
schizophrenia. Mr. A had a mild relapse when the dose was 
recuced to 10 mg/day h.s. and he developed paranoid symp- 
toms that occurred in the afternoon. Later, his medication 
was changed to fluphenazine enanthate, 6.25 mg I.M. every 
2 weeks. The patient then reported that his persecutory feel- 
ings were under better control, except for the last 4 days 
before the injections; these feelings were not associated with 
an increase in his parkinsonian signs or symptoms, which 
actually improved toward the end of the injection interval. In 
terms of negative symptoms of schizophrenia, Mr. A had 
very mild emotional withdrawal that did not increase toward 
the end of the injection interval. He was able to continue in 
his occupation and normal way of life, but paranoid ideation 
occurred a few days before each injection. This continued 
for 6 months and necessitated the following dosage increas- 
es: 12.5 mg every 2 weeks; 6 months later 25 mg every 2 
weeks; 2 months later 37.5 mg every week; 6 months later 50 
mg every week. Over the next year, the pre-injection per- 
secutory delusions and auditory hallucinations increased to 
such ar extent that the patient was given fluphenazine enan- 
thate, 375 mg every week, and haloperidol, 20 mg q.i.d. At 
this point, Mr. A was stable and working as a computer pro- 
grammer. He received no other drugs with the exception of 
procyclidine, an antiparkinsonian.agent. One week after his 
injection his ratings on the Extrapyramidal Symptom Rating 
Scale (ESRS) of Chouinard and Ross-Chouinard (10) in- 
dicated constant tremor of both legs, mild akathisia, occa- 
sional dyskinetic lingual movements with partia’ protrusion, 
and dyskinetic movements of one hand. There were no signs 
of what Gardos and associates (9) call ‘‘medical’’ withdrawal 
symptoms, such as nausea, vomiting, and sweating. The pa- 
tient also complained of loss of libido and sexual drive and 
received a rating of 22 (moderate dysfunction) on a 7-point 
sexual dysfunction scale of 6 items. His prolactin level at 
that time, 7 days after the injection, was 64 ng/ml, and he 
showed positive and negative symptoms. In contrast, 5 days 
after the injection, there were no positive symptoms or dys- 
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kinetic movements, but his negative symptoms remained un- 
changed and his prolactin level was 94 ng/m.. ( 


Case 2. Mr. B had been employed until his first psychiatric 
hospitalization, at the age of 34. Over the previous 4 years he 
had had an insidious onset of persecutory delusions. On ad- . 
mission he was noted to have auditory hallucinations of 
people whom he believed to be gangsters laughing at him, 
talking about him in his room, and following him on the 
street. Mr. B had no history of alcohol or drug abuse, and 
there was no family history of psychiatric illness. He was 
discharged on chlorpromazine, 100 mg q.i.d., and remained 
stable for 10 years, during which time he had mild negative 
symptoms consisting of blunted atfect, poverty of thought, 
and apathy with only mild and occasional exacerbation of 
persecutory delusions. However, 12 years after his initial 
hospitalization he experienced a relapse characterized by a 
belief that the Mafia was out to gez him and had entered his 
house. He was then treated with chlorpromazine, 400 mg 
b.i.d., and fluphenazine enanthate, 25 mg I.M. every 2 
weeks. This was changed soon after to fluphenazine enan- 
thate, 50 mg I.M. every 2 weeks and chlorpromazine, 400 
mg/day, at which point he was stable. However 2 months 
Jater he had a mild exacerbation, missed an injection, and 
deteriorated further. After receiving his regular injection he 
again stabilized, but (3 months later) he missed another in- 
jection and again deteriorated; he heard voices and felt un- 
able to leave his house for fear of being killed. At this point 
his medication was increased to fluphenazine enanthate, 75 
mg every 2 weeks, and chlorpromazine, 600 mg/day: He re- 
mained stable for 2 months but then deterioréted immediate- 
ly after his chlorpromazine dosage was decreased. With an 
increase of fluphenazine.enanthate to 100 mg every 2 weeks 
and chlorpromazine to 600 mg/day, Mr. B improved. The 
injection was again increased to 125 mg but soon after this 
the patient missed an injection and quickly deteriorated. At 
this point, he also complained of persecutory delusions near 
the end of the injection interval, with no change in negative 
symptoms. The delusions were not associated with ex- 
acerbation of parkinsonian signs or symptoms such as aka- 
thisia. In fact, his parkinsonian symptoms improved toward 
the end of the injection interval. After 3 months on this re- 


. gime, Mr. B's medication was changed to fluphenazine enan- 


thate, 150 mg every 2 weeks. He remained stable for the next 
11 months, at which point he again experienced marked per- 
secutory delusions over the 4 days before his next injection. 
Therefore he was placed on fluphenazine enanthate, 100 mg 
per week. He remained stable for 4 months, when he missed 
an injection and subsequently deteriorated. Án attempt was 
made to return him to 2-week injection intervals. He re- 
mained stable until a further attempt to decrease the dose 
from 100 mg to 87.5 mg resulted in an immediate relapse. 
After stabilization on a 100-mg dose, he was switched to flu- 
phenazine decanoate, 200 mg every 4 weeks. Within 2 
months he was again deteriorating over the last 4 days before 
his injection and the interval was changed to 3 weeks. He 
then remained stable for 1 month, when he began to deterio- 
rate during the week before his injection. He was therefore 
returned to fluphenazine enanthate, 100 mg every 2 weeks, 
and has since received increases of his injection to control 
recurring relapses near the end of the injection interval. At 
present Mr. B is receiving 175 mg of fluphenazine enanthate 
every 2 weeks. On this dose his prolactin level 2 weeks after 
the injection, at which time persecutory delusions and nega- 


£ 
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18 SUPERSENSITIVITY PSYCHOSIS 
. 
TABLE 1 . 
Antipsyctlytic Treatment Histories of 10 Patients Who Developed Supersensitivity Psychosis gg 
Sympos, ebenan Enana Dose (MY VEKS Sexùal 
Responsible Three Two One i Tardive Dys- 
. Age Schizophrenia for Dosage Years Years Year Prolactin Dyskinesia function 
Patient (years) Sex Subtype Increases Previously Previously Previously Current (ng/ml)? Score? Scor2 
1 26 M Paranoid Persecutory 6.25 37.5 400 800^ 64 6 E^ 
delusions = 
2 51 M Paranoid Persecutory 150 100 100 175 25 13 —$ 
delusions . 
3 . 25 M Paranoid Delusions of 25 31.25 25° 62.54 28 16 5 
reference 
4 25 M Paranoid Auditory 23 25 125 125 T 0 31 
hallucinations 
5 33 M Paranoid Delusions of 100 100 200 350 30 0 —t 
being 
controlled i 
6 39 F Undifferentiated Somatic 37.5 37.5 50 50 121 3 12 
delusions l 
7 35 F  Hebephrenic Capgras 50 50 125 150 89 liv —* 
delusions 
8 31 F  Hebephrenic Delusions of 62.5 75 1654 165? ' 86 5 15 
being 
controlled . JE 
9 24 F  Hebephrenic Auditory 6.25 100 200 225 119 3 —t 
hallucinations 
10 50 F Paranoid Persecutory 37.5 37.5 | 175 237.5" 62 3 .:23 
delusions 


*Prolactin levels and tardive dyskinesia scores were obtained immediately before the next injection of fluphenazine enanthate. 
"Patient also receiving fluphenazine decanoate; dose given is fluphenazine enanthate plus decanoate. 


*Values not assessable. 
SPatient receiving only fluphenazine decanoate. 


tive symptoms were present, was 25 ng/ml, and his rating for 
tardive dyskinesia on the ESRS was 13, indicating moderate 
dyskinesia (abnormal movement of the tongue and lips and 
choreoathetoid movements of the lower extremities). In con- 


trast, 5 days after the injection the prolactin level was 38 ng/ 


ml, tardive dyskinesia and positive symptoms were absent, 
and negative symptoms were still present. 


Other Cases 


Table 1 summarizes the data for these 2 patients and 
8 others regarding neuroleptic doses over a 3-year pe- 
riod. All patients were diagnosed as schizophrenic. 
During this period they had been treated as outpatients 
in a special follow-up clinic for long-term treatment 
of schizophrenia. This clinic has an average patient 
population of 300 actively involved in treatment. The 
patients presented here are typical of those manifest- 
ing the supersensitivity psychosis and required a grad- 
ual increase in medication over time. However, this 


was not always so, as can be seen in the case of Mr. B. 


Since the policy at the clinic is to give the minimum 
therapeutic dose, a reduction in the medication will be 
expected for those patients who will have a remission 
of their illness. However, the appearance of the neuro- 
leptic-induced psychosis in the patients presented did 
not permit complete withdrawal of the neuroleptic 
drug. Before adjusting a patient’s neuroleptic dose, a 
full assessment of extrapyramidal signs and symptoms 
was always done to rule out the possibility of neuro- 
leptic-induced extrapyramidal reactions associated 


with psychotic decompensation. All patients described . 
in table 1 have shown the most characteristic feature 
of the syndrome, a relapse manifested bv an increase 
in positive symptoms immediately after decreases in 
neuroleptic dosage. In contrast, negative symptoms in 
these patients, as in the two patients described pre- 
viously, did not increase in the same circumstances. 
The syndrome is associated with an elevated pro- 
lactin level that usually leads to sexual dysfunction. 
Male patients tended to have a smaller prolactin eleva- 
tion than female patients, but their levels are above the 
normal range of 0-10 ng/ml. The prolactin measure- 
ments were made immediately before the patients re- 
ceived their injections and are conservative estimates 
because neuroleptic blood levels are very low at that 
time. The low scores for tardive dyskinesia seen in 
some of these patients can be explained by the fact 
that they were receiving high doses of injectable 
neuroleptics, and some were receiving oral neurolep- 
tics at the end of the injection interval, both of which 
would cover the manifestations of tardive dyskinesia. 


DISCUSSION 


We have described the neuroleptic-induced 
supersensitivity psychosis and its seven character- 
istics. These characteristics are necessary to establish 
the existence of the supersensitivity disorder. The su- 
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persensitivity psychosis was defined as consisting only 
of DOsitive symptoms of schizophrenia, in particular 
suspiciousness, delusions, and hallucinations: We 
«have proposed that positive symptoms of schizophre- 
nia fesult from a relative DA hyperactivity in the 
mesolimbic region, whereas negative symptoms re- 
sult from DA hypoactivity (2). Neuroleptic-induced 
. Supefsensitivity in the mesolimbic region would thus 
appear clinically as an increased tendency toward pos- 
itive symptoms. This has been our experience with the 
cases reported here. In contrast, negative symptoms, 
which we have not seen in the psychotic decompensa- 
tion that is contingent in these cases on drug decrease, 
might be expected to improve over time on mainte- 
nance neuroleptic therapy because of DA super- 
sensitivity induction. This is consistent with our clini- 
cal experience that negative symptoms of scaizophre- 
nia improve only after a few weeks of neuroleptic 
therapv or when neufoleptics are withdrawn. 

The first characteristic of the syndrome is that it ap- 
pears almost immediately after neuroleptics are dis- 
continued or decreased. This is contrary to the normal 
course of most forms of schizophrenia, in which the 
illness would not be expected to worsen upon drug 
withdrawal. In the cases we have reported the deterio- 
ration is clearly evident when the neuroleptic dosage is 
reduced or the patient misses one or two injections. 
These patients show a similar pattern of deterioration 
with respect to the severity of their tardive dyskinesia. 
This is consistent with the proposed etiology of drug- 
induced DA supersensitivity for both the psychotic 
and dyskinetic deterioration. In questioning patients 
who have received maintenance neuroleptic treatment 
and have developed mesolimbic supersensitivity, one 
hears such statements as, ‘‘Before, J was not taking 
my medication regularly and I was readmitted once a 
year or every two years. Now since I take mv medica- 
tion regularly, I get sick as soon as I miss a single in- 
jection or stop taking my medication." The induced 
DA supersensitivity will not be clinically evident in its 
psychotic or dyskinetic symptom expressicn if it is 
covered by the neuroleptics themselves. Thus the syn- 
drome may be masked in patients who are receiving 
divided doses of oral neuroleptics. In the cases we de- 
scribed, all patients were receiving only long-acting in- 
jectable medication when the syndrome became evi- 
dent to us through psychotic decompensation late in 
the injection interval, a time when neuroleptic blood 
levels would be expected to be low. However, the syn- 
drome may also be seen in patients taking oral neuro- 
leptics once a day. An example of this would be Mr. A 
(case 1), who reported psychotic symptoms beginning 
in the afternoon when he was receiving onlv a single 
daily dose of oral neuroleptic at bedtime. We think 
that this may also explain the discrepancy in the litera- 
ture regarding the incidence of tardive dyskinesia. The 
early surveys of tardive dyskinesia, done when neuro- 
leptics were usually given in divided doses during the 
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day, showed an incidence of less than 1%. whereas the 
latest surveys, taken since the single daily orgl doses 
and injectable neuroleptics have become common, re- 
port an incidence of 3095-4096 (11). There is also evi- 
dence from one of our studies that paiients treated 
with injectable neuroleptics show an even higher in- ' 
cidence of tardive dyskinesia when rated at the end of 
the injection interval (10). l 

The second characteristic is a history of consistent 


exposure to neuroleptics. Tardive dyskinesia is usual- 


ly observed after several years of treatment; rare cases 
have been reported after 6 months. In our case 1, su- 
persensitivity psychosis appeared after 6 months, 
whereas in the other cases it became clinically evident 
only after a number of years of neuroleptic treatment. 
However, the syndrome's clinical appearance varies 
according to the masking effect of neuroleptics or un- 
masking by a decrease of dosage. 

The third characteristic 1s that other clinical signs of 
DA supersensitivity would be expected in patients 
who have developed supersensitivity psychosis. Ani- 
mal and human studies show that DA supersensitivity 
develops to a similar degree in the neostriatum and 
mesolimbic region after exposure to neuroleptics that 
have approximately equal potency to block DA recep- 
tors in these areas (6, 7). Thus, tardive dyskinesia re- 
sulting from drug-induced neostriatum supersensi- 
tivity would be more prevalent and severe in patients 
manifesting supersensitivity psychosis. In the cases 
reported, tardive dyskinesia was seen and, as men- 
tioned previously, worsened when patients experi- 
enced psychotic deterioration as a result of decreased 
neuroleptic levels. Similarly, in a double-blind con- 
trolled study we found a tendency for psychotic deteri- 
oration to be associated with increased severity of tar- 
dive dyskinesia in patients withdrawn from their regu- 
lar neuroleptic medication (3). It should be noted, 
however, that the clinical signs of DA supersensitivity 
can be covered by neuroleptics. Thus in patients 
whose psychotic symptoms are controlled by increas- 
es in the neuroleptic dose, the expression of tardive 
dyskinesia may be suppressed similarly. It should also 
be noted that the relationship between the two super- 
sensitivity disorders may be obscured by the use of 
anticholinergic drugs that affect the clinical manifesta- ` 
tion of tardive dyskinesia but not the supersensitivity - 
psychosis (12). 

The fourth characteristic of the syndrome is its asso- 
ciation with high prolactin levels, which may produce 
clinical signs of sexual dysfunction. Development of 
DA supersensitivity in the tubero-infundibulum has 
not been demonstrated, and our own studies do not 
suggest such supersensitivity (13). Thus if neuroleptic 
doses are increased to control emerging psychotic 
symptoms in patients with supersensitivity psychosis, 
there will be progressive increases in DA-blocking ac- 
tivity in the tubero-infundibulum. These increases will 
be unopposed because of the lack of DA supersensi- 
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tivity development there. Prolactin, which is inhibited 


by dopaynine, will then increase in such patients to lev- 


els that are in accord with the degree of DA-blocking 
needed to counteract mesolimbic DA supersensitivity. 


. Thus patients who have developed supersensitivity 


psychosis would be expected to show abnormally ele- 
vated prolactin levels and sexual dysfunction. In the 
eases reported, elevated prolactin levels and symp- 
toms of sexual dysfunction were present. Further- 
morc, we have found that patients who deteriorate 
when neuroleptics are withdrawn tend to have greater 
prolactin decreases than patients who remain stable 
(3). 

The fifth characteristic is that the syndrome is usual- 
ly associated with CNS tolerance to antipsychotic ef- 
fect, i.e., a gradual increase in neuroleptic dosage is 
necessary to maintain the therapeutic effect. In animal 
studies, this tolerance is well recognized (4, 5). In ad- 
dition, Bowers and Rozitis (14) have reported a tol- 
erance to neuroleptic-induced increases: in HVA con- 
centration in the mesolimbic region. We also reported 
that during a 7-month double-blind controlled study 
with esters of fluphenazine (3), 44% of the patients re- 
quired dosage increases. Of the cases presented here, 
case 1 is the best example of such a drug tolerance. We 
think that drug tolerance to antipsychotic effects will 
be seen most easily in outpatients who are employed in 
jobs that involve a certain amount of stress. Patients 
receiving long-term care in mental hospitals are less 
likely to display such tolerance because they are under 
minimal stress and have less need for medication. It 
might be argued that this is a metabolic drug tolerance 
and that measurements of blood levels therefore wculd 
be necessary. However, based on our experience vith 
gas chromatography-mass spectrometry, we do not 
think that reliable measurements of fluphenazine lev- 
els can be made at this time. The unreliability of avail- 
able methods results from the tendency of fluphena- 
zine to concentrate in the red blood celis. Further- 
more, we think that prolactin measurements reflect the 
DA-blocking activity of neuroleptics and that their ele- 
vation with increasing drug dosage rules out a meta- 
bolic tolerance to neuroleptics. That such increases in 
neuroleptic dosage have not been noted previously in 
the literature probably results from the lack of long- 
term studies of patients receiving only one injectable 
neuroleptic and no other medications except anti- 
parkinsonians. Only in this patient population will 
such variables as gastrointestinal absorption, liver me- 
tabolism, and patient compliance be controlled. 

. The sixth characteristic of the syndrome is that the 
causative agent, the neuroleptic, is the most effica- 
cious treatment, as is true in tardive dyskinesia. This is 
well demonstrated in the cases we have presented. 
Each time the neuroleptic medication was increased, 
the supersensitivity psychosis improved. We also 
think that the more potent neuroleptics with a strong 
DA-blocking effect are better suppressors of the super- 


arte tw a" 
Am J Pevchiainy 137:1, Tänud 1950. 


sensitivity syndrome, as they are in tardive dyski- 
nesia. 

The seventh characteristic of the syndrome is that it 
may exist on a continuum, as is true in tardive dyski-+ 
nesia (9}. The cases presented here illustrate the later 
stages of the syndrome, in which the covert supér- 
sensitivity psychosis is uncovered by a dosage reduc- 
tion and finally becomes apparent during neuroleptic 
treatment, necessitating further increases in dosage. 
Thus, the need for neuroleptic therapy to control the 
supersensitivity psychosis would be expected to be 
continuz]. 

In addition, one might speculate on one further char- 
acteristic of the supersensitivity psychosis syndrome: 
schizophrenic patients may be more prone to develop 
supersensitivity psychosis than nonschizophrenic pa- 
tients. Ve have proposed that schizophrenia is a dopa- 
mine deficiency disease and that the positive symp- 
toms of schizophrenia are due to postsynaptic receptor 
DA supersensitivity resulting from this dopamine defi- 
ciency (2). DA-blocking drugs are thus efficacious in 
controlling the symptoms of the supersensitivity psy- 
chosis, as they are in masking tardive dyskinetic 
symptoms. However, the DA-blocking effect of these 
drugs, added to the existing DA deficiency, will lead to 
further development of dopaminergic supersensitivity 
in schizophrenic patients. This would be in contrast to 
nonschizophrenic patients, who do not have dopamine 
deficiency as an original element of the disease and 
thus would be expected to have less tendency to devel- 
op dopaminergic supersensitivity in response to neuro- 
leptics. It has been our clinical experience that mcst 
bipolar manic patients do not show signs of super- 
sensitivity psychosis on neuroleptic withdrawal and 
have less tendency to develop tardive dyskinesia. The 
proneness of schizophrenic patients to develop neuro-. 
leptic-induced dopaminergic supersensitivity in the 
mesolimbic region may be similar to the increased ten- 


. dency ir. parkinsonian patients to develop dyskinesia 


in response to L-dopa treatment (15). However, the 
fact tha- animal studies show dopaminergic super- 
sensitivity in the mesolimbic region, despite presum- 
ably normal preneuroleptic dopamine function, sug- 
gests that supersensitivity psychosis may not be con- 
fined to schizophrenic patients. Finally, elderly 
patients and those for whom the neuroleptic has little 
therapeutic effect might be more likely to develop the 
syndrome, just as they are more likely to develop tzr- 
dive dyskinesia (11). 
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The recent interest in childhood depression has 
exacerbated the confusion about nosology of this 
disorder. The authors have attempted to synthesize 
the latest thinking of several groups working in this 
area. They present a point-by-point comparison 
between the diagnostic criteria of Cytryn and 
McKnew, Weinberg, Kovac's CDI, and DSM-III. 
There is a striking overlap between these criteria with 
minor exceptions. This comparison led the authors to 
conclude that childhood and adult diagnostic criteria 
for affective disorders are very similar, and DSM-III is 
a valid instrument for diagnosing childhood affective 
disorder. 


merican psychiatrists displayed a general lack of 

interest in affective disorders in children until 10- 
15 years ago. Until recently, the term ''childhood de- 
pression" was conspicuously absent from major 
American textbooks of child psychiatry (1, 2). The 
only exceptions were several studies of depressive 
phenomena in infancy and early childhood, usually 
associated with significant losses (3, 4). This is in con- 
trast to the European literature, which has reflected an 
avid interest in this area for over 30 years (5). By the 
1960s, there was increasing discussion about whether 
childhood depression could be considered a valid 
concept since many psychoanalytic authors stated that 
the presence of an internalized super ego was essential 
to depressive illness (6, 7). Based on this consid- 
eration, children could not have a true depressive ill- 
ness because their internalized super ego is absent or 
deficient. The 1970s witnessed a burgeoning interest in 
this disorder, and various facets of it were discussed in 
the psychiatric literature (8-12). 

Ironically, this very interest produced widespread 
controversy, especially about the nosology of child- 
hood depression. There emerged three schools of 
thought based on the views listed below. 
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]. Childhood depression is a unique clinical entity 
that requires specific diagnostic criteria which are dif- 
ferent from those used in adults. 

2. Childhood depression can be subsumed under 


x 


* 


* 


adult affective disorders and meets the same criteria : 


with slight modification reflecting developmental levels. 

3. Childhood depression cannot be considerec a 
valid clinical entity until more specific criteria are 
agreed upon. 


DIAGNOSTIC APPROACHES 


We will attempt to synthesize and analyze the con- 
vergent validity of various diagnostic approaches that 
grew out of the work of several investigators in this 
area. In 1972, Cytryn and McKnew proposed an orer- 
ational classification of childhood depression in which 
they described three types of childhood depression: 
acute, chronic, and masked (13). The acute and chron- 
ic syndromes have similar clinical features: severe im- 
pairment of the child's scholastic and social adjust- 
ment; disturbance of sleep and eating patterns; feel- 
ings of despair, helplessness, and hopelessness; 
psychomotor retardation; and occasional suicidal 
thoughts or attempts. In addition, one sees persistent 
sad affect, withdrawal, periods of agitation, and anx- 
iety. The main differences between these two cate- 
gories were in 1) duration, 2) precipitating causes im- 
mediately preceding the onset of illness, 3) premorbid 
adjustment, and 4) family history. Briefly, in acute de- 
pressive reaction one sees a recent severe trauma usu- 
ally associated with object loss, a shorter duration, rel- 


atively good functioning prior to the precipitating epi- . 


sode, and absence of gross psychopathology in close 
family members. In contrast, children with chronic de- 
pressive reaction have no immediate precipitating 
cause, their illness is of longer duration, there is a his- 
tory of marginal social and emotional adjustment usu- 
ally resulting in a rigid and/or inadequate personalty, 
previous depressive episodes and a history of affective 
illness in close family members. In masked depressive 
reaction, the depression does not manifest itself in a 
clearly recognizable form, but rather the children 
show a variety of primary emotional disorders includ- 
ing hyperactivity, aggressive behavior, psychosomatic 
illness, hypochondriasis and delinquency among cth- 
ers. The underlying depression is inferred by the pres- 
ence of depressive fantasy material and periodic dis- 
plays of overt depressive affects. 
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he tirst two categories (chronic and acute) have re- 
mained operationally valid and have proved useful in 
our research and clinical work. However, masked de- 
‘pressive reaction has proved to be a difficult and con- 
troversial clinical entity. Fortunately, several investi- 
gators have wrestled with this issue, and a consensus 


is emerging. Almost all who have studied depressed 
children find that severe depression is often associated . 


with aggressive and somatic symptoms. If the acting- 
‘out behavior predominates and the depression seems 
secondary and of lesser magnitude in the clinical pic- 
ture, the child should be diagnosed as having a con- 
duct disturbance with depressive features. This would 


* also hold for symptoms of anxiety and character dis- 


turbances. On the other hand, if the child fits the estab- 
lished criteria for a depressive disorder, that should be 
the primary diagnosis, with other diagnostic features 
stated as ancillary. In this way, the above mentioned 
symptoms would in many cases be viewed as an in- 
tegral part of the depressive picture rather than a 
mask. 

In recent years, we and other investigators (14, 15) 
became aware of the advantages of bringing diagnostic 
classifications of childhood disorders in line with the 
recent reclassification of adult affective disorders. This 
would permit a diagnostic uniformity across age 
groups, while still taking into account age-specific dif- 
ferences. In the field of adult affective disorders the 
most widely accepted classification has been the Re- 
search Diagnostic Criteria (RDC) of Spitzer and Endi- 
cott (16), which were based on the Feighner and asso- 
ciates' criteria (17). The Weinberg criteria (13) for chil- 
dren (modified by Petti) also derive from the Feighner 
and associates criteria. Recently, the RDC was incor- 
potated, with some modifications, into the third edi- 
tion of the Diagnostic and Statistical Manual of Men- 
tal Disorders (DSM-III) (19. Kovacs,! following 
Beck’s cognition theory of affective disorders, devised 
a self-rating children’s diagnostic inventory (CDI), 
based on Beck’s Diagnostic Inventory (BDI) (20). 

.À point-by-point comparison of the Cytryn. and 


 McKnew diagnostic criteria with those of Weinberg, 


CDI, and DSM-III indicates a striking overlap, with 
only minor exceptions that are mostly semantic in ori- 
gin. APP 

Table 1 presents the major features of depressive ill- 
ness and their ovérlapping distribution among the vari- 
ous criteria. The only items in which there was a strik- 
ing lack of concordance are 1) irritability, which is 
missing from all the childhood criteria but is present in 
DSM-III, 2) helplessness, which appears only in the 
Cytryn and McKnew criteria, and 3) somatic com- 
plaints and loneliness, which are missing from DSM- 
III but present in the three other sets of criteria. This 
comparison led us to the following conclusions: 


The irventory is available on request from Dr. Kovacs at the 
University of Pittsburgh Medical School. 
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TABLE 1 
Comparison of Adult with Several Childhood Diagnostic Cri 


Kovacs 
CDI 


Weinberz 


Features DSM-III McKnew Criteria 


Mood 
Dysphoria ` 
Sad 
Hopelessness 
Loss of appetite 
Sleep disturbance 
Psychomotor 
retardation 
Loss of pleasure 
Low self-esteem 
Concentration . 
decreased 
Aggressive behavior 
Suicidal - 
Disturbance 
Social 
Family 
School 
Other 
Guilt 
Loss of interest 
Somatic complaints 
Separation anxiety 
Loneliness 
Restlessness 
Sulkiness 
Loss of energy 
Irritability 
Helplessness X 
Duration ] week several 
months 


~ 


XXX  XNX XXX OO 


AS NX X XXX XXX XX XXX 
KO X X XXX KKK XXX XxXxx 


rm rem 7 


pA 9» X 


X 


KKK O XOX XXX XXX KLE Ox 


] month 1 month 


1. Childhood and adult diagnostic criteria for af- 
fective disorders are very similar. 

2. DSM-III is a valid classificatory system to assist 
the clinician in diagnosing childhood-depression. ` 

3. The Cytryn and McKnew categories of acute and 
chronic depressive reactions can be subsumed under 
the heading of major depressive disorders (DSM-III), 
with severity ranging from moderate to severe. The 
acute depressive reaction would have two other fea- 
tures (DSM-III) —''single episode,” and severe ''psy- 
chosocial stressors."'- The chronic depressive reaction 
would have as other features the DSM-III items *'re- 
current episodes” and ‘‘usually with a positive family 
history." In our present work, we are using both 
DSM-III and the Weinberg criteria, as well as the Cy- 
tryn and McKnew criteria. Preliminary results indicate 
a trend toward a significant correlation between these 
various measures. We hope also to use the CDI in the 


. future. We are using multiple criteria as suggested by 


Raskin (21) because we are still in an exploratory 
phase in the study of affective disorder in children. 
We believe that DSM-III provides a unifying frame- 
work for the diagnosis of affective disorders in adults 
as well as children. The authors of DSM-III included 
several features pertinent to children at various devel- 
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pmerNal levels. As DSM-III is used, it doubtless will 
e modified further to include more features unique to 
children. 

To examine further the convergent validity of D3M- 
. HI and the Cytryn-McKnew criteria we re-examined 
. the charts of the 37 patients on whom the original 
\ classifications were based. The sample was originally 
diagnosed as containing 12 children with acute, 1! with 
chronic, and 14 with masked depressive reactions. 
Each of the authors independently re-diagnosed each 
case using the above criteria. There was total agree- 
ment on the DSM-III diagnosis in 89% of the children. 
Of the 4 cases in which there was disagreement, 3 were 
in the masked category and 1 in the chronic. 

Of the 12 children originally diagnosed as having 
acute depressive reaction, 11 were rediagnosed by 
DSM-III criteria as having major depressive disorder, 
single episode, and 1 as having separation anxiety dis- 
order. Of the 11 children who had received the chronic 
depressive reaction diagnosis, 9 were rediagnosed as 
having major depressive disorder, recurrent, and 2 as 
having atypical depressive disorder. Rediagnoses in 
the masked depressive reaction group (N=14) were as 
follows: major depressive disorder, recurrent, N=2; 
atypical depressive disorder, N=2; shyness disorder, 
N=1; introverted disorder of childhood, N=2; and un- 
socialized conduct disorder, N=7. 


CASE REPORTS 


We will cite 3 cases that were included as clinical 
examples in our 1972 paper (13) to illustrate our re- 
vised diagnostic approach. 


Case I. Alan, a 12-vear-old boy, was referred by school 
authorities because of his disruptive behavior, hyperactivity, 
aggressive behavior, poor scholastic performance, and mar- 
ginal social adjustment. When first seen, Alan manifested a 
very depressed mood and was apathetic and sad. His self- 
esteem was very low, and his fantasies were replete with 
themes of violence, explosions, and death. Following his 
hospitalization, the overt signs of depression quickly gave 
way to aggressive and impulsive behavior. 

Originally Alan was diagnosed as having masked depres- 
sive reaction. One of us reclassified this case as ‘‘atypical 
depressive disorder’? and another as "undersocialized con- 
duct disorder.” The latter DSM-III diagnosis was agreed up- 
on after scrutiny of the records revealed that the overt de- 


pressive episodes were rare and of short duration (a few. 


hours to 1-2 days). 


Case 2. Carla, a 7-year-old girl, was referred on an emer- - 


gency basis because of severe depression. Her symptoms 
had lasted for 7~8 months and included depressed mood, in- 
somnia, anorexia, weight loss, screaming episodes, and fre- 
quent suicidal threats. These symptoms have existed on sev- 
eral occasions prior to the present referral and usually lasted 
2-5 months. At the time of admission, Carla appeared under- 
nourished and small for her age. Sad facial expression, with- 
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drawal, apathy, lack of spontaneity, and psychomotor, poar- 
dation were the most striking features of her behavior, 

She was originally diagnosed as having ''chronic dépres- 
sive reaction."' One of us rediagnosed her as having ‘“‘chrons 
ic depressive disorder” and another as having ''majór de- 
pressive disorder, recurrent." Despite the pervasive nature 
of Carla’s illness, we decided on the latter DSM-III diagnosis 
after reviewing a follow-up evaluation, 4 years after her hos- 
pitalization. At that time it became clear that Carla had 
symptom-free periods, one of which lasted almost 2 yeers, 
between the depressive episodes. 


Case 3. Betsy was referred at the age of 6 years because of 
progressive withdrawal, sadness, insomnia, anorexia, and 
separation anxiety that interfered with all social activities. 


These symptoms appeared shortly after Betsy’s 17-year-old. 


sister was raped 3 months before the referral. This sister had 
served as a mother substitute to Betsy, but following the in- 
cident, she became withdrawn, preoccupied, and less atten- 
tive to Betsy. Before this illness, Betsy had exhibited no 
signs of depression and had a reasonably good social and 
scholastic record. At the time of admission, Betsy’s mood 
was markedly depressed, as evidenced by a sad and teazful 
facial expression, slowness of movement, monotone voice, 
and verbal expressions indicating hopelessness and despair. 
Betsy improved markedly after several weeks. After dis- 
charge, she was followed for 2 years, during which time she 
maintained her gains and behaved much as she had before 
the onset of her symptoms. 

There was a general consensus that Betsy, previously 
diagnosed as having an ‘‘acute depressive reaction of child- 
hood," fits well into the DSM-III category of ‘major depres- 
sive disorder, single episode."' 


CONCLUSIONS 


Our experience, which now includes several hun- 
dred children with affective disorders who were seen 
in both research and clinical settings, has confirmed 
several observations that we have reported previously 
(12). Psychotic depression and ''chronic depressive 
disorder'' (depressive personality) are rare before ado- 
lescence. Manic disorders are also rare before adoles- 
cence, but hypomanic states do occur in latency-age 
children. 

Most investigators stress that the diagnosis of de- 
pressive disorders should be based on information de- 
rived from many sources—the child, parents, and 
teachers or other important figures in the child's life 
(2). However, our own experience, as well as that of 
other investigators, indicates that there are often dis- 
parities between the material gathered from the child 
and that from the other sources. This phenomenon has 
probably contributed as much to the controversy sur- 
rounding childhood depression as has the lack of uni- 
form diagnostic criteria. Although data from ancillary 
sources is important, we agree with investigators of 
adult affective disorders that the patient remains the 
major source of information (2). 


{ 


"undis Seno, 
Am J Psychiatry 137:1, January 1980 








CYTRYN, MCKNEW, AND BL NNEY 


Poznanski E, Zrull JP: Childhood depression: clirical character 

istics of overtly depressed children. Arch Gen Psychiatry 

23:815, 1970 . 

. Malmquist CP: Depressive phenomena in childrea, in Manual of 
Child Psychopathology. Edited by Wolman BB. New York, 
McGraw-Hill, 1972 

12. McKnew DH, Cytryn L, Efron A, et al: Offspring of patients ^ 


‘We hope that universal acceptance of DSM-III asa 10. 
basis'for diagnosing affective disorders in children will 
dispel the present nosologic confusion and simplify re-  , 
eearoh and clinical work in this area. Diagnostic uni- 

* formity would allow for valid comparison among stud- 
ies*of various investigators concerning affectively ill 


with affective disorders. Br J Psychiatry 134:14&-152, 1979 


people of all ages. 13. Cytryn L, McKnew DH: Proposed classification of childhood 
* depréssion. Am J Psychiatry 129:149-155, 1972 
14. Kovacs M, Beck AT: Àn empirical-clinical appreach towards a 
REFERENCES definition of childhood depression, in Depressior in Childhood: 
| Diagnosis, Treatment and Conceptual Models. Edited by Schul- 
. Kanner L: Child Psychiatry (1st ed). Springfield, I1, Charles C terbrandt J, Raskin A. New York, Raven Press, 1977 
Thomas, 1947 15. Puig-Antich J, Blau S, Marx N, et al: Prepuberta major depres- 
. Pierson GM: Emotional Disorders of Children. New York, WW sive disorder. J Am Acad Child Psychiatry 17:695-707, 1978 
Norton & Co, 1949 16. Spitzer L, Endicott J, Robins E: Research diagnostic criteria. 
. Annell AL: Depressive States in Childhood and Adolescence. Arch Gen Psychiatry 35:773-782, 1972 
Stockholm, Almquist & Wikell, 1972 17. Feighner JP, Robins E, Guze SB, et al: Diagnostic criteria for 
. Bowlby J: Attachment and Loss, II: Separation. New York, use iri psychiatric research. Arch Gen Psychiatry 26:57-63, 1972 
Basic Books, 1973 18. Weinberg WA, Rutman J, Sullivan L, et al: Depression in chil- 
. Spitz RA: Anaclitic depression. Psychoanal Study Child 2:313- dren referred to an educational diagnostic cemter. J Pediatr 
341, 1946 83:1065-1072, 1973 
. Rie HE: Depression in childhood: a survey of some pertinent 19. American Psychiatric Association: Diagnostic and Statistical 
contributions. J Am Acad Child Psychiatry 5:653-585, 1966 Manual of Mental Disorders, 3rd edition (draft . Washington, 
. Rochlin G: The loss complex. J Am Psychoanal Assoc 7:299- DC, APA, 1978 
316, 1959 20. Beck AT, Beamesderfer A: Assessment of depression: the de- 
. Ling W, Oftedal G, Weinberg W: Depressive illness in child- pression inventory, in Psychological Measurements in Psycho- 
hood presenting as severe headache. Am J Dis Child 120:122- . pharmacology, Modern Problems in Pharmacopsychiatry, vol 
124, 1970 7. Edited bv Pichot P. Basel, Switzerland, Karger, 1974 
. Weinberg WA, Rutman J, Sullivan L, et al: Depression in chil- 21. Raskin A: Depression in children: fact or fallacy. in Depression 


dren referred to an educational diagnostic center: diagnosis and 
treatment. J Pediatr 83:1065-1072, 1973 


in Childhood. Edited by Schulterbrandt JG, Raskin E. New 
York, Raven Press, 1977 


hou m om 
Am J Psychiatry 137:1, January 1380 





eathing the Present State Examination in America | ^ 


b BY RICHARD E. LURIA, M.D., AND ROBERT BERRY, M.A. 


"x 


\ | | | . 


The Present State Examination (PSE) has gained 
increasing acceptance in psychiatric research. As with 
any clinical method, its usefulness rests not only on its 
reliability and pertinence but also on how successfully 
it can be taught. Its teachability is particularly 
important for American-trained clinicians, given the 
wide aifferences between Anglo-European and 
American clinical practices and the fact that the PSE 
developed from Anglo-European clinical concepts and 
techniques. The authors report that by means of 
préliminary phenomenological training and formal 
PSE demonstrations and supervised interviews, the 
PSE can be readily learned by diverse American- 
trained clinicians with interrater reliability 
comparable to that of British and European clinicians. 


he Present State Examination (PSE) (1-3) is the 

most thoroughly developed structured mental stat- 
us interview schedule. It has been used in large-scale 
international studies (4-7) and in smaller studies both 
here and abroad (8-15). In all of these studies, reliabil- 
ity has been remarkably good. 

The PSE is not a test but a guide to structuring the 
clinical interview (1-3). In terms of the item content, 
symptom definitions, and interview technique, the 
PSE represents a crystallization of the Anglo-Euro- 
pean clinical-descriptive tradition, much influenced by 
the phenomenological approach of Jaspers (16) and 
Schneider (17). Learning the PSE therefore entails 
learning the clinical tradition upon which it is based. 
For example, in the World Health Organization's In- 
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ternational Pilot Study of Schizophrenia, the partici- 
pating centers most influenced by the European phe- 
nomenological tradition (e.g., London and Prague) 
produced results most comparable with the PSE (18); 
on the other hand, disparities in results were greatest 
in those centers least influenced by this tradition (e.g., 
Washington and Moscow) (19)... 

Wing and colleagues (3) have emphasized that the 
research value of the PSE rests not only on its high 
reliability but also on the degree to which it can be 
taught to clinicians from widely different backgrounds. 
In most of the studies on teaching the PSE, however, 
the students have been British and European psychia- 
trists (3, 20). Given the wide differences between An- 
glo-European and American clinical practices and the 
fact that the PSE is inherently tied to the European 
clinical tradition, the question of its teachability is of 
particular importance for its use by American-trained 
clinicians. 

In this article we address the question of whether 
the PSE can be successfully taught to diverse Ameri- 
can-trained clinicians unfamiliar with the PSE and An- 
glo-European clinical methods. 


METHOD 
Student Selection and Teacher 


The students selected for PSE training included four 
clinical research psychologists and four psychiatrists. 
The psychiatrists had trained in diverse areas of the 
country— New York, Rochester, N.Y., Chicago, and 
Kansas City. The teacher (R: E.L.) was a Board-certi- 
fied psychiatrist, trained in Anglo-European clinical 
methods, with nine years of clinical and five years of 
PSE experience. 


Training Stages 1 


As Wing and associates (3) emphasized, the best 
methods to teach the PSE are unknown. We therefore 
used procedures similar to those used to train British 
and European psychiatrists (14, 15, 20). In contrast, 
however, formal training in the PSE was preceded by a 
preliminary phase designed to familiarize the students 
with the Anglo-European concepts and method of ex- 
amination incorporated in the PSE. 

This method of examination focuses on defined 
symptoms and signs, many of which may be unfamiliar 
to American-trained clinicians (such as Schneider's 
first-rank symptoms) (17). We feel that teaching such a 
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method entails three requisites: 1) a glossary of symp- - 


tom dnd sign definitions, 2) repeated illustrations of 
these:with clinical examples, and 3) concomitant dem- 
al eig of the method stressing observation over 


"inference, and direct questioning and cross-examina- 


tion needed to elicit such phenomena. 

To fulfill these requisites, the preliminary phase con- 
sisted*o? weekly teaching rounds over a six-month pe- 
riod during which.the students observed and partici- 
paéed in the unstructured examination of the mental 


* status of patients manifesting a wide variety of mental 


abnormalities. Discussions of findings clarified the 
meanings of psychopathological terms in the context 
of having just observed the phenomena. 

The formal stages of PSE training began during the 
last three months of the preliminary phase, as follows: 

]. Reading about and discussing the content and 
principles of the PSE; 

2. Rating a series of 13 videotaped teacher-conducted 
PSE interviews (using the Medical Research Council 
schedule, eighth edition) and discussing the ratings; 

3. Rating a series of 12 live student-conducted PSE 
interviews followed by a discussion. The students ro- 
tated so that all had the opportunity to interview, while 
the remaining students and the teacher observed. To 
allow the observers’ ratings to be somewhat inde- 
pendent of the interviewer's conduct of the examina- 
tion, when the interviewer reached the end of a section 
or a cutoff point each of the observers, in an assigned 
order, was allowed to question the patient concerning 


items ir that section which the observer felt needed 


further exploration. If the interviewer elected not to 
proceed past a cutoff point, the observers could ques- 
tion the patient about items beyond the cutoff. Con- 
versely, if the interviewer proceeded past a cutoff, the 
observers could elect to stop at the cutoff. 

The interviewer was not permitted to change his rat- 
ings after an observer questioned the patient. Observ- 
ers were not permitted to change their ratings of items 
after other observers questioned the patient about 
those items. However, if an observer had not vet rated 
an item, planning to question the patient personally, 
the observer could rate that item based on response 
elicited by other observers. The teacher was always 


- the last observer to question the patient. Thus, al- 


though the ratings of the student-observers could be 
influenced by one another as well as by the inter- 
viewer, the student-interviewer could be influenced by 
no one, and none of the students could be influenced 
by the teacher. ; 

The PSE training sessions were held once to twice a 
week over four months. A shorter, more intensive pe- 
riod was precluded by scheduling difficulties. 


Patient Selection 


The patients interviewed with the PSE were all new- 
ly admitted and had functional psychiatric disorders. 
They manifested a sufficiently wide variety of psycho- 
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TABLE 1 i 
Demographic Characteristics of the Teacher-Interviewed and Student- 
interviewed Groups TL > - 


Teacher-Interviewed | Student-Irterviewed 


Item Group (N = 13) Group (N= 12) 
Age (years) — 

Mean 26.9 32.3 

SD 9.8 12.1 

Range 18-51 ` 20-60 
Sex i 

Male 7 1 

Female 6 5 
Race 

Black 5 5 

White 8 7 
Marital status 

Single 8 6 

Married? 5 6 
Education (years) 

Mean 11.9 12.1 

SD 2.4 2.7 


"Includes separated, divorced, and widowed. 


pathological features to examine all aspects of the 
PSE, and they provided a wide range of difficulty in 
interviewing. There were no significant demographic 
differences between the teacher-interviewed and stu- 
dent-interviewed groups (see table 1). 

A measure reflecting the difficulty of interviewing, 
the ''quality of interview” score, described elsewhere 
(10), showed no significant differences between the 
teacher-interviewed and student-interviewed groups. 
It also showed that the patients in the entire training 
series presented a median and range of difficulty in in- 
terviewing comparable to that found in a consecutively 
admitted group of patients described elsewhere (10).! 


Methods of Assessing Agreement 


We examined interrater agreement between stu- 
dents and teacher, and among the students as a group 
separately for the videotaped teacher-conducted inter- 
views and the live student-conducted interviews. We 
considered the former a reflection of how weli the stu- 
dents learned the symptom definitions and scoring 
conventions, and the latter a reflection of how well the 
students mastered the technique of interviewing in- 
tegrated with the symptom and scoring conventions. 

We studied interrater agreement at four levels of 
data analysis: the use of cutoffs, key symptoms of di- 
agnostic importance (N=20), sections of psycho- 
pathological phenomena (N=19), and overall syn- 
drome classification. We chose these levels of data 
analysis because they play an important rcle in our de- 
scription and diagnosis of patients. 

The 20 key symptoms included those of Feighner 


and associates (21) that define affective disorders, 


‘These comparisons were based on the teacher's ratings. The 
"quality" score is an ordinal measure with a skewed distribution. 
Therefore the nonparametric median test was usec for statistical 
comparisons. 
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Schndider’s first-rank symptoms, and phenomena sug- 


A of psychosis, such as delusions or hallucina- 


tons of any type, and various bizarre behaviors. A de- 
tailed list of these symptoms, along with the way they 
were defined in terms of PSE items, and the construc- 


tion of the 19 sections of psychopathological phenome- - 


na that together give a descriptive profile, have all 

een described previously (10). In addition, we used a 
set of rules, developed from work prior to this study 
(10), to classify the profiles into eight syndrome cate- 
gories: major depression, mania, mixed manic-depres- 
sive syndrome, schizo-affective-depressed, schizo-af- 
fective-manic, schizophrenia, neurotic personality 
syndrome, and unknown. 

The statistics used to express the degree of agree- 
ment were: 

1. The overall percent agreement for the agreement 
between the teacher and the student group in the use 
of cutoffs; 

2. The kappa coefficient (22) for the agreement be- 
tween each student versus teacher on the key symp- 
toms and the intraclass correlation coefficient (ICC) 
for nominal data for the interrater reliability of each 
key symptom among the students; 

3. The Pearson coefficient for the correlation of the 
scores of individual students with those of the teacher 
in each psychopathological section and the ICC for or- 
dinal data for the interrater reliability of each psycho- 
pathological section among the students; and 

-4, The generalized kappa coefficient (23) for the 
agreement among all raters (teacher and students) on 
syndrome classification. 

Two raters missed several training sessions because 
of scheduling conflicts; their ratings were therefore 
omitted from the following statistical analyses. 


RESULTS 


There was excellent agreement between the student 
group and the teacher in the use of the 24 interview 
cutoff points in both the teacher-conducted and stu- 
dent-conducted interviews. The mean percent agree- 
ment (SD) across all cutoff points was 96.7+4.1 for 
the teacher-conducted series and 96.4+5.5 for the stu- 
dent-conducted series. When differences did occur, 
the raters who continued past a cutoff rated few or 
no items beyond the cutoff positively, resulting in 
negligible differences in section scores. 

There was also excellent agreement between each 
student and teacher on the key symptoms of diagncstic 
importance. In both the teacher-conducted and stu- 
dent-conducted series, for each of the 20 key symp- 
toms there was either agreement in all cases between 
each student and teacher or agreement in all but one or 
two cases. The one exception was the symptom con- 
cerning bizarre behaviors (including | affect and 
speech), for which there was poor agreement in both 
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TABLE 2 
Kappa Agreement Between Each Student and Teacher on the2@ Key 
Symptoms 


Live Student- ] ' 
Conducted Interviéws 


Videotaped Teacher- 
Conducted Interviews 


Number of Number of 
Student Median« «x Values = 0.70% Median« xValues = 0.70* 
i .84 14 81 15" 
2 .93 15 .82 14 
3 .82 12 1.0 15 
4 1.0 15 .80 14 ^ 
5 .73 10 .82 15 
6 .92 12 1.0 15 


“Except for symptom 18, bizarre behaviors, all symptoms with kappa values 


below 0.70 had skewed distributions, so that a disagreement about one or two 
cases dropped the kappa value greatly. 


the teacher- and student-conducted series. Table 2 
shows the high median kappa coefficients of agreement 
for each student versus teacher across key symptoms. 

The interrater reliabilities of the key symptoms 
among the students were generally quite good. The 
median ICCs across all symptoms in the teacher- and 
student-conducted series were 0.82 and 0.84, respec- 
tively. For only 2 of the 20 key symptoms was reliabil- 
ity clearly poor: agitation or retardation (0.64 and 0.48) 
and bizarre behaviors (0.28 and 0.36). 

At the more global level of psychopathological sec- 
tions, the section scores of each student correla:ed 
with those of the teacher equally well in the teacher- 
and student-conducted series of interviews. Thirteen 
of the 19 sections of psychopathological phenomena 
are primarily symptomatological, and 6 are solely oe- 
havioral. In the symptomatological sections the medi- 
an correlation of each student with the teacher was oe- 
tween 0.96 and 0.98 in the teacher-conducted series 
and between 0.96 and 0.99 in the student-conduc:ed 
series. Almost all correlations were above 0.80. In zhe 
behavioral sections the median correlations were 
lower—between 0.77 and 0.92 in the teacher-con- 
ducted series and between 0.70 and 0.88 in the student- 
conducted series. Many correlations were below 0.80. 

The interrater reliabilities of the primarily symptom- 
atological sections were consistently cuite high among 
the students (in both the teacher- and student-con- 
ducted series the median ICC across all sections v/as 
0.94, and all ICCs but one were above 0.87), whereas 
those of the behavioral sections were not (median ICC 
was 0.72 in the teacher-conducted series and 0.67 in 
the student-conducted series). 

Figure 1 displays psychopathological profiles char- 
acterizing two patients, one about whom there was :he 
best interrater agreement in the entire training series 
(teacher- and student-conducted interviews) and one 


about whom there was the worst. Since the degree of 


agreement about the remaining patients fell between 
these two extremes, this figure graphically illustrates 
the range of agreement obtained. 

Table 3 shows the excellent agreement among all 
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FIGURE 1 
PSP Psychopathological Profiles of the Patient with the Best Interrater Agreement and the Patient with the Worst Interrater Agreement 
. P 
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Worst interrater agreement Phenomenological Class: Mania (5 rater profiles), 

AG schizo-affective mania (2 rater profiles) 
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*A=anxiety; N=associated neurotic symptoms; D-depression; I-loss of interests and concentration; DD=depressive delusions; H:Eypomania, hyper- 
activity; DP=depersonalization and perceptual disorders; AH=auditory hallucinations; DC=delusions of control, subjective experience of disordered 
thought; FR=first-rank symptoms; RPD=referential and persecutory delusions; GD- grandiose delusions; OHD=other hallucinations and delusions; R=psy- 
chomotor retardation; E=excitement, agitation; CB=catatonic and bizarre behavior; S=irritability and suspiciousness; B=blunted, inappropriate, incon- 


gruous affect; In=incomprehensibility of speech. 


raters at the final level of data analysis—syndrome 
classification. In both teacher- and student-conducted 
interviews there was comparable agreement, as re- 
flected by the respective generalized kappas of 0.92 
and 0.96. 


DISCUSSION 


The teacher-conducted interviews represent an in- 
terviewer/observer design to test reliability. The. high 
agreement levels in these interviews is strong evidence 
that the PSE symptom definitions and scoring conven- 
tions can be well learned. Helzer and associates (24) 


confirmed this interpretation in their recent methodo- 
logical review of reliability studies of the psychiatric 
interview. 

The student-conducted interviews represent a modi- 
fied interviewer/observer design in that observers 
were allowed to make their own inquiries. This meth- 
od therefore permitted the observers some independ- 
ence from the interviewer's conduct of the examina- 
tion. This was especially true for the teacher in his role 
as an observer. He had had extensive experience with 
the PSE and an established interview style and stan- 
dards of judging the presence and severity of symp- 
toms. According to Fleiss (25), these features of an ob- 
server tend to maximize his or her independence from 
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Syndrome Agreement Among All Raters (Based on PSE Profiles) in Videotaped Teacher-Conducted and Live Student-Conducted Intervie%s 


Number of Syndrome Ratings 


A 


Mixed : . ; * 
Major Manic- = Oe Re. Neurotic 
Patient Depression Mania Depression Depressed Manic Schizophrenia Personality Unknown 
Teacher interview? 
1 7 . 
2 7 
3 7 
4 7 . 
5 6 1 
6 7 
7 7 
8 7 
9 7 
10 5 2 
11 7 
12 7 
13 7 
Student interview 
1 gi 
2 7 
3 7 
4 7 
5 7 
6 T 
7 7 
8 fi 
9 2 5 
10 7 
11 7 * 
12 7 


3 Generalized «=0.02, 
"Generalized «0.96. 


an interviewer's conduct of an examination. There- 
fore, the comparably high agreement in the student- 
conducted interviews, particularly between each stu- 
dent and teacher, suggests that the interview tech- 
nique integrated with the symptom and scoring con- 
ventions can also be well learned. ! 

The generally high reliability of the key symptoms is 
of interest because so many of them are used in cur- 
rent sets of diagnostic criteria—those of Feighner and 
associates (21), the Research Diagnostic Criteria of 
Spitzer and associates (26), the Catego program (3), 
DSM-III (27), and ICD-9 (28). An important implica- 
tion is that the PSE provides a sufficiently rich mental 
status description which, combined with historical 
data, allows the application of multiple sets of diagnos- 
tic criteria. We believe this is an important advantage 
because the relative reliability, validity, and utility of 
different diagnostic definitions can be compared. 

As in other studies (2, 4, 10), abnormalities of be- 
havior and expression were less reliably recognized 
during mental status examination than were abnormal- 
ities of conscious experience (i.e., symptoms). Re- 
cently Abrams and Taylor (29) specifically studied the 
reliability of abnormal behavior and expression ob- 


served during mental status examination. The reliabil- - 


ity that they reported at all levels of data analysis was 
. less than the reliability of symptomatological phenom- 
ena reported here. 


The excellent agreement on syndrome classification 
demonstrates that our rules for classifying psycho- 
pathological profiles used reliable elements of the men- 
tal status examination. Serious disagreement occurred 
in only 2 of the 25 cases. These involved distinguishing 
schizo-affective syndromes from affective and schizo- 
phrenic syndromes. Since schizo-affective disorder is 
defined by a mixture of schizophrenic and affect ve 
features, this is not surprising; it is a common problem 
in ordinary clinical practice. 

Our purpose, however, is not so much to confirm 
that PSE data are highly reliable or to advance our 
methods of constructing and classifying reliable psycho- 
pathological profiles. Rather, we want to point out that 
the PSE can be successfully taught to diverse Ameri- 
can-trained clinicians. Moreover, with preliminary 
phenomenological training, they can achieve a level 
and pattern of reliability comparable to that of British 
and European clinicians trained in the PSE. 
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Psychiatrists’ Transition from Training to Career: Stress and. 
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.BY JOHN G. LOONEY, M.D., RICHARD K. HARDING, M.D., MARK J. BLOTCKY, M.D., 


AND F. DAVID BARNHART, "MLA. 


Although the development of psychiatric residents has 
been studied extensively, continuing changes in 
psychiatrists after graduation from training have not. 
The authors present results of a survey research study 
of 263 psychiatrists recently graduated from a wide 
variety of training programs. The psychiatrists 
reported alarming symptoms of stress during this 
period, yet they used effective coping mechanisms and 
perceived themselves as increasing in growth, 
mastery, and confidence. Their overall contentment 
_with their personal and professional lives was high. 
The most effective coping mechanisms were those 
involving the establishment of support systems with 
loved ones. 


T he development of psychiatric residents has been a 


subject of considerable interest. Many authors 
have described such important issues as the identity- 
stressing and identity-modifying processes within the 
residency, residents' identification with powerful 
teachers, the precipitation of emotional distress in 


some residents, the coping mechanisms they use, and. 


the outcome of training (1-9). However, the study of 
the psychiatrist's development does not often range 
beyond the end of training. In this report we will pre- 
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sent research data elucidating the process of adapta- 
tion during the first years of professional life. 

Several different lines of study have suggested that , 
the post-residency experience might be the focus of 
rewarding investigation. Publications by Marmor and 
associates (10) and Rogow (11) have outlined the pro- 
fessional activities of psychiatrists already established 
in practice. The latter work described psychiatrists’ 
belief systems and sources of career satisfaction, but 
the process of settling into practice and into new living 
patterns was not the focus of either work. The docu- 
mentation by Rahe (12) and by Paykel and associa:es 
(13) of correlations between high degrees of life change 
and vulnerability to physical and emotional illness 
raises the issue that new psychiatrists may be at risk 
when they experience massive changes during the first 
postresidency years. The important works of Erikson 
(14), Levinson (15), Gould (16, 17), and Vaillant (18) 
have described important developmental processes as 
continuing throughout adulthood, but none of these 
authors described particular developmental hurdles 
that may be experienced by psychiatrists after they 


have left the crucible of the training program. 


Important questions need to be asked about this pe- 
riod of transition. How stressful are psychiatrists’ pro- 
fessional and personal lives during the period follow- 
ing the end of training? Which coping mechanisms end 
support systems are particularly helpful to those who 
master stress? What is the overall level of life con- 
tentment of these professionals? What factors discrim- 
inate psychiatrists who experience high levels of con- 
tentment from those who experience low levels of con- 
tentment? In this paper we will attempt to answer such 
questions by analyzing the results of a survey eliciting 
the experience of graduates of a broad spectrum of 
training programs. 


METHOD 
Subjects 


Our subjects were 263 psychiatrists who had finished 
training 1-3 years before completing the question- 
naire. Sixty-seven percent had completed training 
within the preceding year. The modal age was 32 years 
(range, 27-62). Eighty-two percent were men. Twenty- 
eight percent were foreign medical graduates. Seven- 
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` ty-nine percent were married, 13% were single, and 
8% wefe separated or divorced. 


r Procedure 
* 


« The training directors of all general psychiatric resi- 
deney programs in the United States were asked to 
supply the names of graduates for the preceding 3 
years (the directors’ response rate was 77%). From the 
list of names obtained in this way we separated gradu- 
ates on the basis of the type of program from which 

* they had graduated (community mental health, state, 
private, university, Veterans Administration, or mili- 
tary). A table of random numbers was then used to 
Select 500 psychiatrists to whom a questionnaire 
would be sent. We analyzed the 263 questionnaires 
(the psychiatrists’ response rate was 53%) we received 
by a specified date. There was no significant difference 
in resporise rate from either training directors or sub- 
jects with regard to type of program. 

Each questionnaire required a total of 218 forced- 
choice responses. The first section of the cuestion- 
naire elicited demographic information; the second, in- 
formation about the respondents' training programs. 
The third section contained a series of attitude phrases 
to be rated on a Likert scale, reflecting the respond- 
ents' perceptions of their transition experience from 
the perspectives of intrapersonal experience, family 
relationships, and professional and social relation- 
ships. Also in this section was a series of questions 
about the number and types of physical symptoms of 
illness as well as stressful experiences with regard to 
marriage, sex, and social relationships. The psychia- 
trists were also asked in this section to rank the ef- 
fectiveness of a lengthy list of coping strategies. A final 
section contained questions eliciting the respondents’ 
overall difficulty with the transition period as well as 
satisfaction with their current life status. 

One method of analyzing the data was to rank-order 
responses to questions in the different sections of the 
questionnaire with regard to the statements with which 
the respcndents most strongly agreed. We enalyzed 
these rank orders for the total sample and by com- 
paring the responses by respondents with different de- 
mographic characteristics and from different types and 
sizes of training programs. Another method of analyz- 
ing the data was to compute correlations between item 
responses and two outcome criteria, which were 1) the 
respondents’ perception of the dégree of difficulty of 
the transition period and 2) contentment with current 
life status and professional activities (overall con- 
tentment). 

In some instances items in a number of individual 
categories were combined to create predictor variables 
to correlate with the above outcome criteria. These 
groups of predictor variables were 1) the ratio cf posi- 

` tive to negative statements about the respondents’ atti- 
tudes toward the various facets of their lives, 2) a com- 
posite score with regard to physical illness and sexual, 
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marital, and social problems, and 3) coping mecha- 
nisms grouped because of similar effect (fo^ example, 
coping by attachments to various loved ones). 


RESULTS 


The psychiatrists noted substantial problems during 
the transition period: 7396 experienced anxiety as a 
problem ranging from moderate to incapacitating, 58% 
experienced depression to a similar degree. The per- 
centage of respondents who experienced cther prob- 
lems at a moderate or greater level of stress was as 
follows: stress about Board examinations, 6695, diffi- 
culties with patients, 47%, stress in marr:age, 45%, 
stress about a change in friends, 40%, st-ess about 
moving, 39%, sexual problems, 28%, concerns about 
health, 26%, significant sleep disturbances, 24%, ma- 
jor weight changes, 23%, significant physical illness, 
15%, and separation or divorce, 14%. 

The subjects were asked to rate their agreement or 
disagreement with a series of 24 summary attitudinal 
statements. Despite the clear stresses noted above, 
they reported high levels of overall feelings of personal 
growth, mastery, maturity, support by lovec ones, and 
happiness to be out of training. The most strongly sup- 
ported statements were 1) I have growing :eelings of 
mastery and confidence, 2) My own personal stan- 
dards are.the most important yardstick for my happi- 
ness, 3) Every month I continue to grow, 4) My loved 
ones are behind me, 5) I surely made the propér 
choice, 6) I now feel quite mature, and 7) It feels great 
to be out of training. 

Clearly, the subjects felt stressed, but they ex- 
pressed overall feelings of mastery and confidence. 
This positive adaptation to stress was elaborated in the 
coping mechanisms noted as either very hel»ful or ex- 
tremely helpful. In decreasing order of cccurrence 
they were 1) emotional support from spouse or other 
loved one, 2) play and recreation, 3) ad hoc consulta- 
tion with colleagues, 4) relationships with professional 
peers, 5) vacation or time off, 6) reading, 7) creative 
activities, 8) hobbies, and 9) exercise. 

All 26 coping mechanisms were grouped according 
to the type of support they offered. Support by triends 
and loved ones, for example, typified an attachment 
dimension. Other groupings were professional (e.g., 
consultation with colleagues and contact with an aca- 
demic institution), social, creative, and athletic, and 
regressive mechanisms (taking time off, judicious use 
of alcohol or tranquilizers). Among these zroups, at- 
tachments to loved ones and attachments to profes- 
sional colleagues were most important. 

The respondents were asked to rate, on a scale rang- 
ing from not at all to extremely, their perception of the 
difficulty of transition from training to career. The total 
sample rated the process from slightly to moderately 
difficult (2.2 on a 5-point scale, SD=1.04). The follow- 
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ing variables were most effective in predicting difficulty 
with the process of transition: difficulty with career 
choice (gamma —.43), stress related to sexual problems 
(gamma=.41), a high composite score in sexual-social- 
marital and physical illness problems (gamma=.38), 
stress related to change of friends (gamma=.37), a 
high ratio of negative to positive attitude statements 

~(gamma=.35), psychotherapy during training (gam- 
ma-.29), a low score on overall contentment (gam- 
ma=.29), infrequent support from spouse or loved one 
(gamma- .21), being male (gamma -.18), and not being 
a foreign medical graduate (gamma=.17). Being a for- 
eign medical graduate and not having had psychother- 
apy were positive features. 

. The respondents answered the following four sum- 
mary questions assessing overall contentment: 1) How 
happy are you with your career choice? 2) How happy 
are you with your life now? 3) How happy are you with 
the quality of your work now? and 4) How happy are 
others with the quality of your work now? These re- 
spective scores were highly intercorrelated (r—.89). 
We combined the four answers to derive an overall con- 
tentment score. The total sample rated themselves as 
between moderately and very happy (3.7 on a 5-point 
scale, SD=.59). The following variables were most ef- 


fective in predicting overall contentment: a high ratio. 


of positive to negative attitude statements (gam- 
ma-.52), frequent support of spouse or loved one 
(gamma=.44), little stress related to change in friends 
(gamma=.38), current professional activities consid- 
ered permanent career direction (gamma-.37), a 
larger variety of training opportunities available in 
residency (gamma=.30), little difficulty with the transi- 
tion experience (gamma=.29), stable location (gam- 
ma=.26), little difficulty in choosing career direction 
(gamma=.22), being a foreign medical school graduate 
(gamma=.19), and low composite sexual-social-mari- 
tal and physical illness problem score (gamma=.19). 
Being a foreign medical school graduate worked 
against overall contentment in contrast to the other de- 
pendent variable. Having had psychotherapy had no 
relationship with overall contentment. 


DISCUSSION 


The psychiatrists who returned our questionnaire 
described serious stress during the transition period, 
yet they also expressed feelings of growth, mastery, 
and confidence. They used a wide variety of coping 
maneuvers with apparent effectiveness. These coping 
mechanisms were usually relationship-oriented; when 
isolating maneuvers were used, they were of a relaxing 
or recreational nature—activities such as athletics or 
taking vacations. That these adaptational mechanisms 
appear to have worked is reflected in the finding that 
these psychiatrists described the transition experience 
as only slightly or moderately difficult and described 
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high levels of overall personal and professional don- 
tentment. The psychiatrists who noted increased diffi- 
culty with the period of transition and diminished con- 
tentment had difficulty in other areas of their tivds, and 
one important discriminating factor seems tó have 
been their inability to seek or use support from other 
people. They appeared to be more isolated. 
Graduates of different types of programs were simi- 
lar in their perceptions of the difficulty of transition 
and overall contentment. There were similarities ig re- 
sponses by psychiatrists with different demographic 
characteristics, but foreign medical graduates, al- 
though they reported less difficulty with the transition 
process, were much less content. Our results do nof 
support the assertion by Benedek and Poznanski (in 


` an unpublished 1976 paper) that women have more dif- 


ficulty during this transition period. The findings re- 
garding the effect of having had psychotherapy during 
training are confusing and warrant further study. Our 
study demonstrates that psychiatrists who were out of 
training for 2-3 years were less stressed and more zon- 
tent than those who had graduated more recently. 

This study presents some practical implications for 
training. First, residents would do well to pick a train- 
ing program on the basis of the breadth of the learning 
opportunities it offers rather than its type because pro- 
gram breadth correlated with later contentment. Some 
structured type of preparation for Board examinations 
might help ameliorate thé severe anxiety reported by 
the subjects about this stressful hurdle. Perhaps most 
impor-ant to emphasize with residents is the value of 
establishing the solid personal anchors of stable, nur- 
turing relationships with friends and loved ones. 

Several interesting questions can be asked frcm a 
research perspective. How much difficulty does the re- 
cently graduated resident experience in choosing the 
particular constellation of professional activities that 
constitute the direction his or her career takes? Were 
there relationships with mentors or particular learning 
opportunities during training that made the process of 
choosing postresidency pursuits less difficult? What 
levels of life change do psychiatrists in the process of 
transition sustain? We are correlating life-change 
events for a large sample of young psvchiatrists with 
the variables used in this study. Particularly inter- 
esting will be an assessment of the effects of different 
levels of life change in occupational, marital, social, 
and other areas. : 

The role of personal therapy is another important 
area for study. In another report we will compare re- 
spondents who had therapy during training (50%) with 
those who did not. A more detailed comparison of the 
foreiga and nonforeign medical graduates needs to be 
made. It should be noted that our subjects were as- 
sessed at one particular period in their lives. More use- 
ful, perhaps, might be an intensive longitudinal study 
of the early years of career development. Information 
derived from both a cross-sectional and a longitudinal 
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| perspective would greatly enhance our level of knowl- 
edge about this important period in the lives of psychi- 
atrists. 

Our findings are consistent with those of investiga- 
tors wHo have examined other aspects of the process 
of adult development. Denford (19) studied general 
practitioners changing from training to career and 

. noted that these physicians also sustained very high 
levels of stress. Although most of Denford’s subjects 
adapted, some developed habitual maladaptive re- 


*sponses that remained with them for life. He suggested 


that those with better adjustment were more aften the 
ones who received support and gratification from fami- 
ites and loved ones. An explanation of differences in 
difficulty of transition and overall contentment in our 
subjects is suggested by Erikson’s description of the 
stage of intimacy versus isolation (14), which occurs in 
adult life at about the time of graduation from resi- 
dency. Gould’s work outlining the phases of adult life 
(16) documented a number of important changes oc- 
curring in the late 20s and early 30s. Concerns about 
aging, concerns about acceptance by one’s spouse, 
concerns about money, and an increased investment in 
family with a concomitant decreased investment in so- 
cial activities all show important shifts at this stage of 
life. These concerns suggest that the individual is seek- 
ing a balance between professional aspirations and in- 
vestment in loved ones. Vaillant’s thorough longitudi- 
nal study of adult men (18) differentiated those with 
good adaptations from those with poor adaptations 
with regard to the degree of the maturity of the defense 
mechanisms they used. Vaillant documented a period 
of shifting of types of defense mechanisms at approxi- 
mately the age our subjects were (p. 333). Also rele- 
vant -to our study is Vaillant’s finding of the impor- 
tance of stable attachments to loved ones for the main- 
tenance cf mental health during this period. 
Levinson (15) described predictable stages of adult 
development, outlining two stages that closely reflect 
the periods through which our subjects progressed. 
His “‘novice phase” involves four primary tasks that 
are germane in residency: 1) forming a dream and giv- 
ing it a place in the life structure, 2) forming mentor 
relationships, 3) forming an occupation, and 4) forming 
love relationships, marriage, and family (p. 90). His 
phase of ‘‘settling down’’ has two tasks: 1) estab- 
lishing one's niche in society and 2) working at ad- 
vancement (p. 140). These seem similar to the tasks of 
psychiatrists in transition from training to career. Lev- 
inson also noted that progress through the "'settling 
down period'' can range from orderly to chaotic but 
that substantial stress is more the rule than the ex- 
ception (p. 87). Although he did not associate direct 
correlates with degrees of difficulty during this period 
of life, there is a suggested relationship with what he 
described as the ‘‘attachment/separation polarity.” 
With regard to the expected movement along this axis 
he stated, ‘‘Between the internal push and the external 
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pull, the Attachment/Separateness balance tilts strong- 
ly in the direction of attachment’ (p. 241). 

The majority of psychiatrists who responded to our 
questionnaire appeared to be fortunate in their overall 
contentment with their professional lives. A review of 
Terkel’s insightful book Working (20) suggests that 
most people do not enjoy the kind of job fulfillment 
noted by the psychiatrists in this survey. How did | 
these psychiatrists adjust to the serious stresses they 
experienced and achieve high levels of satisfication? 
One possibility is that they were not as happy as they 
said they were. Perhaps after s»ending 30 or more 
years of one's life preparing for a profession one feels 
obligated to be happy in it. The survey instrument had 
cross checks in it to minimize the effect of exaggera- 
tion, but it could never be ruled out completely. 

Another possible explanation -or the good overall 
adjustment of our subjects is that psychiatric training 
programs are effective—both in imparting knowledge 
and in bringing about necessary socialization and iden- 
tity-modifying processes. Alternately, perhaps like a 
military recruit who has finished the horrors of boot 
camp, the psychiatrist feels that he or she is ready to 
face anything else life has to offer after the rigors of the 
training experience. Perhaps Rogow (11) was correct 
in his finding that there are some aspects inherent in 
psychiatry (for example, helpinz people and being 
socially useful) that mitigate other stresses (p. 57). 

In contrast to studies about other types of physi- 
cians, who tend to deal with professional stress either 
by working harder or by seeking such regressive solu- 
tions as drug or alcohol use (21), most of tne psychia- 
trists in this study appeared to gain support from loved 
ones. Vaillant (18) also noted the powerful positive ef- 
fect of affiliation. He said, ‘‘Of all the ways that I sub- 
divided the ninety-five healthy men of the Grant 
study, the dichotomy between the 27 Friendly and the 
13 Lonely proved the most dramatic” (p. 305). In any 
case, whether it was the result of completion of a rigor- 
ous initiation experience, good preparation by resi- 
dency programs, the rewards of :he profession itself, 
or the affiliative nature of psychiatrists, the most im- 
portant finding of the present study is that the newly 
graduated psychiatrists who returned our question- 
naire were faring well despite many symptoms of 
stress. We agree with Vaillant’s statement that '* Hans 
Seyle is wrong; it is not stress that kills us. It is ef 
fective adaptation to stress that permits us to live” (18, 
p. 374). 
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" The. Role of Psychiatric and Behavioral Factors in the Practice of 


, Medicine 


' BY JEFFREY L. HOUPT, M.D., CAROLE S. ORLEANS, PH.D., LINDA K. GEORGE, FH.D., 


AND H. KEITH H. BRODIE, M.D. 


The authors review the role of psychiatric and 
behavioral factors in the practice of medicine in three 


areas: 1) prevalence of psychiatric morbidity, 2) the 


role of behavioral or lifestyle factors in illness onset, 
and 3) the overlapping of psychiatric and behavioral 
factors with medical illness. Within each area they 
review data establishing the relationship of psychiatric 
or behavioral factors to the practice of medicine, the 
limits of current treatment approaches, and future 
research needs. In their final section they draw 
implications for health care delivery and manpower 
development. 


egier and associates (1) have indicated that most 

Americans with mental illness are identified in the 
general health care sector rather than in the specialty 
mental health sector. Other authors (2-5) have shown 
that the origins of the physical illnesses of greatest 
prevalence and economic consequence are largely be- 
havioral and that their treatments are often com- 
plicated by behavioral or other mental health prob- 
lems. Treatment for these physical illnesses and for 
mertal illness occurs largely in isolation from the spe- 
cialty mental health sector (1). These findings warrant 
consideration: an understanding of the role of psychi- 
atric and behavioral factors in the ‘‘routine’’ practice 
of medicine is necessary as a basis for future health 
care planning. 

In this review we will summarize : the evidence for 
the role of psychiatric and behavioral factors in the 
practice of general medicine, thus providing a basis for 
estimating the degree to which the routine practice of 
medicine could benefit from the availability of mental 
health services. As part of a larger study requested by 
the Institute of Medicine for the President's Commis- 
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sion on Mental Health (6), this review focuses on three 
areas: 1) the prevalence, significance, and treatment of 
psychiatric morbidity in general medical practice; 2) 
the behavioral lifestyle factors that place an individual 
at risk for illness; and 3) combined syndromes, that is, 
the interaction of biological, psychological, and behav- 
ioral factors in illness onset and treatment. These three 
areas and their relationship to ger.eral medical care are 
depicted schematically in figure 1. We will describe 
each area in a separate section, providing a summary 


. of the available data and suggestions for future re- 


search. In the final portion of this review we will con- 
sider the implications of these findings for health care 
delivery and manpower developraent. 


PSYCHIATRIC MORBIDITY IN GENERAL 
MEDICAL PRACTICE 


Of the 1596 of Americans in nzed of mental health 
care, 60% are being treated in the general health sector 
and less than 20% are seen in the specizlty mental 
health sector (1). 


Prevalence 


A review of American studies since 1955 that exam- 
ined the prevalence of psychiatriz disorder in general 
medical practice (7-30) indicates ihat between 4% and 
88% of all patients seen exhibit noticeable »sychiatric 
disorder; the vast majority of studies reported rates 
between 4% and 20%. Variations appear to reflect dif- 
ferences in the criteria used to identify psychiatric 
morbidity and the health care setting. In most cases 
the identification of psychiatric disorder was based 
solely on a nonpsychiatric physician’s assessment. 

The rates reported in these studies become more 
consistent when they are controlled for definition of 
criteria and health care setting. When the Z/nter- 
national Classification of Diseases (ICD) was used, ei- 
ther in fee-for-service or prepaid settings, figures of 
4%-6% were found (8, 13, 15, 26, 29). When the crite- 
rion of ‘‘significant psychiatric problem’’ or ''signifi- 
cant emotional or mental disorder'' was applied, the 
rates reported ranged from 5% to 20% (10, 11, 16, 17, 
19-22, 24, 28). Higher rates were reported when the 
same definitions were applied to health care settings 
with patients of presumably lower socioeconomic stat- 
us and with greater access to mental health services 


m 
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FIGURE 2 
Three Areas of General Medical Care: Psychiatric Morbidity, Lifestyle, 
and Medical Disorder 
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(general hospital inpatient services and outpatient clin- 
ics or neighborhood health centers) (7, 9, 14). Thus, 
definition of psychiatric morbidity and health care set- 
ting appear to be determinants of prevalence rates. 
The eifect of payment mechanisms, apart from the ef- 
fects of health care setting, cannot be determined from 
the available data. 

Although prevalence rates for broadly defined psy- 


chiatric disorders are reasonably consistent, the prev- 


alence rates for particular diagnoses vary consid- 
erably. Reports of psychoses range from 2.196 (15) to 
23% (14), neuroses from 16.9% (25) to 77.8% (9), per- 
sonality disorders from 1.2% (9) to 29% (14), and psy- 
chophysiological disorders from 196 (9) to 24% (22). 
No firm conclusions can be drawn on the basis of these 
data concerning the specific nature of psychiatric dis- 
order treated in general medical practice. However, 
one can reasonably assume that a wide range of psy- 
chopathology is seen and that a substantial proportion 
of this range is due to neurotic disorders. More per- 
tinent, however, is that in the absence of any one pri- 
mary mental problem, nonpsychiatric physicians are 
required to respond to a wide variety of disorders. 


Significance 


Despite the variability of diagnoses, psychiatric dis- 
orders encountered in general medical practice should 
not be discounted as mere ''problems in living” or as 
trivial. Evidence suggests that psychiatric disorders 
interfere with life activities, affect the use of medical 
resources, and place a burden on the nonpsychiatric 
physician's emotional well-being. 
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TABLE 1 e 
impact of Psychiatric Disorder on Number of Visits to Nonpsychiatric 
Physicians 


Average Number of Visits to 


— aee aaas 


Patients With Patients Witnout 
Psychiatric Psychiatric 

Study Diagnosis Diagnosis 
Goldberg and Blackwell (34) 4.6 per6 months 2.8 per 6 months 
Hoeper and Nycz (15) 6.9 per year? 3.6 per year? 

9.3 per year? 4.3 per year? e 
Reinhold (35)* 12.5 per year 6.8 per year 
Shepherd and associates (36) — 9.7 per year 5.1 per year 
Shepherd and associates 37) 6.2 per year? 3.7 per year? 

6.6 per year? 3.8 per year* 


Burns and associates (9) 8.9 per year 3.7 per year i 


aFee for service. 

bPrepaid. 

“Expressed as patients who did not use mental health services versus those 
who used mental health services. 

‘Males. 

"Females. 


Blumenthal and Dielman (31) indicated that depres- 
sion treated by primary care providers profoundlv af- 
fects an individual’s ability to assume major role func- 
tions. A study of depressed patients in a British gener- 
al practice (32) found that 50% were unable to lead 
their normal life and that 30% admitted that they had 
suicidal ideation. Similarly, an American study (33) re- 
ported that 50% of all patients diagnosed as having a 
psychiatric disorder suffered a disruption of at least 
one life activity. 

In terms of medical resources, research suggests 
that patients with psychiatric disorder make about 
twice as many visits to their physician as those without 
psychiatric disorder (9, 15, 34-37) and that they re- 
quire more time per visit (9, 20) (see table 1). In addi- 
tion, many studies (12, 19-21, 38, 39) have shown that 
patients with psychiatric disorder use more general 
medical services, such as X rays and other laboratory 
tests, than patients without such a diagnosis; only one 
study (23) explicitly reported not finding this relation- 
ship. 

Finally, evidence indicates that treating psychiatric 
illness may place an emotional burden on the non- 
psychiatric physician. In surveys these physicians 
have reported having inadequate training for the most 
effective treatment of psychiatric disorder and that pa- 
tients with psychiatric disorder are more difficult to 
treat and have less favorable outcomes than other pa- 
tients (20, 40). 


Treatment 


Although 60% of the Americans with psychiatric 
disorders are treated within the general medical sec- 
tor, very few data are available on how these disorders 
are treated. By combining information from Great 
Britain, done primarily by Shepherd and his colleagues 
(37) with the less comprehensive studies from the 
United States (13, 23, 33, 41), we can make tentative 


Am J Psychiatry 137:1, January 1980 


observations regarding three major modalities: refer- 
ral, systematic counseling or psychotherapy, and psy- 


, chotrepic drugs. 


* We have more information on referral than on the 

* other two modalities. The overall referral rates report- 
ed ranged from .1% (16) to 8.8% (42) of all patients 
seen and from 5% (37) to 51.3% (43) of all patients 
diagnosed as having a psychiatric disorder. The refer- 
ral rates by primary care physicians reported for all 
patients in prepaid ambulatory services in the United 
States were .7% (13), 1.1% (13), 1.1% (44), 1.3% (45), 
and 1% (19); for patients in this health care setting with 
psychiatric diagnoses the referral rates were 26% (33), 
*2096 (19), and 2096-3096 (26). In fee-for-service am- 
bulatory servicés in the United States the reported re- 
ferral rates for all patients were .1% (16), .33% (46), 
and .9% (47); for patients with psychiatric diagnoses in 
this setting the referral rates were 45% (14) and 9.4% 
(47). In British general practice the reported referral 
rates by primary care physicians for all patients were 
.68% (48), .53% (48), 1.2% (49), and 1.5% (36); for pa- 
tients with psychiatric diagnoses in this setting the 
rates were 10% (36), 5% (37), and 51.3% (43). In gener- 
al hospital inpatient units in the United States the re- 
ported referral rates for all patients were 6.9% (50), 
2.2% (51), and 8.8% (42); no data were available for 
patients with psychiatric diagnoses in this setting. In 
general hospital outpatient clinics in the United States 
the reported referral rate for all patients was .5% (52); 
no data were available for patients with psychiatric 
diagnoses in this setting. 

Factors that increase or decrease the probability of 
referral are meaningful predictors for management of 
psychiatric illness in general medical practice. Charac- 
teristics of patients (higher socioeconomic status, 
younger age) (9, 37, 53) and characteristics of referring 
physicians (having practiced a longer time and positive 
attitudes toward psychiatric professionals) (47, 54, 55) 
appear to be positively correlated with increased refer- 
ral. Likewise, the nature of the disorder, particularly 
severity and clironicity of symptoms, and poor re- 
sponse to physician treatment seem to increase the 
likelihood of referral (33, 37, 41, 49, 56). Finally, re- 
moving financial barriers leads to increased outpatient 
referral (15, 57). 

There are very few data concerning the treatment 


provided by nonpsychiatric physicians. The two issues . 


most often raised in this regard are that nonpsychiatric 
physicians use psychotherapy and other counseling 
techniques less than would be beneficial (32, 33, 40) 
and that psychotropic drugs are used too often or in- 
appropriately (28, 58). 

A decade ago a British study (37) established that 
2506-3395 of patients with a diagnosable psychiatric 
disorder received no treatment and that verv few re- 
ceived systematic counseling or psychotherapy. Simi- 
larly, the most recent estimates from NIMH (59) sug- 
gested that psychotherapy is used in only 2% of all vis- 
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its to nonpsychiatric physicians. Because of the large 
number of patients seen in the general medical care 
sector, this 2% amounts to 27% of all the time devoted 
to psychotherapy in this country (59). 

On the other hand, a large number of people with 
psychiatric disorders receive psychotropic drugs from 
their physician. Most reports (20, 28, 32, 38) have esti- 
mated that more than 50% of patients with psychiatric, 
disorders received psychotropic drugs; some esti- 
mates have reached more than 75%. This dispropor- 
tion of treatment approaches has led some io conclude 
that psychotropic drugs are prescribed at the expense 
of other effective therapies. 

Despite these discreparicies in treatmen-, many au- 


' thors (32, 60) have suggested that the relationship be- 


tween nonpsychiatric physicians and their patients 
might serve as an ideal context for treating psychiatric 
disorders and that use of therapeutic counseling tech- 
niques in particular should be encouraged. Similarly, 
psychiatrists from integrated health care settings such 
as neighborhood health centers (61) have suggested 
that models of psychotherapy should be developed on 
the basis of our knowledge of the nonpsychiatric phy- 
sician's work. 


. Research Implications 


Further information would be useful in eacli of the 
areas reviewed. Large-scale studies using reliable 
measures, of psychiatric morbidity and comparing 
prevalence to medical utilization rates across settings 
are needed. Recent efforts like those of Rezier and as- 
sociates (62) serve as an example. Smaller scale stud- 
ies using more precise diagnostic categories and blind 
ratings would be useful in determining the actual na- 
ture of psychiatric morbidity. ' 

The greatest need for research seems to be in the 
treatment of psychiatric disorder in general medical 
care. We lack some of the most basic descriptive 
data—a simple record of what is currently »eing done, 
by whom, and to what degree. Unfortunatsly, federal 
priorities encourage expansion of the primary care 
sector and an accompanying decrease of the specialty 
mental health sector without an authoritative major 
study to guide the efforts. In addition, smaller scale 
studies should examine use of the psychatherapeutic 
process in general medical care by studyinz treatment 
approaches to some of the more commor disorders, 
for example, anxiety and depression. In short, both 
large-scale studies of an epidemiological riature and 
small-scale studies capitalizing on precise definition 
are in demand. 


LIFESTYLE AND BEHAVIORAL HEALTH RISKS 
The prevention and treatment of illness in America 


is increasingly a matter of motivating and helping 
Americans to alter their lifestyle and behav or patterns 
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that place them at increased risk for poor health and 
chronic illness. Changing patterns of mortality and 
morbidity reflect the fact that five of the six leading 
causes of death in the United States (diseases of heart 
and blood vessels, cancer, accidents, diabetes mel- 
litus, and cirrhosis of the liver) are lifestyle-related, as 
are the major causes of disability (cardiovascular dis- 
eases, chronic obstructive pulmionary disease, and ac- 
cidents) (2, 3). Although future scientific advances 
may alter this picture, the modification of lifestyle is at 
present an essential element of preventive general 
health care. 

Several behavioral patterns have been found to be 
health threatening; the health consequences of some of 
these are better documented and understood than 
those for others. For example, the health conse- 
quences of cigarette smoking, obesity, excessive drug 
or alcohol use, carelessness resulting in accidents, and 
noncompliance with prescribed medical regimens are 
better understood than those of a diet high in saturated 
fats and cholesterol and sedentary and Type A coro- 
nary-prone time-pressured lifestyles (2, 4). 

According to current estimates (63), 55 million 
Americans smoke cigarettes. Thirty to forty million 
Americans are 20% or more overweight; 15 million are 
30% or more overweight (64). Nine to ten million 
Americans drink excessively. Half of the households 
in the United States are deficient in one or more basic 
nutrients; the serum cholesterol of 20% of American 
adults exceeds 260 mg/100 ml. Half of our population 
who make appointments with physicians do not keep 
them; half of the 12 million Americans who have hy- 
pertension do not comply with the treatment pre- 
scribed for the illness. Other lifestyle factors related to 
physical illness are teenage pregnancy, insufficient 
physical activity, abuse of legal and illegal drugs, a 
Type A coronary-prone personality, carelessness re- 
sulting in accidents, and such personal practices as 
poor dental hygiene, spread of.venereal disease, and 
irregularity of meals. 

We selected smoking and obesity due to overeating 


to illustrate the effects of lifestyle on health because of | 


their prevalence and their documented effects. 
Importance of Behavior Change 


The greatest number of American cigarette smokers 
are in the lower socioeconomic status and less edu- 
cated groups (63). The mortality rate of cigarette 
smokers is 4426-8096 higher than that of nonsmokers 
(65). Studies have shown that 25% of the deaths 
caused by coronary heart disease each year are smok- 
ing related and that cigarette smoking accounts for 1 in 
every 5 cancer deaths in the United States (63, 65). 
Recent estimates place the proportion of all direct 
U.S. health care costs due to smoking at 7.8%-10%; 
over $27 billion is lost annually as a result of smoking- 
related medical care, accidents, absenteeism, and lost 
work output (66). 


* 
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As with smoking, the economically and socially de- 
prived are most at risk for obesity (67). Overweight is 
associated with increased mortality at all ages; degree 
of overweight predicts degree of excess mortality (68), 
Data on obesity-related health care costs are not wide- 
ly available, but we do know that $70-80 million is 
spent annually on appetite suppressant drugs alone 
(69) and that the annual cost of the U.S. diet industry 
(e.g., health spas, reducing belts, exercise devices, 
pills, and creams) is approximately $10 billion (70), 

There is persuasive evidence that lifestyle change 
results in direct health benefits. Two-thirds of the ex- 
cess risk for coronary heart disease associated with 


smoking is gone within the first year after a person* 


stops smoking (71), and the mortality rate for ex- 
smokers drops over 2-12 years to only 1676-1796 high- 
er than that for nonsmokers (72). Likewise, the mortal- 
ity rate of overweight adults who reduce their weight 
drops substantiallv below that of people who maintain 
excessive weight and reaches the same level as that of 
people who are not overweight on initial examination 
(68). Weight reduction is also associated with signifi- 
cant improvements in serum cholesterol, systolic 
blood pressure, blood glucose, and uric acid. Bray (69) 
estimated that 50% of the 10 million cases of diabetes 
in the United States could be avoided or improved 
through diet alone. 


Lifestyle Change Methods 


Health education, through mass media and physi- 
cian counseling, has been the chief tool in the general 
medical care sector's response to lifestyle health 
threats. Self-help clinics, often sponsored by volun- 
tary health agencies, have also relied heavily on health 
education. Unfortunately, health education proves 
more effective in raising awareness and motivation to 
change than in actually assisting people who are moti- 
vated to achieve and sustain behavior change (73). 
Moreover, commonly prescribed drug treatments 
(anorectic drugs, disulfiram, Nikoban) and traditional 
psychiatric approaches (psychotherapy, hypnosis) 
prove inadequate (74, 75). The limited power of avail- 
able medical treatments has been linked to physicians’ 
current reluctance even to start lifestyle change pro- 
grams with their patients (73). u 

Those techniques which offer the greatest promise 
of effecting meaningful lifestyle change are behavioral 
techniques based on social learning theory (4, 5). Be- 
havioral approaches use three broad strategies to alter 
the environmental factors that maintain health-threat- 
ening lifestyles: reinforcement control, stimulus con- 
trol, and self-control. Reinforcement control involves 
minimizing rewards for health-threatening lifestyles 
and building skills and rewards for healthful alterna- 
tives. It includes mobilizing needed social support for 
behavior change. Stimulus control involves rear- 
ranging social and physical environments to reduce 
cues or temptations for health-threatening behaviors. 


* 


e 


` Am J Psychiatry 137:1, January 1980 


Self-control strategies emphasize personal responsibil- 
ity for lifestyle change. 

The initial abstinence rates for the behavioral ap- 
. proach of rapid smoking were 50906-10096; the one- 
year rates for this treatment were 36%-40%. The ini- 
tial’ abstinence rate for regularly paced aversive smok- 
ing was 7076; the one-year rate for this treatment is not 
yet known. The broad- -spectrum, multicomponent be- 
havioral programs that seem to be the most successful 


. us® a number of approaches simultaneously (social 


support, smoke aversion, nonsmoking skill training, 
and contingency contracting) (74, 76, 77). The initial 
, abstinence rates for these programs were 70%-100% 
and the one-year rates were 4096-6096. These results 
are twice as favorable as results achieved with tradi- 
tional medical and mental health approaches. 

The one-year abstinence rates for people who tried 
to stop smoking with no outside help were 1095-1690. 
For those who were reached by the mass media the 
rates were 495-896. For those who sought the advice of 
a physician before the onset of an illness the rates were 
596-896; for those who sought help after becoming ill 
the rates jumped to 2096-6096. For those who went to 
self-help antismoking clinics the rates were 1075-1846. 
For all those who participated in traditional psychiat- 
ric or psychological therapy the rates were 10%-20%, 
and for those who participated in therapy after stop- 
ping smoking the rates were 2096-3046. 

The only factor to rival the effectiveness-of behav- 
ioral approaches was having had a myocardial in- 
farction, which typically produces a one-year absti- 
nence rate near 50% (78). 

The best behavioral weight control techniques also 
produce outcomes twice as positive as those achieved 
with the most widely available medical, self-help, and 
mental health treatments. The most widely used medi- 
cal techniques, namely, physician prescription of exer- 
cise, diet, and appetite suppressants, have limited ef- 
fectiveness. Many patients, 2096-8096, drop out of 
treatment; of those who stay about 25% lose 20 or 
more pounds and only 5% lose 40 or more pounds. 
Most of those who lose weight regain it. Results are 
similar for self-help methods and clinics and traditional 
psychological and psychiatric treatments. The dropout 
rates for noncommercial self-help clinics are 55%- 
60%; 25%-28% of the patients who stay in these clinics 
lose at least 20 pounds; 5%-8% lose more than 40 
pounds. | 

In contrast, multicomponent behavioral treatments 
(combining techniques of stimulus control, reinforce- 
ment control, and self-control) produce substantially 
better results: only 2096-4095 of these patients drop 
out; 5096-8090 lose at least 20 pounds, and 1596-3096 
lose 40 or more pounds (76, 77, 79). These same results 
are reported when behavioral techniques are in- 
troduced into self-help clinic settings (79). Behavioral 
follow-up data are also promising, but no treatment 
has been shown to produce permanent weight loss (80). 


oi 
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Research Implications 


There are many unanswered questions in the area.of 
behavioral approaches to lifesty_e change that serve as 
a basis for further research. First, available experi- 
mental research, often done in select research settings 

i : . ££ 
with a small number of motivated volunteers, must be 
replicated on a broad basis in actual health care set; 
tings. Initial results from recent widescale applications 
of behavioral techniques (79, 81) have been promising 
but should be extended before we commit ourselves to 
widescale implementation of behavioral techniques. 

Second, better techniques for maintaining behavior 
change must be found. Maintenance of short-term 
changes remains a major problem for programs in- 
volving smoking, overeating, a sedentary lifestyle, 
noncompliance with prescribed medical regimens, and 
alcohol and drug abuse. Examples of encouraging re- 
search in these areas are Dubren's work using pre- 
recorded telephone messages to boost smoking absti- 
nence after initial quitting (81) and Saccone and Is- 
rael's use of the support of spouse and others to boost 
treatment gains in weight loss programs (82). 

Another set of research questions concerns identi- 
fying components of effective broad-spectrum treat- 
ments that are most important to positive treatment 
outcomes. Available research suggests that safe aver- 
sive techniques are central to efective smoking cessa- 
tion treatments, as stimulus control techniques are to 
the positive outcomes of obesity treatments (6, 74, 83). 
Social support alone appears insufficient for behavior 
change in smoking cessation ar weight control pro- 
grams but adds to the effectiveness of other techniques 
(74). Identifying the most effective single and com- 
bined components will allow the development of cost- 
effective treatments. - 

Recent research efforts have attempted to match 
high-risk groups with individual treatment programs. 
Promising work includes smoking programs for preg- 
nant women (Danaher and associates’ unpublished 
work) and adolescents (84) as well as individualized 
weight control programs (76). Finally, research into 
the effectiveness of mediated and self-instructional 
treatments (85) and into the eff=ctiveness of parapro- 
fessional therapists (86) will aid enormously in the de- 
sign of effective programs for widescale implementa- 
tion. 


COMBINED SYNDROMES 


The term ‘‘combined syndromes” designates the 
category that corresponds to areas of overlap in figure 
1. We have selected four combined syndromes to illus- 
trate the interdependence of psychiatric morbidity and 
lifestyle risks with medical illness: 1) chronic low back 
pain syndromes; 2) post-myocardial-infarztion depres- 
sion; 3) noncompliance with prescribed medical regi- 
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mens, specifically antihypertensive regimens; and 4) 
alcohol-related medical disorders. Economic factors, 
treatment practices, and information concerning the 
causal role of psychiatric and behavioral factors, when 
available, are considered for the purpose of estab- 
lishing the psychiatric and behavioral bases of these 
disorders. 


Chronic Low Back Pain 


Chronic low back pain, the most common of the 
pain syndromes, represents the overlap of medical ill- 
ness and psychiatric morbidity (6). About 500,000 
American workers incur low back injuries yearly, and 
20 million voluntarily request treatment for low back 
pain annually (87). Chronic low back pain, which pri- 
marily affects members of the working class, accounts 
for more than 18 million physician office visits yearly 
and costs $14 billion annually in health care alone (88- 
90). Thus, it is not surprising that low back pain syn- 
dromes have high disability costs. An estimated 65,000 
- people annually sustain some permanent disability fol- 
lowing back or spinal injuries; $12 billion is the esti- 
mated annual cost of low back pain in lost wages alone 
(90, 91}. 

The exact causal role of psychiatric disorder in 
chronic low back pain syndromes has not been estab- 
lished, leaving some room for debate over whether in- 
jury-related pain and disability cause psychiatric dis- 
order or whether psychiatric disorder predisposes to 
injury-related pain and disability. The consensus is 
that certain personality and psychosocial variables are 
more conducive to long-term pain and disability than 
others. For example, diagnosed psychiatric disorder 
has been found to significantly contribute to degree of 
disability in the majority of low back pain patients (92). 


Likewise, psychometric test data significantly dif 


ferentiate functional and organic low back pain pa- 
tients (93) and predict response to treatment and delay 
of return to work (94, 95). 

Recent evidence shows that newer multidisciplinary 
treatment approaches addressing both biological and 
psychosocial factors in the etiology and treatment of 
chronic low back pain achieve greater success than ex- 
clusively medical programs. Comprehensive treat- 
ments typically combine medical treatment (e.g., med- 
ication, physical therapy, and electrical stimulation) 
with various forms of psychotherapy, psychotropic 
medication, and behavior therapy (e.g., operant condi- 
tioning, EMG biofeedback, and progressive muscle re- 
laxation training) to achieve their results (96, 97). 


Post-Myocardial-Infarction Depression 


Emotional reactions to physical illness can be im- 
portant psychiatric conditions and strong determinants 
of overall outcome. Depression following myocardial 
infarction constitutes an example and further illus- 
trates the overlap between psychiatric morbidity and 
medical illness. Everv year 500,000 Americans survive 
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a myocardial infarction (98). An estimated 1596 of 
these people are clinically depressed one year later 
(99), and an estimated 20% are unable to return to, 
work (100). Depression has been isolated as a signifi" 


* 


cant contributor to post-myocardial-infarction invalid- ' 


ism and disability (99, 101). Many physicians regard 
clinical post-myocardial-infarction depression as a 
normal reaction to the severe illness and the many life 
adjustments required by a myocardial infarction. 
However, it is likely that much of the depression and 
related emotional distress could be minimized or 
avoided by careful management aimed at restoring 


psychosocial as well as physiological functioning. For. 
example, much suffering and invalidism among myo- ` 


cardial infarction victims has been traced to medical 
management that did not take into account the psycho- 
logical and social impact of the infarction on the 
patient and the patient's family and that failed to rec- 
ognize treatable depressive syndromes (102). Prelimi- 
nary findings show that comprehensive multidiscioli- 
nary programs combining medical treatment with psy- 
chiatric treatment (psychotropic medication and psy- 
chotherapy) and behavior therapy aimed at helping 
with needed lifestyle changes are more effective than 
exclusively medical treatments (102-104). 


Noncompliance with Prescribed Medical Regimens 


Recent estimates place at 5096 the national rate of 
noncompliance with drug prescriptions (105); non- 
compliance errors represent a. serious health threat to 
the patient in an estimated 44% of these cases (106). 
Treatment noncompliance represents the overlap of 
lifestyle and medical illness (6). 

The health and economic consequences of non- 
compliance are compellingly illustrated by non- 
compliance with antihypertensive regimens. It is esti- 
mated that hypertension causes 60,000 deaths in the 
United States annually, in part through its role in the 
1,500,000 heart attacks and strokes that occur annually 
(107). Only about half of the approximately 11 million 


people identified as having hypertension comply with 


their medical regimens, despite the fact that drug con- 
trol can be accomplished in 80%-85% of compliant pa- 
tients (108, 109). Further, carefully controlled research 


shows that compliance reduces hypertension-associat- - 


ed mortality and morbidity (110). Annual death and 
disability costs associated with hypertension non- 
compliance in the United States have been estimated 
at $3-5 billion (111, 112). 

Noncompliance has not been found to be primarily 
associated with psychiatric morbidity, lack of knowl- 
edge about the regimen and its benefits, or a range of 
sociodemographic factors (109). Rather, the primary 
determinants of noncompliance have proven to be sit- 
uational, involving characteristics of the regimen (the 
greater the complexity of the regimen the higher the 
rate of noncompliance), characteristics of the disease 
(the noncompliance rate is higher for asymptomatic 
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and chronic illnesses than for acute illnesses), and 
characteristics of the doctor-patient relationship (the 


e noncompliance rate is lower when continuity of care 


and physician empathy and warmth are high) (109). 
Behavioral analyses of these data stress the impor- 
tance of strong cues and positive consequencss (e.g., 
symptom relief and lack of negative drug side effects) 
for medication. 

In a review of about 250 studies comparing educa- 


. tiohal, behavioral, and combined educational and be- 


havioral approaches to increasing compliance, Sackett 
and Haynes (113) concluded that educational strate- 
egies are consistently less effective than behavioral or 
combined strategies. Behavioral approaches empha- 
size stimulus control (increasing salient cues for com- 
pliance). the tailoring of the drug regimen to the pa- 
tient's daily life to reduce the ‘‘costs’’ of compliance, 
and the use of contingency contracting or social sup- 
port and encouragement (114). This latter approach 
has been effectively applied by nurses, pharmacists, 
and family members, suggesting treatment models that 
would reduce demands for limited physician time (114, 
115). 


Alcoholism and Alcohol-Related Physical Illness 


Excessive alcohol use resulting in alcoholism and al- 
cohol-related physical illness exemplifies the overlaps 
among medical illness, psychiatric disorder, and life- 
style health risks. Overall, alcoholics have a mortality 
rate that is 2 to 3'/2 times the expected rate (116). Alco- 
hol abuse also has adverse effects on people other than 
the alcoholic: the fetal alcohol syndrome (mental retar- 
dation, growth deficiencies, cardiovascular and cra- 
niofacial defects) may result from heavy alcohol con- 
sumption by pregnant women (117), roughly 50% of all 
fatal traffic accidents in the United States are alcohol- 
related (118), and alcohol accounted for over one-third 
of all crime in the United States in 1975 (119). It is 
therefore not surprising that an estimated 9 million 
American alcohol abusers incur direct medical costs of 
approximately $12 billion annually (66) and account 
for 19.9% of annual hospital care expenses (119). The 
total economic costs of alcoholism in this country (in- 
cluding health care, lost production, fire losses, acci- 
dent losses, crime, and social responses) and alcohol- 
related medical illness were estimated at $44 billion for 
the vear 1975 (66). 

The interaction of the biological, psychiatric, and 
sociobebavioral (lifestyle) factors in the etiology, 
maintenance, and treatment of alcoholism and alcohol- 
related medical illness is exceedingly complex. Con- 


tributing factors include psychiatric disorder (120), ge- 


netic and biological predispositions (119, 121), social 
learning history, and contemporary social environ- 
ment (122) Due to the many possible inter- 
relationships between etiological factors, the alcoholic 
needs treatment that is complex, requiring medical, 
psychiatric, and behavioral expertise. 
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Multidisciplinary comprehensive trez:ment pro- 
grams have generally produced more favorable results 
than single-pronged programs. Exclusive reliance ón 
medical treatments (e.g., drugs, detoxification, phys- 
ical rehabilitation, alcohol education, and counseling), 
which is common among physicians in private practice 
who currently treat at any time more than 2,000 alco- 
holics (121), or the exclusive reliance on self-help pro» 
grams (e.g., AA, psychiatric treatments, or behavior 
therapy approaches) does not srove as effective as 
comprehensive approaches that combine two or more 
treatment modalities. For example, combinations of 
behavior therapy and medication (123) or inpatient 
psychiatric and medical care with AA follow-up (124) 
show promise. Although definitive research findings 
on the minimal essential treatment factors is forthcom- 
ing, few would disagree about the need to combine 
general medical care with mental health care to treat 
the complex problem that alcoholism represents. 


Research Implications 


Continued research is required to determine ef- 
fective treatments that are also cost-effective for com- 
bined syndromes. Comprehensive treatments that 
have proven effective need further testing to determine 
which of the many treatment components are critical. 
The role of paraprofessional hezlth care providers as 
well as allied health professionals, shown to be prom- 
ising with hypertension noncompliance, requires fur- 
ther exploration with combined. syndromes. Finally, 
research establishing long-term maintenanze of short- 
term treatment results is needed. 


IMPLICATIONS FOR HEALTH CARE DELIVERY 
AND MEDICAL EDUCATION 


The preceding discussion suggests three areas of in- 
terface between general health and mental health serv- 
ices. The first is the provision of -reatment for patients 
with a psychiatric disorder whc are seen in general 
medical practice, the second is the potentiel use of be- 
havioral techniques for altering lifestyle behaviors, 
and the third is the need for comprehensive treatment 
for illnesses that are combined biological ar.d psychiat- 
ric and behavioral disorders. The remaining question 
is, How does evidence for this interface relate to the 
organization of health care delivery in the United 
States? 

Before addressing this question, we would note two 
issues. First, much of the evidence about the interface 
between mental health and gemeral health services 
relies on small-scale studies conducted in research-ori- 
ented settings. Consequently, amy implications drawn 
concerning health care delivery zre substantiated only 
inasmuch as the findings from these studies reflect the 
treatment patterns and needs of the larger society. 
Second, there is no single health care delivery system 
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about which to generalize. Rather, the United States 
delivery system consists of a set of more or less similar 
delivery models. Thus, the implications discussed here 
represent one alternative that could not possibly be ap- 
plicable te all situations. 

The first.element of a health care delivery system 
suggested by the evidence presented here is an organi- 
zational structure in which 1) the patient has access to 
both general health professionals and mental health 
specialists within a single health care setting and 2) 
general health and mental health professionals have 
opportunities for collaboration and consultation. Such 
an arrangement would allow for the flexibility needed 
to establish individualized treatment programs that ad- 
dress psychiatric disorders, lifestyle-related disorders, 
and combined syndromes. In some instances, the pa- 
tient would be seen only by a general health care pro- 
fessional or by a mental health specialist. In other cas- 
es, one professional would be the primary care-giver, 
with consultation from the other as appropriate. In still 
other cases, multidisciplinary collaborative treatment 
would be appropriate. 

Our emphasis on a single health care setting follows 
from the need for indirect consultation, that is, collab- 
oration between health professionals who have not 
seen the patient. Combined syndromes clearly require 
collaboration, which would be enhanced by coopera- 
tion among health professionals in the same setting. 
However, indirect consultation is required for the 
treatment of psychiatric disorders and lifestyle-related 
disorders as well; the sheer number of patients in- 
volved will not allow for all patients to be treated by 
mental health professionals. Furthermore, the desire 
of patient and physician to maintain their relationship 
at times when the problem is primarily psychiatric or 
behavioral can be used to advantage when indirect 
consultation is available. Finally, the potential ef- 
fectiveness of the consultant is maximized in a setting 
in which a trusting relationship can develop over time. 

The second element proposed for health care deliv- 
ery, and a corollarv of the first, is an organizational 
structure allowing a certain latitude in the role rela- 
tionships of the various health professionals. Our cur- 
rent knowledge of treatment effectiveness in psychiat- 
ric disorders does not allow us to make conclusive 
statements regarding who should do what to whom. 
Prima facie evidence, as well as some surveys, sug- 
gests that general health professionals have varying 
proclivities to treat psychiatric disorders and to carry 
out behavioral interventions. Moreover, mental health 
professionals have differing aptitudes for providing 
consultation to other health professionals as opposed 
to the direct treatment of patients. Thus, an integrated 
setting in which role relationships could be developed 
rather than imposed would seem indicated. 

Third, the results of our review suggest the need for 
altering present reimbursement mechanisms to allow 
for appropriate treatment. Indirect consultation, that 
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is, collaboration between health professionals, wien’ 


the patient is not seen, would need to be reimbursed, 


as would the time of the general health professional, 


treating a psychiatric disorder. The mental health pro* 
fessional would also require reimbursement for design- 
ing behavioral lifestyle interventions, that is, the treat- 
ment o2 those who are not *'sick"' but in need of helo. 
The zndorsement of single or integrated healfh care 
settings is based on implications from the nature of 
medical practice. Recent evidence comparing health 
care settings should also be noted. Preliminary find- 
ings suggest an advantage for integrated settings in 
terms of meeting the treatment needs of the tradition- 


ally underserved (people of lower socioeconomic stat-' 


us and mentally ill patients), in terms of a more appro- 
priate division of labor, reduced general medical serv- 
ice utiization, and the patient's pursuit of lifes-yle 
change programs (62). 

The implications for education and training follow 
from the concept of integrated health and mental 
health care. Nonpsychiatric physicians require greater 
compe-ence in the psychological management of their 
patients as well as in working collaboratively with 
mental health professionals. Similarly, mental health 
professionals require greater skill in the treatment of 
patients with somatic symptoms and concomitant 
physical illness, in behavioral approaches to lifestyle 
modification, and in working collaboratively with gen- 
eral health professionals. 

Finally, it is necessary to acknowledge that our call 
is not for a return to the pendulum to make mental 
health a division of general medicine again. We still 
need a separate specialty mental health sector. Fur- 
ther, the geographical distribution of health profes- 
sionals will not allow integrated settings in some areas. 
Instead, we suggest that health care delivery needs to 
be modified to deal appropriately with the treatment 
needs of Americans. The use of integrated health care 
settings must be given consideration. 
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Diagnostic Instability and Depression | . 
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Blind raters applied research criteria to the charts of 
patients whose disckarge diagnosis changed through 
several hospital admissions from depression to 
schizophrenia and to the charts of matched control 
patients. Fewer diagnostically unstable patients than 
control patients satisfied research criteria for 
depression despite matching discharge diagnoses. The 
use of operational criteria, then, can be expected to 
reduce diagnostic instability in depression and thus 
improve prognostic accuracy. Some patients satisfied 
the research criteria for depression when they were 
initially admitted and for schizophrenia at their final 
admission. This suggests that diagnostic error may 
not account for all cases of major diagnostic 
instability. 


ollow-up studies of patients with depressive illness 

have often indicated a proportion of patients 
whose clinical course eventually required a diagnostic 
change to schizophrenia. Discussions of these cases 
: have been brief. Some authors have implied that actual 
evolution of clinical pictures required diagnostic 
change (1). Others have posited initial diagnostic im- 
precision to account for instability (2). 

The distinction of patients with depression who later 
manifest a course suggestive of schizophrenia has ob- 
vious clinical importance. Descriptions of distinguish- 
ing features are inconsistent, however. Lewis and 
Piotrowski (3) listed 10 signs that appeared frequently 
in a group of 62 neurotic and manic-depressive pa- 
tients who later became schizophrenic. Clark and Ma- 
lett (4), however, did not find these signs more fre- 
quently in 5 patients whose diagnosis changed from 
depression to schizophrenia than in 69 patients whose 
diagnosis did not change. Regarding 12 patients whose 
diagnosis changed in her follow-up series of 141, Poort 
(5) remarked that 9 had shown “‘schizophrenic charac- 
teristics" when first diagnosed as having depression. 
Lewis (6), however, did not find schizophrenic symp- 
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toms of any prognostic value in his 7-8-year follow-up 


of 61 patients with depression. He speculated «hat . 


knowledge of final outcome may have biased results in 
previcus studies. 

The authors cited above did not discuss diagnostic 
imprezision as a possible factor in their unstable pa- 
tients. Widely used sets of operational criteria are now 
availa»le to define diagnostic precision. Perley and 
Guze 17) used operational criteria in this way to study 
diagnostic stability in hysteria. Widespread attention 
to the use of operational criteria is fairly recent, how- 
ever. We found only two studies dealing with the rela- 
tionship of diagnostic stability and operational criteria 
in depression (8, 9). 

We hypothesized that patients with depression who 
later >ecame diagnostically unstable would be less 
likely to satisfy the full criteria for depression and 
more likely to show atypical features suggestive of 
schizcphrenia than would control subjects who did not 
become diagnostically unstable. 


METHOD 


We reviewed the records of all patients admitted to 
the University of Iowa Psychiatric Hospital between 
January 1, 1920, and December 31, 1976, to select 
those who, through several admissions, underwent di- 
agnostic change from a depressive disorder to schizo- 
phrenia. The selection criteria included 1) an initial 
admission with a discharge diagnosis of manic-de- 
pressive, depressed; depressive neurosis; reactive 
depression; psychotic depressive reaction; or in- 
volutional melancholia, 2) one or more readmissions 
with a discharge diagnosis at the time of final admis- 
sion cf paranoid, hebephrenic, catatonic, or simple 
schizaphrenia, and 3) a lack of additional diagnoses at 
any acmission suggesting an organic brain syndrome. 
Of 2,627 patients with one of the above diagnoses, 500 
(18.5%) had one or more readmissions. The diagnos- 
tically unstable group who met the remaining selection 
criteria consisted of 22 patients. 

The date of initial admission for each of these 22 pa- 
tients was identified. The next patient admitted with an 
identical discharge diagnosis was assigned to the con- 
trol group. Thus, at the index admission the control 
group matched the diagnostically unstable group for 
specific depression diagnosis and date of admission. 

A staff psychiatrist (M.L.) applied the research ciag- 
nostic criteria (RDC) (9) (see appendix 1) in a blind 


* 


- Am J Psychiatry 137:1, January 1980 


=) 


TABLE 1 i 
Characteristics of Depressive Syndromes in 22 Patients with Unstable Discharge Diagnoses and 22 Control Subjects 
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Patients Who Met Patients Who Did Not 


RDC Criteria Meet RDC Criteria 
for Schizophrenia for Schizophrenia 
. at Final Admission at Final Admission ^ontrol 
Characteristics at First Admission (N=9) (N= 13) Subjects Significance? 
Sex a 
Number of men 3 5 11 * 
Number of women 6 8 11 n.s.” 
Age (years) 30.4 33.4 37.5 n.s.° 
Duration of illness (weeks) 18.6 44.7 52.1 n.s.* 
Number whose charts mentioned possibility of schizophrenia 4 (44%) 4 (31%) I (4%) p=.02> 
Number who displayed suspiciousness 4 (44%) 6 (46%) z (10%) p-.03^ 
Number who displayed premorbid schizotypical features 5 (56%) 3 (2396) c (18%) p-.07* 
Number who met RDC criteria for definite 
major depressive disorder 4 (4490) 10 (77%) 1E (86%) p=.03> 
Number whose first-degree relative(s) 
had affective disorder 1 (11%) 4 (3196) 1€ (45%) p=.03» 
Number who displayed blunted affect 4 (44%) 4 (3196) ' £ (2496) n.s.5 
Number who had many somatic complaints 2 (22%) 2 (1526) £ (23%) n.s.> 
Number who received convulsive or antidepressant therapy 7 (78%) 11 (85%) 1€ (7326) n.s.° 


“Patients with schizophrenia at final admission versus contrcl subjects. 
"Fisher exact test. 
"Two-tailed t test. 


fashion to chart material from all first admissions. He 
also rated the presencé or absence of a number of fea- 
tures we considered possibly associated with diagnos- 
tically unstable depression. These items consisted of 
suspiciousness, nonaffective delusions, hallucinations, 
phobias, blunted affect, catatonic symptoms, many so- 
matic complaints, and bizarre somatic complaints. 
The presence of premorbid schizotypal features as 
defined in the RDC was noted and quantified. The 
RDC require six features: 1) recurrent illusions, sens- 
ing the presence of a force or person not actually pres- 
ent, suspected hallucinations or several periods of dis- 
sociation, and depersonalization or derealization, 2) 
odd or bizarre ideation or magical thinking, 3) ideas of 
reference, extreme suspiciousness, and paranoid idea- 
tion, 4) inadequate rapport in face-to-face interaction 
due to constricted or inappropriate affect, 5) odd com- 


. munication, and 6) social isolation, undue social anx- 


iety, or hypersensitivity to real or imagined criticism. 
Finally, the blind rater recorded data regarding du- 

ration of illness at admission, treatment and resulting 

response, and psychiatric illness among first-degree 


relatives. If there was any indication that the diagnosis | 


of schizophrenia was at all considered by the physi- 
cians involved in diagnosis, this was also noted. — 
Another rater with extensive experience in appli- 
cation of research criteria for schizophrenia (P.W.) re- 
viewed the 22 final admissions of patients with a dis- 
charge diagnosis of schizophrenia. She applied both 
the RDC and the suggested modifications of the Feigh- 
ner criteria for schizophrenia (10) of Taylor and 
Abrams (11). Both sets of criteria require the absence 
of a concurrent affective syndrome. The criteria of 
Taylor and Abrams require a duration of 6 months, but 
the RDC require only 1 week. The second rater was 


blind to the research diagnosis assigned to the patients 
with depression by the first racer. | 


RESULTS 


The RDC diagnoses assigned blindly to the clinically 
unstable patiénts at their first admission were as fol- 
lows: major depressive disorder, definite (N —13), ma- 
jor depressive disorder, protable (N=4), schizo-af- 
fective disorder, definite (N —1), schizo-affective dis- 
order, probable (N=1), and nc RDC diagnosis (N —2). 
Among the control patients there were 19 diagnoses of 
definite and 3 of probable ma‘or depressive disorder. 
Five of the diagnostically uns-able patients met RDC 
definitions for definite schizophrenia during the last 
admission. Four others were rated as having probable 
schizophrenia. Of the remain.ng 13 patients, 8 were 
diagnosed as having definite or probable schizo-af- 
fective disorder and 3 as hav:ng definite or probable 
major depressive disorder at the final admission. Two 
patients could not be given an RDC diagnosis. All but 
1 of the 9 patients diagnosed as having schizophrenia 
by RDC criteria met the critezia for schizophrenia of 
Taylor and Abrams as well. The remaining patient had 
a duration of only 5 months rataer than the required 6. 

Table 1 compares the patients with unstable dis- 


` charge diagnoses who met research criteria for schizo- 


phrenia during their final admission with those who did 


. not. The features of both groups present at the initial 


admissions are compared with those of the control pa- 
tients. The control patients ware more likely to have 
met criteria for definite major depressive disorder than 
were the patients whose discharge diagnosis changed, 
especially those patients who met the research criteria 
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for definite or probable schizophrenia at the final ad- 
mission. Likewise, a family history of depression was 
least me in this latter group and most common in 
the control group. 

Among the atypical features rated for initial admis- 
sions only the features of suspiciousness, blunted af- 
fect, and many somatic complaints were rated in more 
than 1 patient in anv grouping. In turn only one of 
these features, suspiciousness, was seen significantly 
more frequently in patients who subsequently mani- 
fested nonaffective schizophrenia. 

The tendency for premorbid schizotypal features to 
distinguish between the patients with unstable dis- 
charge diagnoses and the control patients also ap- 
proached but did not reach the .05 level of signifi- 
cance. The mention in the patient's chart of schizo- 
phrenia as a possibility was strongly associated with a 
diagnosis of schizophrenia on a subsequent admission. 

At the time of their first admission, patients who be- 
came purely schizophrenic tended to have been 
younger and to have had a briefer illness than control 
patients. Individual values were quite variable, how- 
ever, and the differences between groups were in- 
significant. 

The proportions of patients receiving somatic thera- 
py (ECT, pentylenetetrazol, or tricyclic antidepres- 
sants) were quite similar across groups. Three of the 9 
patients who eventually developed schizophrenia were 
treated with ECT during their depression admission. 
None of these patients showed complete remission of 
symptoms. In contrast, 6 of the 9 control patients who 
received ECT had a complete absence of symptoms at 
discharge. These differences become more marked 
when all of the 22 diagnostically unstable patients 
treated with ECT (N —10) are considered. None of the 
treatments used resulted in complete remission. The 
difference between these 10 patients and the 9 control 
patients was highly significant (p=.003, Fisher exact 
test). 


DISCUSSION 


Our findings suggest that both diagnostic error and 
actual clinical change were responsible for the fact that 
the diagnoses of the patients studied changed over 
time. Further conclusions are limited by design of the 
study. There are several points, however, which sug- 
gest that these results can be generalized to other clini- 
cal settings. 

Our patients could be diagnosed using other sets of 
criteria without substantially changing our results. 
With few exceptions, the criteria for depression of 
Feighner and associates (10) are identical to the RDC. 
Feighner and associates' criteria require a 1-month 
and the RDC require a 1-week minimum duration. 
Those patients who were diagnosed as schizo-affective 
according to the RDC would be designated simply as 
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depressed according to the Feighner criteria. Only | of 
the unstable patients had less than a 1-month duration 
at the time of initial admission. Another patient met 
the RDC for definite schizo-affective disorder. There- 
fore, Feighner criteria for depression could be stb- 
stituted for the RDC without changing the proportions 
rated as having definite depression at the time of initial 
admission. Unlike the comparison between RDC and 
Feighner criteria for depression, the criteria for 
schizophrenia of Taylor and Abrams (11) differ const- 
erably from the RDC as to the specific symptoms re- 
quired for inclusion. In spite of this, the overlap of pa- 
tients designated schizophrenic by either set of critezia 
was almost complete. The Feighner criteria for schizo- 
phrenia have as an exclusion criterion any history of 
an affective syndrome and therefore could not be used 
in the present study design. 

The material used in this study involved assess- 
ments made by many different clinicians over a <0- 
year period. Favored classification schemes and the 
thoroughness with which patients were assessed var- 
ied among individual clinicians and across time. Nev- 
ertheless, all of the control patients met criteria for at 
least probable depression, despite the fact that this 
group included subjects with diagnostic labels ranging 
from reactive depression to involutional melanchol:a. 


This adds significance to the fact that many of the , 


patients who became diagnostically unstable did 
not meet research criteria at the time of their first ad- 
mission. 

The chart review method limits conclusions regard- 
ing the prognostic significance of specific items. For 
example, certain Schneiderian symptoms might have 
proven important had they been systematically as- 
sessed in the original patient evaluation. The impcr- 
tance of emotional blunting might have been more ap- 
parent had the reliability of its assessment been im- 
proved with the use of a specific rating scale (12). Such 
refinements in design, however, require a prospective 
study. 

The number of patients in the diagnostically un- 
stable group who failed to meet operational criteria for 
definite depression is evidence for the role of diagnos- 
tic error in these 22 patients. It is unlikely, however, 
that diagnostic imprecision explains the subsequent in- 
stability in the 4 patients who began with full depres- 
sion syndromes and no schizophrenic symptoms and 
ended with a full schizophrenic syndrome and no de- 
pressive symptoms. 

It is possible in these 4 cases that schizophrenic 
symptoms were present but not recorded at the initial 
admission and that depressive symptoms were present 
but not recorded at the final admission. The latter pos- 
sibility seems unlikely because these patients were 
evaluated in the light of a previous diagnosis of depres- 
sion. Only a large-perspective follow-up study using 
comprehensive structured interviews wil! avoid such 
objections and further define features characterizing 


/ 
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patients with actual major syndrome changes. In the 


meantime, our findings suggest that the presence or 

«Ww absence of symptoms sufficient to meet research cri- 
teria should be included in the prognostic formulation 
for depressive patients with atypical features. 
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APPENDIX 1 
Research Diagnostic Criteria 


A through E are required for a diagnosis of schizoaffective 


disorder. A, B, and D with an absence of symptoms from C 
are required for a diagnosis of major depressive disorder. 


A. One or more distinct periods with dysphoric mood or 


pervasive loss of interest or pleasure. 


B. At least five of the following symptoms are required 


for definite and four for probable: 
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1) Poor appetitie or weight loss or increased appetite 
or weight gain (change of 1 lb a week over several 
weeks or 10 lbs a year when not dietingy 

2) Sleep difficulty or sleeping too much. 

3) Loss of energy, fatigability, or tiredness. 

4) Psychomotor retardation or agitation (out not mere 
subjective feeling of restlessness or being slowed 
down). 

5) Loss of interest or pleasure in usuzl activities, in- 
cluding social contact or sex (not limited to a period 
when delusional or hallucinating). (The loss may or 
may not be pervasive.) 

6) Feelings of self-reproach or excessive inappropri- 
ate guilt (either may be delusional). 

7) Complaints or evidence of diminished ability to 
think or concentrate, such as slowed thinking, or 
indecisiveness (do not include if associated with 
obvious formal thought disorder or preoccupation 
with delusions or hallucinations). 

8) Recurrent thoughts of death or suicide, or any 
suicidal behavior. 


C. At least one of the following is present: 


1) Delusions of being controlled (or influenced) or of 
thought broadcasting, insertion, or withdrawal. 

2) Nonaffective hallucinations of any type throughout 
the day for several days or intermittently through- 
out a ]-week period. 

3) Auditory hallucinations in which either a voice 
keeps up a running commentary on the subject's 
behavior or thoughts as they occur, or two or more 
voices converse with each other. 

4) At some time during the period of illness the patient 
had more than 1 month when he or sae exhibited no 
prominent depressive or manic symptoms but had 
nonaffective delusions or hallucinations. 

5) Preoccupation with a nonaffective delusion or 
hallucination to the relative exclusion of other 
symptoms or concerns. 

6) Definite instances of marked formal thought dis- 
order accompanied by either blunted or inappro- 
priate affect, delusions or hallucinations of any 
type, or grossly disorganized behav:or. 


. Signs of the illness have lasted at least 1 week from 


the onset of a noticeable change in the patient's usual 
condition. 


. Affective symptoms overlap temporally to some de- 


gree with the active period of schizophrenic-like 
symptoms. i 


, © 
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Research in Psychiatry: A Co-Citation Analysis 


BY a W. CRAWFORD, M.D., PH.D., AND SUSAN CRAWFORD, PH.D. 


* 


Co-citation analysis provides a methodology for 
investigating the structure of scientific specialties. The 
authors did such an analysis for psychiatry by using 
some 2 million references from the Social Sciences 
Citation Index to identify 155 clusters of publication 
that represent psychiatry-related areas. They report 
on the distribution of publications among research 
areas, the rate of growth in research activity, and 
interrelationships among disciplines. 


xpleration of the structure of scientific disciplines 

has been made possible in recent years by the 
availability of large-scale data bases generated by the 
Science Citation Index (SCI) and the Social Sciences 
Citation Index (SSCI).! The SSCI is based on refer- 
ence lists in some 1,500 journals in the social sciences. 
Under the name of each cited author are listed the 
names of the authors who have cited his or her papers. 
The underlying assumption is that the citing article is 
related in terms of content to the cited article. Thus, 
the citation relationship is seen as a measure of relat- 
edness among publications. 

A new citation analysis technique developed inde- 
pendently in Russia and in the United States about 3 
years ago makes it possible to identify clusters of high- 
ly interactive publications in science (1, 2). The meth- 
od, called *'co-citation" by the American scientists 
Small and Griffith (3), establishes a link between two 
publications based on the number of times they have 
been cited together. The number of books or articles 
that cite two publications together is then used as mea- 
sure of the strength of the association of these pub- 
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lications and of the proximity in content between pub- 
lications for the mapping of their relationships. Then 
clusters of interacting publications are derived in areas 
where scientists are engaged in the exploration of re- 
lated problems. 

The concept of co-citation can be illustrated by an 
example from the sleep research literature. Aserinsky 
discovered that rapid eye movements (REM) occurred 
during sleep among subjects in his laboratory. In 1953 
he published his findings. Dement, Aserinsky's stu- 
dent, extended the REM studies by having subjects re- 
port on the content of their dreams during eye move- 
ment. Ás subjects fell asleep and the eye movements 
became faster, Dement would waken the subjects and 
ask them to report their dreams. Expanding on the no- 
tion of REM were three subsequent papers by 
Foulkes, Rechtschaffen, and Kales, respectively, that 
quoted Aserinsky and Dement together. The number 
of papers that cite Aserinsky's and Dement's papers 
together is a measure of the strength of the linkage be- 
tween the two papers. 

With this technique, clusters of highly interactive 
publications can be identified, and a connected graph 
of the clusters can be derived. By examining the pa- 
pers that comprise each cluster, one may determine 
their major subject areas. Thus, there is a cluster of 20 
papers related to sleep research that are cited together 
by 73 papers. The technique makes it possible to ex- 
plore systematically the entire specialty structure of 
science, as well as the internal structure of the various 
specialties. 

Griffith and Small (3) attempted to outline the cita- 
tion structures of the biological, physical, and soc:al 
sciences. Small and Crane (4) focused on the specialty 
areas of psychology, sociology, and economics, and 
Mullins (5) studied two research specialties in bio- 
chemistry. 

The objective of our investigation was to apply the 
methodology developed by Small and Griffith to psy- 
chiatrv in order to explore its internal structure, areas 
of research activity, and relationships with other social 
sciences. This work complements the study by Brodie 
and Sabshin (6) on research trends in psychiatry and 
introduces a quantifiable approach with new data. 


THE DATA BASE 


The data in this investigation were obtained from the 
Social Sciences Citation Index for the years 1971- 
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' 1973..The methodology we used has been thoroughly 
explgined by Griffith and Small (1, 2) and will be out- 
RN ined only briefly here. From a computerized data base 
N of some 2 million references, we selected documents 
cited 10 times or more and then derived pairs of co- 
cited articles, i.e., articles cited in the same article. 
This procedure led to a total of 1,208 clusters of arti- 
cles linked by co-citation. We selected clusters cited 
by 30 or more documents, the threshold considered by 
Sfhall and Crane (4) as ‘‘meaningful indications of a 
research or specialty area." Finally, clusters cited by 
10 or more psychiatric books or journal articles (listed 
«in SSCI or Index Medicus) were defined as relevant 
to psychiatry and selected for examination. Thus pa- 
pers we examined include only highly cited articles. 


CLUSTERS IN THE PSYCHIATRIC LITERATURE 


What subject areas are of most interest to psychia- 
try? The clusters that we identified represent 155 areas 
related to psychiatry in which scientists and clinicians 
have conceptualized, made observations, and written 
2,266 books or journal articles. The clusters range in 
size from 2 to 119 books or articles, with a mean size of 
14.6. Most of the clusters are relatively small, as is the 
case in psychology, sociology, and economics (4). Of 
the 155 clusters, 128 (82%) contain fewer than 10 
books or articles, and only 4 clusters contain 90 or 
more. This suggests that there are many areas of activ- 
ity in which a small number of investigators are in- 
volved and a few very large areas with many investiga- 
tors. Among the areas of most activity in the 1971- 
1973 period were behavior modification, prognosis in 
schizophrenia, pharmacology in affective disorders, 
and desensitization in reduction of anxiety. Related 
areas of less interest to psychiatry included, for ex- 
ample, human information processing, kinship net- 
Works, cognitive dissonance, and social aggression. 

We next examined frequency of citation in relation 
to the cluster size. A total of 22,154 documents cited 
articles within the 155 clusters. There is a strong posi- 
tive correlation between the size of a cluster and the 
number of documents that cite it (r=.87). Thus, in 
areas of great activity there tend to be a large number 
of publications generated, which are cited in turn by a 
large number of publications. The largest cluster (be- 
havior modification) contained 119 books or articles 
and was cited by 168 books or articles. The 51 areas of 
greatest activity in psychiatry, as indicated by clusters 
of interacting documents during the period 1971-1973, 
are listed in table 1. 


INTERRELATIONSHIPS AMONG THE DISCIPLINES 


How interrelated are the disciplines of psychiatry, 
psychology, and other social sciences such as sociolo- 
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gy, anthropology, and economics? Small and Crane 
have used as a measure of the cohesiveness of a dis- 
cipline the proportion of papers that cite docyments in 
the clusters from the same discipline. Economics, for 
example, is said to behave more like a discipline than 
sociology because economics-related clusters tend to 
be cited by a higher proportion of economics bocks or 
journals than sources in other disciplines (4). : 

We defined publications as belonging to the dis- 
ciplines of psychiatry or psychclogy by using the dis- 
ciplinary classifications of their source journals iisted 
in SSCI or Index Medicus. We used two measures of 
interrelatedness: the distribution of psychiatric pub- 
lications cited in our clusters and the proportion of cit- 
ing publications that belong to psychiatry. Of the 155 
clusters cited by 10 or more psychiatric books or arti- 
cles, less than a third (29.7%) contained 50% or more 
psychiatric publications. Only l1 clusters contained 
more than 75% psychiatric publications. The only 
clusters composed exclusively of psychiatric articles 
were 5 clusters of works by Fred. 

When we examined by discipline the 22,154 books 
or articles that cited the 155 clusters, we found psychi- 
atry and psychology publications almost equally dis- 
tributed—28.5% and 28.4%, respectively. The citing 
psychiatry-psychology articles make up approximate- 
ly 57% of the total citing publications compared with 
43% for the other social sciences. 

Psychiatry can be characterized as highly inter- 
disciplinary, as indicated by the frequency of pub- 
lications from other social sciences that 1) are cited 
within the clusters and 2) cite the clusters. Analysis of 
the subject subspecialty and author content of clusters 
during the second stage of our investigation will pro- 
vide greater insight into relationships within the dis- 
cipline of psychiatry. "m 


THE IMMEDIACY FACTOR 


The age of publications that are cited has been used 
as an indicator of the rate at waich a discipline ad- 
vances or changes. Price (7) has observed that the av- 
erage paper in the physical and biological sciences is 
considered ‘‘obsolescent’’ within a decade, as mea- 
sured by its frequency of citation. This would mean, 
he concludes, that the major work of the average paper 
is finished after 10 years. The immediacy factor refers 
to the citation rate of scientific papers, which peaks at 
2.5 years after publication and falls rapidly thereafter. 
Thus the physical and biological sciences are said to 
"grow from the skin,” i.e., they are based on com- 
paratively recent work (8). 

How does the immediacy factor in psychiatry com- 
pare with the biological and physical sciences and oth- 
er social sciences? For psychology, economics, and 
psychiatry, the mean publication year of items cited 


during 1971-1973 was 1965, and the average age of 
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TABLE 1 
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Clusters of Articles Linked by Co-Citation in Psychiatric Journals or Monographs, 1971-1973 : 


Numer of Giting Papers Number of Cited 


from Psychiatric Journals Papers in Cluster Subject Focus of Cluster : 
269° 106 Pharmacology of affective disorders: depression » 
179°" 208 Freud: ego, id, paranoia, inhibitions, sexuality, instincts, anxiety, and narcissism 
168 119 Behavior modification in psychotherapy . 
" 163 95 Desensitization in reduction of anxiety 

133 44 Behavior therapy in alcoholism, obesity, homosexuality, and drug addiction 
130 16 Prognosis in schizophrenia " 
125 34 Hyperactive children 
124 17 Depressive disorders: classification and drug therapy 

94 39 Schizophrenia: cognitive disorder 

92 2 Depression: measurement, rating scale 

79 52 Biofeedback: psychological aspects 

792 8 Freud: obsessional neurosis, dynamics of transference 

77 28 Childhood psychosis: general, schizophrenia, autism 

T7 32 Psychological correlates of marijuana use 

73 20 Sleep: psyzhophysiological aspects 

69 3 Narcissism 

68 9 Treatment of phobias: Gesensitization and other treatment modalities 

65 27 Alcoholism 

65 16 Life events and illness: psychological and physiological 

63 9 Psychiatric diagnosis: reliability, criteria 

62 14 Genetics cf schizophrenia 

62 18 Dyskinesia, Huntington's chorea, parkinsonism: drug therapy 

62 18 Bereavement 

62 4 Sexual behavior: inadequacies, responsiveness 

58 13 Amphetamine psychosis 

58 2 Ego and mechanisms of defense 

58 22 Psychological aspects of hemodialysis and open heart surgery 

578 2 Freud: Jove as transference, termination of analysis 

56 ll Psychotherapy and socioeconomic status 

55° 2 Freud: the interpretation of dreams 

54 13 Lithium prophylaxis in affective disorders 

54 13 Anorexia aervosa 

53 12 Narcotic eddiction: etiology, methadone and other treatment approaches 

51 40 Cognitive development: Piaget’s concept of conservation 

48" 9 Freud: hysteria, grief, death instinct, symptom formation 

47 7 Transfereace in psychoenalysis 

43 2 Borderline states 

43 19 Suicide risk and prevention ! 

42 68 Empathy, nurturance, helping behavior 

41 16 Short-terrn memory, especially in children 

4] 9 Treatment of narcotic addiction 

398 3 Freud: eroticism, object relations 

39 10 Outcome of psychotherapy 

39 14 Epidemiological and social aspects of illness 

38 7 Hysterical personality 

36 14 Gilles de la Tourette syndrome 

36 8 Schizophrenia: drug therapy 

36 12 LSD: abuse, side effects, psychiatric aspects 

35 i1 Suicide 

35 6 Psychiatric diagnosis: comparison in ‘cross-national studies’’ 
35 92 Hemispheric differences in cerebral function 


^These five clusters consist entirely of citations from the works of Freud. In each of the five clusters, subject patterns of both the citing and cited articles were 
more difficult to identify than in other clusters. Preliminary analyses seem to indicate that Freud's works are used here to support observations in a variety of 


clinical areas as well as to extend his concepts. 


cited papers was 7 years. For sociology, the mean pub- 
lication date was 1963 and the average age of cited pa- 
pers was 9 years. In the physical and biological sci- 
ences, however, the average date of publication was 
1969, some 4 years earlier than in psychology, eco- 
nomics, and psychiatry, and some 6 years earlier than 
in sociology. Thus it is not surprising that both G-iffith 
(3) and Small and Crane (4) have found that books are 
used much more often in the social sciences than in the 
biological and physical sciences. Griffith concluded: 


The journal article is, for many parts of social science, a 
poor vehicle of communication, ill-suited to discuss ex- 
tremely complex issues. Books are, in fact, the medium 
through which change is really effected. (10, p. 26) 


The data on the age of articles cited and the greater 
use of books than journals indicate that knowledge 
grows or changes more rapidly in the physical and bio- 
logical sciences than in psychiatry and other social sci- 
ences. We are currently doing additional] analyses by 


a 
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` type af article and subject areas of clusters. These data 
n then be related to age of publication and tvpe of 


media. 

.The mean age of documents cited in psychiatry is 
approximately 7 years, and 96% of cited documents 
were less than 23 years old. Only 89 of the 2,256 cited 
articles (3.6%) were published before 1950. The oldest 
cited article, by A. Binet, was published in 1895, fol- 
lowed by Sigmund Freud's The Interpretation of 


e Dfeams, published in 1900. Of the 89 cited documents 


published before 1950, 49 (5596) were by Freud. The 
data indicate that the overwhelming majority of cited 


, articles are 20 or fewer years old and that a very small 


number of articles continue to be cited over time. 

Griffith (3) found that the social sciences tended to- 
ward clustering of older works by influential authors 
into apparently ''impenetrable" groupings. From this 
observation, he conjectured that these citations are 
patterned not around issues or current work, which 
presumably would be proved or disproved and rapidly 
replaced, but around people whose authority seems to 
linger long after their death. An alternative ex- 
planation is that issues or problems change, but under- 
lying theory tends to go back to Freud's basic para- 
digm when explanation of intrapsychic phenomena is 
required. This, however, could be determined only by 
an in-depth cognitive analysis of the citation record, 
which we are now engaged in. 


DISCUSSION 


From some 2 million references in the social sci- 
ences, cited during 1971-1973, we have attempted to 
identify characteristics of psychiatry as a discipline by 
using the co-citation analysis technique. The results 
indicate that there are clusters of interacting pub- 
lications which represent large and small problem 
areas currently being explored by scientists and clini- 
cians. 

The methodology has the potential for extending the 
inquiry into cognitive aspects of the mental health field 
by examining relationships within and between clus- 
ters in terms of subject areas, basic concepts, and the- 
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ory. As we analyze each paper by subject or problem 
area, what core and peripheral concerns emerge within 


the mental health field? Do the linkages moaz scién- 
tific papers indicate an identifiable paradizm acknowl- 
edged by a large proportion of psychia:rists? Or is 
there fragmentation, and if so, to what extent? Can a 
number of highly influential individuals v/hose works 
are central to a cluster or to the entire field be identi- 
fied? 

Psychotherapy is an applied science, and underlying 
the techniques used in diagnosis and therapy are as- 
sumptions and theoretical constructs. What is the na- 
ture of the relationship between psychiatry and experi- 
mental or theoretical psychology and soztology? To 
what extent are these fields open to each other, as in- 
dicated by linkages among the key papers? 

The well-known fragmentation in the area of mental 
health therapies has led to rather subjective evalua- 
tions and a profusion of strategies. The need for defini- 
tion of the field as well as identification >f key con- 
cepts is a recurring concern in recent literature. Co- 
citation analysis, skillfully used with other indicators, 
may provide insight into these questions. 
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BY GEORGE MORA, M.D. 


In 1779 Mesmer’s Mémoire sur la découverte du 
megnetisme animal appeared in Paris. Although 
Mesmer believed in physical rather than psychological 
causes, his work in healing through suggestion marks 
the beginning of modern psychotherapy. In 1879 
several state mental hospitals opened in the United 
States, amid controversies between the medical 
profession and the public over the treatment of mental 
illness. Ernest Jones, a pioneer in the establishment of 
psychoanalysis and author of the most comprehensive 
and authoritative biography of Freud, was born that 
same year. 


1779 


ranz Anton Mesmer’s Mémoire sur la découverte 

du magnetisme animal appeared in Paris. By that 
time he had already acquired controversial renown in 
many quarters of central Europe. He was born in 1734 
in Iznang, a small Swiss village near Lake Constance. 
Thanks to his considerable musical talent, at age 15 he 
obtained a scholarship at the famous Jesuit College at 
Dillingen in Bavaria. He then studied theology for 6 
years at the University of Ingolstadt. Having decided 
not to become a priest, he studied law for a while and 
then enrolled at the medical college of the University 
of Vienna, where he received his degree in 1766. In his 
graduation thesis, De Planetarum Influxu (On the In- 
fluence of the Planets), published in 1766, he held that 
the heavenly bodies exercise an influence on beings on 
earth by way of an obscure ‘“‘fluidum”’ and that such a 
fluidum, contained in the human body, possesses mag- 
netic and curative properties. Although this thesis had 
been previously advanced (notably in the De Imperio 
Solis et Lunae in Corpora Humana, 1704, by the En- 
glish physician Richard Mead) as a result of the con- 
temporary interest in phenomena of gravitation and 
magnetism, Mesmer's bold views differed from the 
previous ones because they implied curative effects. 
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In 1768 Mesmer married a wealthy widow and was 
given a large estate where he frequently entertaimed 
such distinguished guests as the composers Haydn, 
Mozart, and Gluck. About 1772, after several years of 
general medical practice, Mesmer began to apply mag-. 
netism to the treatment of patients. In 1774, with the 
help of the Jesuit Father Hell, he obtained specially 
built magnets for application on a patient. (A con- 
troversy then ensued between Mesmer and Father 
Hell concerning the priority of magnetism in treating 
patients.) His first patient treated in this way was a 29- 
year-old woman named Oesterline, who was subject to 
convulsions and, according to him, was completely 
cured, got married, and had children. His fame rapidly 
spread throughout Austria and Germany. In reply to 
an inquiry, in 1775 he published A Letter to a Physi- 
cian Living Abroad, in which for the first time he used 
the expression ‘‘animal magnetism.’’ He progressively 
stopped applying magnets directly to the skin znd re- 
lied more on ''passes," movements of his hands over 
patients. He claimed that a fluid passed from his body 
to the patient's body and that a "'crisis" which result- 
ed (such as seizures or loss of bowel or bladder con- 
trol) was an attempt ‘‘to reestablish harmony and equi- 
librium in all the parts of the body.” 

Although Mesmer recognized that it was necessary 
for the sufferer to be in rapport" with the physician, 
he remained a staunch believer in the healing power of 
a physical agent. Because of the great demand for 
services, he began to ‘‘magnetize’’ objects that reput- 
edly had curative effects. Even more important, in his 
home, which he used as a clinic, he held group ses- 
sions during which the patients were in contact 
through iron rods with a “‘baquet,’’ i.e., a tub filled 
with ''magnetized"' water. He moved among them like 
a magician while music was played in the background. 
Many women became hysterical (ie., had the 
‘‘crisis’’) and fainted. 

Among the diseases treated by Mesmer were epi- 
lepsy, nightmares, tics, asthma, and migraine. The 
best known of his patients was Maria Theresa Para- 
dies, a child prodigy who, after becoming suddenly 
blind at age three, had developed into a remarkable 
piano virtuoso and had become a protégée of the Em- 
press Maria Theresa. Mesmer succeeded in curing 
Maria Theresa, but she developed a chronic depres- 
sion and lost her musical ability. Threatened with loss 
of financial security, her parents attempted to stop her 
treatment. At the end of a violent scene between them 
and Mesmer, Maria Theresa became totally blind 


` 
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* again. This was the final blow that prompted the medi- 
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cal profession, already very critical of Mesmer, to 
force*him to leave Vienna for Paris in 1778. 

* The following year he published the Mémoire. In it, 
having stated that his discovery of animal magnetism 
had *'the twofold aim of adding to the knowledge of 
men and of making them happier,” he took issue with 
the narrow view of official science and gave a detailed 
account of his therapeutic successes and of the opposi- 
tian. by the medical profession and others. The 
Mémoire includes a memorandum sent to the Acad- 
émie des Sciences and contains 27 formal proposi- 
tions. In essence they reaffirm the mutual influence be- 


*tween the heavenly bodies, the earth, and animate 


bodies; the importance of the universal fluid and its 
alternate effects, such as ebb and flow (which he com- 
pared to the periodicity of the sexual urge); and the 
ability of animal magnetism to act at a distance, to be 
stored and transported, to penetrate all bodies and, in 
particular, to “‘cure nervous disorders directiy and 
other disorders indirectly." For a while Mesmer's 
method of treatment was well received and even be- 
came fashionable. After alternating phases of favor- 
able and unfavorable reactions to his method, Mesmer 
reached his highest level in the early 1780s, when a 
number of his lay friends founded ‘‘Societies of Har- 
mony''—hospitals where magnetic techniques were 
taught and employed—in several French cities. 

In 1784 a special committee appointed by King 
Louis XVI to investigate Mesmer's practices pub- 
lished an extremely unfavorable report. The members 
of this committee, who had agreed to be magnetized 
by Mesmer and his coworker D'Eslon, reported not 
the slightest effect from the treatment, a finding cer- 
tainly understandable in view of their skepticism and 
lack of “rapport” between the patient and the physi- 
cian. The report concluded that there was no evidence 
of any fluid and that imagination had played the main 
role in Mesmer's cures. Angry and disillusioned, Mes- 
mer left Paris and wandered for several years through 
central Europe, finally settling near Lake Constance, 
where he died in obscurity in 1815. 

Mesmer's work was continued by many others; es- 
pecially worth remembering are the Marquis de Puysé- 
gur, who studied the sleep-wake state of the mesmer- 
ized patient; John Elliotson; James Braid, who coined 
the expression ‘‘hypnotism’’; and James Esdaile, who 
performed painless surgical operations on patients 
during mesmeric trance. Several periodicals and asso- 
ciations dedicated to mesmerism were founded. To- 
ward the end of the 19th century hypnosis was em- 
ployed for therapeutic purposes by the school of Char- 
cot in Paris and by the so-called Nancy school by A.A. 
Liébeault and H. Bernheim. Freud was influenced by 
both these schools and employed hypnosis in his early 
treatment of hysterical phenomena with Josef Breuer. 

In retrospect, Mesmer's work has to be viewed from 
the tradition of healing through suggestion, which can 
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be found in all societies from early times. Tt is unfortu- 
nate that he attributed a physical basis, rather than a 
psychological one, to his discovery, which marks the 
beginning of the movement of modern psychótherapy. 
Because of this and of the many debates that sur- 
rounded his treatment, his historical position is still 
controversia]. 


1879 


Several state mental hospitals were opened in the 
United States: in Rochester, Minn., the Second Min- 
nesota Hospital for the Insane for 100 patients; in 
Yankton, S.D., Yankton State Hospital for 60 pa- 
tients; in Topeka, Kans., Topeka State Hospital for 
135 patients; and in Kankakee, IH., Illino.s Eastern 
State Hospital. 

Illinois Eastern State Hospital consisted af 12 two- 
story buildings, each one housing 35 patients. This was 
the first time cottage-type buildings were used in a 
state hospital. The next decade and a half were very 
difficult for this hospital due to the frequent changes in 
administrators for political reasons. Under the short 
superintendency of Dr. S.V. Clevenger (called the 
‘Don Quixote of psychiatry" because of his impetu- 
ous temperament), a position of pathologist—the first 
in a state hospital— was approved in 1893, and Dr. 
Adolf Meyer was appointed to it. Meyer, then 27, had 
graduated in medicine from the University of Zurich 
and had received postgraduate training in neurology in 
London and Paris. At that time Kankakee, like all 
American state hospitals, was a stagnant institution 
overcrowded with patients and run by politically ap- 
pointed administrators. Because he had not been 
trained in psychiatry, Meyer refused to take charge of 
two wards, about 100 patients. Rather, he asked to see 
patients in the infirmaries, pressed for higher medical 
standards, urged accurate diagnoses, and asked for 
regular case reports. He gave a course in the anatomy 
of the nervous system, using material available from 
autopsies. 

In his teaching of psychiatry Meyer encouraged de- 
scribing clinical observations in concrete terms and 
summarizing the symptoms and clinical definition of 
the typical forms of disease, the definition of the de- 
viating types, and the differential diagnosis. He wrote 
that ‘‘one of the most important duties of the state is to 
see that every insane person has the benefit of treat- 
ment and supervision by a competent physician." He 
initiated the first systematic clinical study of the men- 
tal patient and anticipated the modern staf confer- 
ence. In 1894, in a report written for the governor of 
Illinois, he proposed the selection of interns by civil 
examination, provision of training for hospi-al physi- 
clans, and the establishment of a genuinely thzrapeutic 
milieu. Meyer's experience at Kankakee proved in- 
valuable for his professional growth and for the future 
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of Americari psychiatry. By the time he left in 1895 to 
accept a position at Worcester State Hospital in Mas- 
sachusetts, he was already recognized as a leader in 
American psychiatry. 

Also in 1895 Camden County Hospital for Mental 
' Disease in Blackwood, N.J., and Polk County Hospi- 
tal for the Insane in Des Moines, Iowa, were opened. 
Prior to that only a handful of county mental hospitals 
had been built, mainly in Wisconsin, thus justifying the 
denomination of county care system as the ''V/iscon- 
sin system.” Such a system of care developed because 
of the lack of beds in overcrowded state hospitals. Out 
of necessity county officials were forced to place many 
dependent insane persons in hastily built asylums 
closely connected with the poorhouses. This tempo- 
rary measure eventually became permanent. In Wis- 
consin, after several other options were discarded the 
State Board of Charities and Reform eventually fa- 
vored establishing county asylums for chronic cases, 
while the state hospitals would treat only ‘‘curable”’ 
cases. However, in practice the county asylums ac- 
cepted all dependent chronic and acute insane persons 
residing within its limits. 

A few private mental hospitals were opened, for ex- 
ample, Matley Hill Sanatorium for 24 patients in St. 
Denis, Md., and in Brookline, Mass., Channing Asy- 
lum by Dr. Walter Channing, who later became known 
for testifying in the trial of Charles Guiteau, who was 
accused of murdering President Garfield, and for de- 
fending American psychiatry against the accusation of 
isolation and lack of research orientation by the neu- 
rologist S. Weir Mitchell. Two Catholic mental hospi- 
tals were also opened in that year: in Oshkosh, Wis., 
Alexian Brothers Misericordia Insane Asylum for 40 
patients and in Harrison, N.Y., St. Vincent Retreat for 
the Insane. | 

In New York City a newly built *'insane pavilion’’ 
was opened at Bellevue Hospital. This was in response 
to the need for prompt service to mentally disordered 
persons who, up to that time, had often been arrested 
and abused by police, locked up in jails, and sent to a 
penitentiary or a workhouse before their mental condi- 
tion was discovered. The insane pavilion, whizh com- 
prised 24 cells, half for men and half for women pa- 
tients, anticipated the type of facility that was later 
called a **psychopathic hospital,” that is, a service for 
rapid evaluation and treatment of mental disorders at- 
tached to a generél hospital, state hospital, or medical 
college, mostly in urban locations. Among zhe best 
known psychopataic hospitals were the State Psycho- 
pathic Hospital at the University of Michigan, the Bos- 
ton Psychopathic Hospital, and the Henry Phi»ps Psy- 
chiatric Clinic, connected with the Johns Hopkins 
Hospital in Baltimore. 

In 1879 several events occurred that pointed to the 
culmination of the contrasting ideologies and practices 
regarding mental illness which had divided the medical 
professión and the public for a number of years. There 
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was a controversy in regard to the alleged excess of 
institutionalization for many mentally ill persons. Dr. 
William A. Hammond, Surgeon General during the 
Civil War, professor of neurology at the University of 
the City of New York, and one of the founders of the 
American Neurological Association, in a paper-on 
‘“‘Non-Asylum Treatment of the Insane,” read before 
the New York State Medical Society, stated, * 


It is commonly accepted opinion among physicians and 
the public generally that as soon as possible after an imdi- 
vidual becomes insane, he or she must be at once placed 
under the restraint of a lunatic asylum. . . . For this state 
of affairs the medical officers of insane asylums are mainly 
responsible, for they have diligently inculcated the idea * 
that they alone, by education, by experience, and by gen- 
eral aptitude, are qualified to take the medical superin- 
tendence of the unfortunate patients in question, and that 
restraint and separation from friends and acquaintances 
are measures in themselves which are specially curative in 
their influence. 


In contrast to this trend, Hammond advocated the 
treatment of many patients in their own housés by gen- 
eral practitioners or by specialists not based in institu- 
tions—a point as much debated today as a century 
ago. 

Moreover, superintendents of mental institutions 
were suspected of living luxuriously on hospital appro- 
priations, of defrauding the states in purchasing sup- 
plies and services arid of moonlighting. The Journal of 
Nervous and Mental Disease, then published by neu- 
rologists, became the forum for many of those com- 
plaints, for instance, a very critical report in 1879 by 
the State Charitable Institutions of New York in re- 
gard to the wasting of four million dollars by four state 
hospitals. Even more important, the New York Neu- 
rological Society presented a petition to the state legis- 
lature which, among other things, stressed that super- 
intendents of insane asylums, nearly without ex- 
ception, were not chosen from among medical men; 
that assistant physicians of asylums lacked qualifica- 
tions, were not submitted to any test, and were not 
given training; that superintendents and their assist- 
ants were not versed in the anatomy and physiology of 
the nervous system and were not skilled in methods of 
diagnosis and postmortem examination; and that path- 
ological laboratories were nonexistent in asylums. The 
superintendents in New York State reacted vigorously 
ágainst these criticisms and stated that the petition was 
a fraud. 

In December of 1879 a mass meeting took place at 
Cooper Union in New York City to discuss ways of 
improving the approach to mental illness and, specifi- 
cally, to establish a state lunacy commission patterned 
after the British níodel. George W. Curtis, well known 
for his pioneering work in civil service reform, pre- 
sided at the meeting. Among the speakers were the 
French-born Edward C. Seguin, who had settled in 
this country in 1848 and had established a number of 
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irfstitutions for the mentally defective, and Edward C. 
Spitzka, a leading neurologist and, later, author of a 
textbook on insanity. Among the resolutions passed at 
the meeting was the organization of a National Associ- 
ation for the Protection of the Insane, which was 
formed the following year. 


Ernest Jones was born in Gowerton, Wales, to well- 
to-do parents; his father was an atheist and his mother 
a conservative. A favorite child, he suffered in early 


* childhood from nightmares. While studying at the Uni- 


versity College of South Wales in Cardiff, he began to 
make an impression as being an excellent student and 


ean ambitious person. He was soon influenced by the 


positivistic and materialistic ideas of Huxley, Darwin, 
Spencer, and Comte as well as by the newly emerging 
socialistic trends. After a trip to Switzerland and Italy, 
during which he pursued his innate ability for lan- 
guages, he studied medicine in London, where he ob- 
tained his medical degree in 1900. After moving to 
fashionable Harley Street he became interested in neu- 
rology and did research on hemiplegia, clinical forms 
of anesthesia, and language disorders. For 7 years he 
lived with a young Dutch girl of Jewish extraction. 

Influenced by Freud's early psychoanalytic ideas, 
Jones was the first to practice psychoanalysis in Lon- 
don in 1905-1906. In 1907 he met Jung in Amsterdam 
and spent a month in Kraepelin's clinic in Munich. He 
was accused of discussing sex with a young female pa- 
tient and, although he was completely cleared of 
charges, in 1908 accepted a position of associate pro- 
fessor of psychiatry at the University of Toronto. The 
same year he participated in the organization of the 
first Congress of Psycho-Analysis in Salzburg where 
he met Freud. The four years in Toronto, 1908-1912, 
were his most prolific in terms of his scientific original- 
ity, although he found the climate inclement and life 
rather unexciting. He met Morton Prince, Putnam, Co- 
riat, and a few others interested in psychoanalysis in 
the Boston area and, in 1909, gave the first paper on 
psychoanalysis at a medical meeting, the Congress of 
the American Therapeutic Society in New Haven. The 
same year he was present at Freud's lectures given at 
Clark University at the invitation of Stanley Hall, and 
there he met William Jones. In 1910, with Morton 
Prince, he founded the American Psychopathological 
Association in Washington, D.C., and in 1911 he 
founded the American Psychoanalytic Association in 
Baltimore, Md. 

Back in Europe in 1912, partly as a result of the se- 
cession from psychoanalysis by Adler and Stekel (fol- 
lowed by Jung in 1914), he convinced Freud to estab- 
lish a committee of staunch and faithful defenders of 
psychoanalytic ideas. This committee also included 
Ferenczi, Rank, Sachs, Abraham, and, later, Eiting- 
ton; it lasted 10 years. After a short analysis with Fe- 
renczi in Budapest—the first didactic analysis in the 
world— Jones established the London Psychoanalytic 
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Society in 1913 (later reconstituted in 1919), of which 
he remained president until 1944. 

Jones married in 1916, but his wife diec the same 
year. He married again in 1919 in Zurich. He and his 
wife were married 40 years and had four children. 
From 1921 until his retirement in 1944 Jonés practiced 
psychoanalysis near Regent Park. In 1925 he invited 
Melanie Klein to London, an event that had consid- 
erable influence on the development of psychoanalysis 
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in Great Britain. He was president of the International“ 


Psycho- Analytic Association from 1920 to 1924.«nd 
again from 1932 to 1949 and was editor of the Inter- 
national Journal of Psycho-Analysis and the Inter- 
national Psycho-Analytic Library, both in London. He 
supervised the English translation of Freud's Collect- 
ed Papers and Complete Works (translated by J. 
Strachey). In the 1930s he helped several Jewish ana- 
lysts to immigrate to England, and in 1938 -e did not 
hesitate to go to Vienna to help Freud and his daughter 
Anna move to London. Upon his retirement he moved 
to his country house in Sussex; there, in 1947, he be- 
gan a biography of Freud, which took seven years to 
finish. In spite of his affliction with cancer, he managed 
to come to the United States in 1956 on the ozcasion of 
Freud's centenary. He died in 1958. 

Throughout his life Jones was deeply interested in 
many aspects of culture, such as language, symbols, 
folklore, and myths, although he was unconcerned 
with philosophy and openly hostile toward any form of 
religion and mysticism. Early in his professional ca- 
reer he was considered pretentious, impulsive, and in- 
clined to have a sharp tongue. With the yea-s he mel- 
lowed somewhat and became a tactful conciliator 
among the various factions of the psychoanzlytic 
movement, although still remaining without close fcl- 
lowers and intransigent and intolerant toward Freud's 
critics and secessionists. Even though he lacked great 
originality, he was a skillful propagandist with a good 
business sense as well as an excellent missionary. He 
connected the ‘‘inferiority complex of the Welsh’’ 
with his own propensity to underwrite the unpopular 
cause of psychoanalysis and to sympathize with the 
Jewish minority. As a matter of fact, because of his 
unique position of gentile among the early group of 
Jewish psychoanalysts, he aspired to take Jung’s place 
as favorite among Freud’s coworkers. Although this 
did not happen, Freud held him in the highest esteem, 
partly because of his international connections and his 
official high status in medical quarters. 

Jones was a great admirer of Freud's genius and in 
most cases shared his views. However, he did not hes- 
itate to tactfully disagree with Freud on several impor- 
tant points. He considered Freud's formula of the con- 
version of repressed libido into anxiety as untenable 
on both psychological and biological grounds and pos- 
tulated that anxiety was related to ego defenses, a 
viewpoint that Freud himself eventually expressed in 
his Inhibition, Symptom and Anxiety (1925). Jones 
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took issue with Freud’s belief in the reality of para- 
pyschological phenomena, a belief strongly shared by 
Ferenczi and, even more, by Jung. He may have taken 
a strong stand against parapysychological phenomena 
because of the tie between the Society for Psychical 
Research of London, which he despised as nonscientif- 
ic, and many British psychoanalysts. Significantly, he 
confirmed Melanie Klein’s formulations of the sadis- 
tic-oral stage as basic to the development of an early 
pregenital superego, a stance at complete variance 
with Anna Freud’s position. Anticipating recent 
trends, he opposed Freud’s opinion on the develop- 
ment of female sexuality as too narrowmindedly based 
on male sexuality and, in particular, on penis envy. In 
addition, he did not accept Freud’s theory of the death 
instinct. 

The most patent disagreement between Freud and 
Jones was unquestionably the issue of lay analysis. As 
is well known, Freud favored the acceptance of non- 
physicians as psychoanalysts, as in the case of some of 
his most outstanding coworkers (e.g., Rank, Sachs, 
and Reik), implying the autonomy of psychoanalysis 
from medicine. On the other hand, in the United States 
the early psychoanalysts were adamant in insisting 
that only physicians could become analysts. Jones 
himself had stated as early as 1909, ‘‘As soon as thera- 
py becomes separated from pathology and from diag- 
nosis, it loses its scientific basis and risks falling into 
charlatanism.’’ By 1926, the year in which Freud’s The 
Question of Lay Analysis appeared, a confrontation 
between the two sides seemed inevitable. In that same 
year a law was pzssed in New York State making it 
illegal for nonphysicians to practice psychoanalysis. 
At that time 40% of the members of the British Psy- 
choanalytic Society were nonphysicians. At the Inter- 
national Congress of Psycho-Analysis of Oxford in 
1929 Jones found a compromise by allowing each so- 
ciety autonomy in the choice of the criteria for selec- 
tion and training of candidates and by obliging foreign 
candidates to obtain permission from the training com- 
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mittee of their country. The issue raged again when 
Jones proposed that psychoanalysts forced to emigrate 
could directly become members of the international 
association. Jones also succeeded in having each so-» 
ciety accept the principle that a didactic analysis was‘a 
requirement for becoming a psychoanalyst. à 
In regard to the other early psychoanalysts, Jones 
became increasingly intolerant of Rank (especially af- 
ter the latter's publication of The Trauma of Birth, 
1924), of Jung (notably for his disagreement with 
Freud's tenets and for his religious interests), and even 
of Ferenczi (for his unorthodox therapeutic approach). 
It is possible that the basis of his criticism was a feeling 
of inferiority toward the creativity of the outstanding 
psychoanalytic pioneers. Indeed, Jones' originzl con- 
tributions (aside from the two works of popularization, 
Treatment of Neurosis, 1920, and Psycho-Analysis, 
1928) dealt mainly with the application of psycho- 
analytic principles to the study of superstiticn and 
myths (notably his detailed monograph on nightmares, 
which he followed throughout history and related to 
incestuous desires), of Hamlet (which he began in 1910 
and finally concluded in his Hamlet and Oedipus, 
1949), and of the nature of genius and of the scientific 
discovery (in which he stated that the symbol makes 
possible the transition from the concrete to the ab- 
stract). His various essays were eventually published 
together as Essays in Applied Psycho-Analysis (1923, 
1951). 
Unquestionably, however, Jones' opus magnum is 
the three-volume biography of Freud (1953-1957), 
which has been praised for its breadth and thorough- 
ness. Although Jones avoided an attitude of hero wor- 
ship, he is now criticized for the epic presentation of 
Freud's work, which is being more critically reas- 
sessed on the basis of better historical methocology. 
Regardless of this, Jones' biography of Freud will re- 
main an invaluable tool for future researchers. Jones' 
autobiography, Free Association: Memories of a Psy- 
cho-Analyst, appeared posthumously in 1959. 
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Computers and Diagnosis 


s DSM-III is implemented, diagnostics in psychiatry can be said to have re- 
turned to an emphasis on observation and striving for consensus on the m2an- 
ings of the terms we use. What can clinicians use to help organize their thinking in 
building from observations toward a diagnostic impression? The article by Bruce 
Roberts, M.D., in this issue describes an apparently successful application in the 
computerized diagnosis of childhood hyperactivity. 
There have been many previous approaches to computerized diagnosis. Veter- 


ans of these experiences report initial enthusiasm followed by some dis- 


enchantment and disuse. The two principal approaches have been deductive— 
DIAGNO’s use of a decision tree (1)— versus actuarial—the Missouri Standard 
System of Psychiatry's probabilistic diagnostic suggestion based on comparison 
of the case at hand with a large sample of diagnosed cases (2). The DIAGNO 
program is not widely used in the Multi-State Information System, and medicole- 
gal considerations have resulted in the suppression of some probabilistic state- 
ments regarding elopement or suicide risk. Problems have related to the time re- 
quired for data entry and the more serious issue of data reduction. The DIAGNO 
suggested output is based on a four-page mental status checklist with additional 
diagnoses available if a four-page historical checklist is also completed. Although 
the program produces nctes that can be put in a chart, even clinicians at facilities 
with computer terminals that can provide this service quickly tend to object to the 
chart note on the grounds that it is ' written by a computer'' and does not really 
describe the patient, even though space is left for additional narrative comments. 
The time involved for data input can be less than the amount of time that would be 
taken to produce an individual narrative, but the latter is regarded as a clcser 
reflection of both the patient's and the physician's ability to formulate. 

The issue of data reduction is more important because the examiner is forzed 
into binary ‘‘yes-no’’ answers. Branches must be provided for qualifying re- 
sponses. How hyperactive is the child? Where? Toward whom? Since it is esti- 
mated that persons exchange many hundreds of thousands of bits of information 
between each other within minutes, reduction of the rich, three-dimensional, mul- 
ticolored psychiatric examination experience into a computer leaves one with the 
equivalent of a pencil-drawn stick figure. Prominent features can be added to the 
stick figure, but the representation is still far less than reality. 

Some clinicians say they would prefer to resolve diagnostic problems by talking 
to a consultant. A consultant can see the patient, may know the consultee's biases 
and strengths, and can have an immediate, rapid individualized exchange of infor- 
mation with the consultee. 

How much clinical thought is deductive? Consider the inabilitv of computers to 
defeat chess grand masters. Here data input is complete. The process of playing 
chess is thought of as being mostly logical; outcome of many past moves znd 
games is known and lightning-quick calculations of dozens of projected moves are 
made. Yet somehow the computer performance falls short. Is clinical think:ng 
logical and deductive? How many diagnoses are actually achieved intuitively, that 
is, by teasing out important patterns from an information-rich environment? This 
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process involves shifting the relative attention paid to different features along di- 
mensions rather than in a binary mode. For example, an initial “‘yes’’ answer to 
hyperactivity may be changed as the behavior comes to be seen as a combination | 
of anger and anxiety. Computers support left brain logic; recognition of patterns 
seems to be on the other side. 

Considering these past issues, what do computers have to offer now? Many : 
things. Hardware has become extremely inexpensive and more readily available. 
a Greist’s application anticipates eventual bedside use (3), and we look to the day 

that a processor could be pulled out of one’s pocket to function as the auxiliary 
brain we all would like. Computers are able to sort endlessly through minor detail wn 
and help provide not only a reflection of an organized approach to diagnostics, but 

a fuller range of possible diagnostic entities than the average clinician may bear in 

mind. Roberts’ program prompts routine consideration of various possibilities 

that might otherwise be glossed over. There is none of the possible embarrass- 

ment, expense, or inconvenience of using a consultant. To the degree that the 
diagnostic process is deductive it should be supported. 

What needs to be done before this service can be offered? The first issue is that 
the software programs themselves must be developed. This has become easier, 
but an enormous amount of work needs to be done and can be effective only if the 
efforts of many people are shared. Present software and hardware are becoming 
more flexible, but problems of programming language and machine size will not be 
resolved for several years. It is clear that a sophisticated approach to diagnosis 
requires the ability to redefine a problem to have feedback within the diagnostic 
process and consider many possibilities simultaneously. Development will doubt- 
lessly be spurred by the new positive attitude of clinicians. At the 1979 APA an- 
nual meeting, more than half of the audience attending a special session on com- 
puters in psychiatry had access to computers more sophisticated than usual 
pocket calculators. Many were still in the stages of initial fascination and wonder- 
ing how to use their new toys. Some will undoubtedly develop diagnostic routines, 
such as Micro-Psych.! 

Two other important uses of computers in assisting the clinical process should 
be mentioned. Having made the diagnosis, many clinicians tend to focus on one or 
another issue, while it would have been more desirable to be working simultane- 
ously on many problems. Computers can be used to record and monitor treatment 
plans. Another approach is to use computers not to help organize clinical thinking, 
but merely to process large amounts of data to yield exceptions to particular 
guidelines. These include, for example, drug orders for polypharmacy, inter- 
actions and dose levels (4), and PSRO guidelines for outpatient care (5). Here the 
computer's advantages are clear, since a tedious manual operation is replaced and 
there is no effort to replicate the clinician's mode of thinking. Moreover, most of 
the data (actual behavior reflecting more global judgments) used in these activities 
are gathered in small bits as part of other operations for which computerization is 
desirable. An excellent overview of the use of computers in psychiatry and mental 
health has recently been completed by Hedlund (6). 


REFERENCES 


[. Spitzer R, Endicott J, Cohen J, et al: Constraints on the validity of computer diagnosis. Arch Gen 
Psychiatry 31:197-204, 1974 

2. Hedlund J, Sletten I, Evenson R, et al: Automated psychiatric information systems: a critical 
review of Missouri's Standard System of Psychiatry (SSOP). Journal of Operational Psychiatry 
8:5-26, 1977 

3. Greist JH, Klein MH, Erdman HP: Routine on-line psychiatric diagnosis by computer. Am J 
Psychiatry 135:1405-1408, 1976 

4. Laska E, Siegel C, Simpson G: An automated review system for psychotropic orders. Arch Gen 
Psychiatry (in press) 


! Available from Computers in Psychiatry/Psychology, 26 Trumbull St., New Haven. Conn. 06511. 


* x ° e 
» Am J Psychiatry 137:1, January 1980 


EDITORIALS 


5. Siegel C, Laska E, Griffis A, et al: Quantitative care norms for a psychiatric ambulatory popu- 
lation in a county medical assistance program. Àm J Public Health 68:352-358, 1978 

6. Hedlund JL: Mental Health Information Systems: A State-of-the Art Report, Columbia, Mo, Jni- 
Mnt x Missouri-Columbia, Health Service Research Center/Health Care Technology Center 
in press 


ZEBULON C. TAINToR, M.D. 


Dr. Taintor is Director, Multi-State Information System, Information Scienzes 
Division, Rockland Research Institute, Orangeburg, N.Y. 10962, and Associate 
Research Professor of Psychiatry, New York University Medical College, New 
York, N.Y. 


Copyright © 1980 American Psychiatric Association 0002-953X180/01/0061103/ 
$00.50. 


A New Year’s Appreciation 


An anonymous cynic (possibly a disappointed author) once commented: 


What is an editor? 
An unlettered jerk 

Who takes all the credit for 
Other folks’ work. 


If the criticism is perhaps unduly harsh, there is still truth in the doggerel, for an 
editor, however undeservedly, does bask in the reflected glory of his authors’ 
successes—and suffers, too, the slings and arrows of outraged readers when nis 
editorial judgment lapses. 

Authors, however, have no real cause for complaint. Although they must share 
their fame with their parasitic editor, they clearly have their own place in the 
sun— their names prominently displayed and their prose indelibly spread upon the 
pages of the publication that lodges them. The real injustice lies elsewhere; behind 
the Editor of the Journal moves a vast army of reviewers of manuscriptis, working 
silently, out of sight, unrecognized, unnamed. Here is a true community of schol- 
ars, giving unselfishly of their time and counsel, asking no reward other than 
knowing that they are plaving a vital part in the slow accumulation of knowledge. 
As each year rolls on and the Editor enlists an ever-widening circle of men aad 
women to referee the many hundreds of papers submitted to the Journal, his sense 
of indebtedness grows to almost unbearable proportions. It is, therefore, with 
profound relief and heartfelt gratitude that he greets the New Year by naming here 
the colleagues who have given him invaluable help from November 1, 1978, to 
October 31, 1979. 


Stephen L. Ablon, M.D. Dennis D. Agallianos, Henry G. Altman, M.D. 

Abe S. Abraham, M.D. M.D. Norman W. Altman, M.D. 

Richard Abrams, M.D. W. Stewart Agras, M.D. Fariborz Amini, M.D. 
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M.D. C. Knight Aldrich, M.D. William H. Anderson, 

Victor R. Adebimpe, M.D. William S. Allerton, M.D. M.D. 

Marvin L. Adland, M.D. Kenneth Z. Altschuler, Jules Angst, M.D. 


Gerald Adler, M.D. M.D. Roberta J. Apfel, M.D. 
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The editorial nuclear family is more visible than the legion of reviewers, but no 


less essential to the life of the Journal. The wisdom of the Managing Editor and 
the Editorial Staff informs policy and procedure alike, and thanks to their skill, the 
Journal makes its appearances punctually and well dressed. Collectively and sin- 
gly, the Editor Emeritus and the Associate Editors have had a central role in shap- 
ing the Journal's form and content and may justly claim the lion's share of credit 
for its virtues. To all, the Editor extends his deepest thanks. 


Behind the Journal lies the Association itself, and the Editorial Staff is well 


aware of the immense support that comes from that quarter. Dr. Melvin Sabshin, 
our Medical Director, has been unstinting of his help and advice, strongly second- 
ed by all those who work under him. We should like to express our particular 
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C. Jones, and Juanita Garretson; and to Mssrs. Robert L. Robinson, Herbert Mf. 
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. Finally, as with a sigh of relief we cast off from the turbulent 1970s and set sail 
on the uncharted decade ahead, we extend to all our colleagues our warmest wish- 
. es for a productive and peaceful 1980. 
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Accuracy of Diagnostic Information Submitted to an Insurance * 


Company 


BY STEVEN S. SHARFSTEIN, M.D., O.B. TOWERY, M.D., AND IRVIN D. MILOWE, M.D. 


Findings from two studies of the utilization of the 
mental health benefit under the Washington, D.C., 
area Blue Cross and Blue Shield Federal Employees 
Program suggest that diagnostic information 
submitted to insurance companies on claims forms is 
often inaccurate and therefore of little use for claims 
or peer review. The authors conclude that inaccurate 
information is submitted primarily because of 
legitimate concerns about patient confidentiality. 
They urge that special claims and peer review 
procedures be developed to assure confidentiality of 
sensitive clinical information. A pilot project 
developed by the Washington Psychiatric Society and 
Blue Cross and Blue Shield is offered as an example of 
the kinds of systems that need to be devised. 


I n 1975 the National Institute of Mental Health and 
the Civil Service Commission jointly funded a study 
of the utilization of the mental health benefit under the 


Blue Cross and Blue Shield Federal Employees Pro- . 


gram (FEP) in the Washington, D.C., metropolitan 
area. The Mental and Nervous Disorder Utilization 
and Cost Survey (MANDUCS) that resulted was the 
first large-scale survey of primarily office-based pri- 
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vate practice which used insurance claims forms as the 
input data. The purpose of the study was to permit the 
development of 1) statistical patterns of utilization and 
costs that could be used as a basis of comparison for 
selected or sampled individual cases by the insurance 
carriers or by peer review committees, and 2) guide- 
posts for the flagging of cases for more information and 
review. 

Since the beginning of the MANDUC survey, there 
was concern that many of the data collected on the 
claims forms would be inaccurate. A new form that 
was developed in the national offices of Blue Cross and 
Blue Shield, the Mental Health Report Form, was sent 
about the same time as the MANDUC survev began to 
the local plans that administer the FEP. This form 
asked for a diagnosis, symptoms, and an estimate of 
degree of impairment; the identifying information at- 
tached to it included name, address, and insurance 
membership numbers. Both providers and patients 
strongly objected to the form because they feared 
breaches of confidential information. After one year of 
use Blue Cross and Blue Shield withdrew the form and 
substituted a requirement for an augmented itemized 
bill, which included the patient's name, age, beginning 
date of treatment, type of treatment, and diagnosis. 
Although serious questions were raised about the va- 
lidity of the symptom and degree of impairment infor- 
mation formerly collected, these became less relevant 
once the form was no longer in use. However, ques- 
tions about the accuracy of the diagnoses submitted 
with the itemized bill persisted. 

In an effort to assess the accuracy of the diagnoses 
submitted to Blue Cross and Blue Shield, the Washing- 
ton Psvchiatric Society sent a letter to all members 
asking them to complete anonymously an enclosed 


form to indicate the numbers, ages, and diagnoses of 


patients seen in 1977 under the FEP. Letters were sent 
to approximately 1,000 members, and 305 forms were 
returned; 23 members indicated that they had seen no 
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"` TABLE 1 
Outpatient Diagnoses from the Washington Psychiatric Society Study and the MANDUC Survey 
t 
MANDUCS? - 

` WPS Study (N=6,604) Percent of Percent of 

: l Se a ee 11,232 13,409 
Diagnosis Number Percent Number . Individuals / Diagnoses 
Schizophrenia 685 10.4 722 6.4 5.4 
Major affective disorders 849 12.9 434 3.9 3.2 
Psychotic organic brain syndrome 93 1.4 29 0.3 0.2 ° 
Neuroses 1878 28.4 9464 84.3 70.6 
Pers6nality disorders 1375 20.8 1065 9.5 T.9 
Alcoholism 363 5.9 119 1.1 0.9 
Drug dependence 183 2.8 13 0.1 0.1 
Psychophysiologic 318 4.8 149 1.3 1.1 
Transient situational 400 6.1 945 8.4 7.1 
Nonpsychotic organic brain syndrome 83 1.3 19 0.2 sl 
Mental retardation 61 0.9 5 0 0 
All other diagnoses 316 4.8 445 4.0 3.3 


“The MANDUCS data represent duplicate counts in a way that the WPS data do not. Under MANDUCS if an individual received more than on2 diagnosis 
during the year he would be counted multiply; thus, the percentages for each diagnosis add to greater than 100%. The second MANDUCS percentage column 
indicates the percentage of total diagnoses submitted in each category. Also, an individual seeing more than one psychiatrist is counted twice in the WPS study 


but only once in the MANDUC survey if he received the same diagnosis. 


FEP patients in 1977, and 4 forms were filled out incor- 
rectly, leaving 278 forms to be tabulated. 


FINDINGS 


The WPS reported age and diagnoses for 6,604 pa- 
tients, over half of the number of patients recorded in 
the MANDUC survey (N=11,232). It is not surprising 
that 30% of the WPS membership reported seeing cver 
50% of the FEP patients, since not all of the members 
are in private practice. There was a remarkable s:mi- 
larity in the age groupings in the two studies; to some 
extent this indicates that the WPS study is indeed rep- 
resentative of patients seen under the FEP. The strik- 
ing differences between the two studies are seen when 
diagnostic categories are compared (table 1). In the 
MANDUC survey 84.3% of the outpatients received a 
diagnosis of neurosis, and in the WPS study onlv 
28.4% received this diagnosis. There were 10.6% of 
patients with a psychotic diagnosis (schizophrenia, 
psychotic organic brain syndrome, or major affec-ive 
disorder) and 9.5% with a personality disorder diagno- 
sis in the MANDUC survey, as opposed to 24.7% and 
20.896, respectively, in the WPS study. In general the 
diagnoses seen in the WPS study are more evenly dis- 
tributed than those in the MANDUC survey, which 
are skewed toward the diagnosis of neurosis. 


DISCUSSION 


Two sets of inconsistent study results about a given 
population suggest that one or the other or both are 
inaccurate. Certainly diagnostic data from both studies 
can be no more accurate than current diagnostic termi- 
nology permits. The appropriateness of DSM-II d:ag- 


noses for categorizing the many types of problems that 
lead individuals to seek psychotherapy is cpen to 
question. For example, there may be no one particu- 
larly applicable medical diagnosis for a person who has 
severe problems functioning in social relationships. If 
the person is anxious, anxiety neurosis might be the 
diagnosis of choice. If the person is lonely end de- 
pressed, an affective disorder diagnosis might be con- 
sidered. Depending on the presence or absence of cer- 
tain other features, a diagnosis of character discrder or 
latent schizophrenia might be applied. Our poirt is not 
that the DSM-II categories are without function or va- 
lidity but rather that at times one diagnosis might be 
selected for lack of a better choice. To the extent that 


this occurs, diagnostic information from both studies 


is inaccurate. 

It is possible that the WPS forms returned do not 
represent a random sample of patients or that those 
completing the form recorded inaccurate diagnoses. 
Each provider may have encountered problems in re- 
constructing his past year's experience with FEP pa- 
tients, or some providers may want to create a picture 
that they are dealing with more severely disturbed pa- 
tients than would appear from the MANDUC survey. 
Most psychiatrists in the Washington area are aware 
that continuation of the present Blue Cross ard Blue 
Shield FEP psychiatric benefit has been questioned in 
the past; it may be that many of the respondents to tae 
WPS study felt their practices might be threatened if it 
appeared as though the benefit was not being atilized 
by those with more severe disorders. 

Although federal employees in the Washington area 
are in many ways atypical of the rest of the country's 
population, it is useful to compare the results cf other 
studies of private practice psychiatry with the sresent 
studies. In a national study of private practice psychia- 
try conducted by Marmor and associates (1), 4595 of 


T ACCURACY OF DIAGNOSTIC INFORMATION 


patients seen were given a diagnosis of neurosis, 1876 a 
diagnosis of psvchosis (schizophrenia, major affective 
disorder, and organic brain syndrome), and 18.1% a 
diagnosis of personality disorder. In a 1977 study of 
private psychiatrists conducted by Langsley (2) in cen- 
tral Califorbia, 31% of patients were given a diagnosis 
of neurosis, 27% psychosis (affective disorder and 
schizophrenia), and 9% personality disorder. Finally, 
in a 1975-1976 survey by the National Center for 
Health Statistics, psychiatrists sampled indicated that 
42% of patients seen were given a diagnosis of neuro- 
sis, 15.9% psychosis (schizophrenia and affective dis- 
order), and 13.5% personality disorder (3). 

Clearly, the data from the WPS study more closely 
resemble the diagnostic percentages found in these 
three studies, with less than half the patients receiving 
a diagnosis of neurosis and substantial numbers re- 
ceiving diagnoses in the psychosis and personality dis- 
order categories. Although the evidence is not conclu- 
sive, we feel that the MANDUCS data deviate from 
the patterns in the other four studies largely because 
the information for each patient in the MANDUC sur- 
vey was not anonymous. 

Prior to beginning the MANDUC survey, both the 
providers and the insurers had a general sense that the 
diagnostic data might not be accurate. Although many 
explanations were considered, two main hypotheses 
were entertained: 1) mental health professionals, be- 
cause of their desire to assure that a patient perceived 
as needing therapy not be denied coverage by the in- 
surance carrier for some arbitrary reason related to di- 
agnosis, might submit a more “‘severe’’ diagnosis such 
as schizophrenia; 2) fears about confidentiality might 
lead providers to submit diagnoses perceived to be less 
"severe." The results of the MANDUC survey indicate 
that the former practice occurred rarely if at all—few 
diagnoses such as schizophrenia or manic-depressive 
psychosis or even those in the personality disorder 
category were submitted. To the extent that the WPS 
study more truly reflects actual utilization, the second 
hypothesis seems to be a more likely explanation for 
inaccurate diagnoses. 

The results of these studies will come as no surprise 
to those who submit claims to third-party payers. Most 
clinical practitioners have struggled with the fears and 
uncertainties about recording certain diagnoses on an 
insurance claims form; psychiatric diagnoses of schiz- 
ophrenia or alcoholism are different in important ways 
from other types of medical diagnoses such as pneu- 
monia or gout. The more consequential of these dif- 
ferences concern the social stigma attached to certain 
psychiatric diagnoses. The knowledge that a person 
has been previously diagnosed as schizophrenic can 
affect decisions about the person’s present and future 
employment. It can be used to the person’s detriment 
in court proceedings such as those involving child cus- 
tody. If certain diagnoses were ever released to the 
public, the personal repercussions could be devas- 
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tating (e.g., the case of Senator Thomas Eagleton): 

Many insurance companies allege that they have an 
elaborate, ‘‘foolproof’ system for maintainidg the 
confidentiality of claims data. This is little consolation 
to the clinician charged with the weighty responsibility 
of assuring that no potentially damaging information 
about his patient is released. The information needed 
to evaluate the security procedures of each insurance 
company’s claims department is usually not readily 
available, and the legal question of who can and «an- 
not have access to any set of data is usually very com- 
plex and subject to change over time. The relative lack 
of control that the clinician has over such information 
after it has left his office adds greatly to the uncer- 
tainty. 

Because of the social stigma and often pejorative 
connotations attached to certain psychiatric diag- 
noses, many clinicians are concerned that writing 
down a diagnosis which the patient may see can have 
adverse effects on the therapeutic process. Insurance 
companies have a legitimate stake in the fiscal ac- 
countability of their program, and they are increas- 
ingly concerned about quality assurance. This is espe- 
cially true in the FEP because 60% of the costs are 
paid directly by the taxpayer. In order to monitor and 
evaluate treatment, clinical data must be accumulated. 
Unless the confidentiality issue is resolved, however, 
these data will be unreliable, invalid, and useless. 

What can be done to strike a balance between the 
need for doctor-patient confidentiality and for fiscal 
and quality accountability? One solution is to develop 
peer review and claims review procedures that make it 
possible to review cases with no one person having 
access to both patient-identifying data and sensitive 
clinical information. A system recently developed 
jointly by the Insurance Coordinating Committee of 
the Washington Psychiatric Society and representa- 
tives of Blue Cross and Blue Shield enables peer re- 
view of selected cases in an anonymous fashion by uti- 
lizing an assigned number for each case. The collec- 
tion of identifiable clinical data by the insurer is still 
possible; in fact, a diagnosis is still required. This sys- 
tem does, however, offer an approach that minimizes 
infringements on confidentiality. It enables the insurer 
and peer reviewers to review cases and make deci- 
sions based on information much more relevant and 
valid than the submitted diagnosis. Potentially, such a 
system allows for an accountability process that re- 
quires only the name, date, type of treatment, and 
charge on the claims form. : 

It is clear from the MANDUC survey that a diagno- 
sis submitted directly to an insurance carrier with no 
provision for anonymity will not reassure practitioners 
on the confidentiality of the information. Indeed, this 
information is likely to be inaccurate, putting into 
question the basis on which insurers must protect ac- 
countability. The goals of appropriateness of care and 
fiscal accountability are compatible if measures are de- 
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vised to assure the confidentiality of information sub- 
mitted and a review system based on a consensus of 
peers. 
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An Open Clinical Trial of L-Dopa and Carbidopa in Adults with 


Minimal Brain Dysfunction 


BY FREDERICK W. REIMHERR, M.D., DAVID R. WOOD, M.D., AND PAUL H. WENDER, M.D. 


MBD has loag been considered a childhood disorder. 
Recent research suggests that in some it persists intc 
adult life and that at least one form is a consequence 
of reduced activity of dopaminergic systems in the 
brain. To test this hypothesis, three adults with 
“presumptive” MBD were given L-dopa plus 
carbidopa. Although overall this combination was less 
effective than stimulant medication, all the patients 
showed an initial response, and in one patient L-dopa 
seemed to potentiate the effect of methylphenidate. 
The authors point out that various dopamine agonists 
have different effects and that the possible 
potentiation effect is consistent with a dopaminergic 
hypothesis. 


n increasing body of evidence suggests that one 

form of MBD is genetically transmitted. Wender 
(1) has hypothesized that in this subgroup there is un- 
deractivity of dopaminergic systems in the brain. The 
evidence for this is as follows: historically, ''post- 
encephalitic behavior disorder,'' descriptions of which 
sound very similar to current descriptions of MBD, 
was frequently reported as a childhood sequel of the 
pandemic of Von Economo's encephalitis early in this 
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century. In adults a frequent sequel of this illness (im- 
mediate or after several years) was a severe form of 
Parkinson's disease. Since parkinsonism is now 
known to be associated with a depletion of dopamine it 
is reasonable to infer that the same virus affected do- 
paminergic neurons in both children and adults but, for 
reasons that are unclear, produced different syn- 
dromes. 

The second piece of evidence comes from the fact 
that psychostimulants are more effective thar. tricyclic 
antidepressants in childhood MBD. Amphetamines, 
methylphenidate, and pemoline increase dopaminergic 
activity, while tricyclics are presumed to increase nor- 
adrenergic and serotonergic activity in the brain. 
Third, Shaywitz and associates (2) found the rate cf 
accumulation of homovanillic acid (HVA, the princi- 
pal metabolite of dopamine) was 50% lower ir. six ''hy- 
peractive’’ children than in a comparison group, a 
finding consonant with the dopamine hypothesis. 

Fourth, a number of animal models suggest the in- 
volvement of dopamine in hyperactivity. Shavwitz and 
Yager (3) observed that rat pups whose dopami- 
nergic systems had been destroyed showed increased 
motor activity which was related to the extent of the 
destruction and which responded to methylphenidate. 
Bareggi and associates (4) observed that a grcup of hy- 
brid dogs which demonstrated increased motor activi- 
ty and a poor ability to respond in an inhibitory train- 
ing paradigm and responded to treatment with am- 
phetamine, showed lower levels of dopamine, 
norepinephrine, and HVA in brain and lower CSF 
HVA than ‘‘nonresponder’’ hybrids and normal non- 
hybrid dogs. Stinus and associates (5) demonstrated 
that destruction of dopaminergic A10 neurons in rats 
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produces hyperactivity, but apomorpine and ampheta- 
mine—both dopamine agonists—reduce this locomo- 
tor. hyperactivity. 

Wood and associates (6) reported that in some in- 
stances MBD appears to extend into adult life. We de- 
cided to study such '"presumptive" MBD adults be- 
cause we believed their ability to give informed con- 
sent and to report subjective alterations outweighed 
the possibility that they might be suffering from a dif- 
ferent disorder or form of the disorder. 

There are three obvious tests of the dopamine hy- 
pothesis: 1) administration of dopamine agonists, 2) 
measurement of CSF HVA (this work is currently in 
progress) and 3) administration of dopamine pre- 
cursors. Administration of biogenic amine precursors 
has yielded ambiguous results in depression (7) but has 
proved therapeutically useful in Parkinson’s disease 
(8). We felt that administering the dopamine precursor 
L-dopa would constitute a ‘‘weak’’ test of the dopami- 
nergic hypothesis. A therapeutic response would be 
supportive, while a failure to respond would be diffi- 
cult to evaluate. 

We therefore decided to conduct an open trial of L- 
_dopa plus carbidopa in the treatment of three presump- 
tive MBD patients. The drug we used, Sinemet, is a 
fixed ratio combination of L-dopa and a peripheral de- 
carboxylase inhibitor. The latter has significantly few- 
er side effects and permits titration to a therapeutic 
range in days rather than weeks dr months. The com- 
bination is approximately four times as potent as L- 
dopa alone. All patients met the proposed DS M-III cri- 
teria for adult MBD (or ‘‘ADDS, Residual Type"). 
Subjects were aged 21-45 years, Caucasian, and had 
no other evidence of medical or neurologic illness or 
other psychiatric disorder. 


CASE REPORTS 


Case 1. Ms. A, a 29-year-old woman with a chief com- 
plaint of chronic reactive depression, met our criteria for 
. adult MBD. She had marked restlessness and concentration 
difficulties, explosive temper, and low stress tolerance. Ms. 
A had participated in a controlled study of pemoline in which 
she received placebo, with no clinical benefit. After the ex- 
periment, she received methylphenidate on an open basis 
and sustained an excellent clinical response on 10 mg b.i.d. 
After 5 months of such treatment, she agreed to participate 
in an open trial of Sinemet; the initial dose was 125 mg t.i.d. 
For ihe first few days she rated herself as moderately im- 
proved and reported decreased depression and restlessness 
but no amelioration of her concentration difficulties. After 2 
weeks the beneficial effects disappeared and as the medica- 
tion was raised to a maximum dose of 350 mg t.i.d. Ms. A 
reported a return of her depression and increased drowsiness 
and nausea. She requested that the drug be discontinued. 
The "'therapeutic response” lasted roughly 1-2 weeks. 


Case 2. Mr. B, a 23-year-old married father of one, had 
RDC diagnoses of alcoholism, antisocial personality, sub- 
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stance abuse (marijuana), together with marital problem$, 
generalized anxiety, and an explosive temper that had in- 
volved him in legal difficulties. His adult MBD character- 
istics included extreme concentration difficulties, constant, 
motor hyperactivity, impulsivity, a violent temper, and la- 
bile mood. He had been treated with psychotherapy, minor 
tranquilizers, neuroleptics, and tricyclic antidepressarits, 
with little improvement. When Mr. B was given Sinemet in 
doses gradually increased to 125 mg t.i.d. he showed a re- 
markable response. His anxiety, temper, and restlessness di- 
minished substantially, and he described feeling calmer than 
he ever had in his adult life. He also greatly curtailed his drug 
and alcohol abuse. His wife found him remarkably changed 
and allowed him to return home to live with her. To every- 
one's surprise Mr. B obtained steady employment. After he 
had been maintained on Sinemet for several weeks, he began 
to relapse. Although his symptoms never became as severe 
as they had been before his treatment, his marital diffi- 
culties, temper, and anxiety problems recurred. He was then 
given an open trial of methylphenidate, to which he did not 
respond. Pemoline produced a definite clinical benefit but 
one which was never as great as that initially achieved with 


Sinemet. At present his anxiety, temper, and labile mood are | 


moderately improved. He continues to work and was able to 
re-enter and remain at school. 


Case 3. Mr. C, a 34-year-old single man, had recurrent mild 
depressions, anxiety, and marital conflicts. He had been in- 
cluded in a study of pemoline in adult MBD. At the time he 
entered the study, he reported deteriorating family relation- 
ships, with increased friction between himself, his " hyperac- 
tive” son, and his wife. His RDC diagnoses were labile per- 
sonality and generalized anxiety disorder. At the conclusion 
of the study he was given an open trial of pemoline, which 


produced significant sympathomimetic side effects and little . 


clinical benefit. He was then given an open trial of methyl- 
phenidate, which significantly decreased his MBD target 
symptoms. After 2 months of maintenance on methylpheni- 
date, he was given a trial of Sinemet. As the dose was in- 
creased to 225 mg t.i.d., his target symptoms (short attention 
span, restlessness, hot temper, affect lability, stress intoler- 
ance) diminished somewhat, but never to the degree seen 
with methylphenidate. After a 2-week trial of Sinemet, he 
was again placed on methylphenidate. For the first 4-5 days 
he needed and could tolerate only half the dose of methyl- 
phenidate he had previously received. This suggested an in- 
teraction between the two drugs, which we will discuss later. 


DISCUSSION 


We found that L-dopa in combination with carbi- 
dopa was not as effective as stimulant medication in 
the treatment of these 3 patients. All of our patients 
showed an initial specific response (to which they be- 
came tolerant) that was qualitatively different from 
that achieved with psychostimulants. Obviously, this 
might be a placebo response, but the similarity to the 
results described by Jackson and Pelton (9), who re- 
ported decreased hyperactivity in two of three ''hyper- 
active" children receiving Sinemet, is interesting. 

In one patient L-dopa seemed to potentiate the effect 
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of methylphenidate. This was not predicted, and the 
observation was made before we were aware of a simi- 
lar one by Jackson and Pelton. Sinemet produced 

eepiness and fatigue in all of the subjects. This is op- 
posite to the effect generally seen with such treatment 
in parkinsonian patients but similar to that seen with 
methylphenidate in some of our adult patients with 
MBD’ 

A major question is whether these observations con- 
tiewene a dopaminergic hypothesis and whether it is 
possible to reconcile the limited treatment effects of a 
dopamine precursor with those of indirect dopamine 
agonists, such as pemoline and methylphenidate. For 
reasons that are not entirely clear, various dopamine 
agonists have very different effects. For example, am- 
phetamine is, at least temporarily, a mood elevating 
agent, but it is relatively ineffective in Parkinson’s dis- 
ease. Apomorphine benefits neither MBD or parkin- 
sonism but produces nausea. To regard all drugs as 
agonists is simplistic because it is now recognized that 
there are inhibitory and excitatory dopamine receptors 
as well as presynaptic and postsynaptic ones whose 
stimulation may have opposite effects on dopaminer- 
gic systems. 

The possibility that L-dopa potentiates stimuiant 
drug response suggests that Sinemet might be used in 
combination with stimulants to produce a potentiated 
effect or to reduce the dosage of stimulant drugs in pa- 
tients who develop troublesome side effects: This pos- 
sible potentiation effect is of theoretical interest; if 
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proved to be true, it is consistent with a dopaminergic 
hypothesis. 
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The Internship: Some Disquieting Findings 


BY JACOB D. LINDY, M.D., BONNIE L. GREEN, M.A., AND MICHAEL PATRICK, M.C.P. zo 


A natural expériment in psychiatric education took 
place nationally between 1970 and 1976, when one 
group of residents entered psychiatry with an 
internship, and the other without one. In this study 22 
psychiatry residents with an internship and 25 without 
one were compared during their first two years of 
training. Initial faculty evaluations of the two groups' 
responsibility, insight, teachability, and knowledge 
were virtually identical, as were those of their overall 
performance in inpatient, consultation, and 
emergency psychiatry. However, ratings of outpatient 
psychotherapy showed several significant differences 
favoring the noninternship group. The authors find 
these results disquieting. They suggest that 
interferences with empathy may be an untoward side 
effect of the internship. 


n à storm of controversy the American Board of 

Psychiatry and Neurology removed the internship 
requirement for Board qualification in 1970. In a com- 
parable storm the Board reinstated the internship (in 
modified form) in 1976. Two groups of residents were 
trained in the intervening years: those with and those 
without an internship. Without planning to do so, the 
Board created a naturally occurring experiment in psy- 
chiatric education. From it we should be able to learn 
something about the impact of the internship on psy- 
chiatric education. 

The literature has been divided over the relative val- 
ue of the required internship for psychiatrists. Shortly 
after the Board's decision to remove the internship re- 
quirement, Romano (1) pointed out the haste of the 
action and called it **an act of regression” resulting in 
the loss of a ‘‘formative maturational step.” Gregory 
(2), on the other hand, argued that many educators 
were unrealistically resistant to the idea that direct en- 
try from medical school into residency might be a valu- 
able change. 
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Halleck (3) criticized the Board for reinstatingwhe 
internship without first properly evaluating available 
data on the performance of the two groups, and he 
pointed out some of the logistic difficulties in the newly 
constructed internship year. 

Karasu and associates (4) recently published the 
second part of their retrospective study of a matched 
group of 14 residents with and without an internship at 
Albert Einstein College of Medicine. Their report in- 
dicated that internship-trained residents in that pro- 
gram appeared better prepared to enter psychiatry 
than their colleagues who missed this experience. 

From 1970 to 1975 the University of Cincinnati De- 
partment of Psychiatry accepted 40 residents with an 
internship and 41 without. We saw this as an excellent 
opportunity to compare the performance of the two 
groups. Our initial bias, like that of Romano. was that 
the internship year provided a significant maturational 
step in the development of a physician, specifically in 
responsibility, accountability, and dependability for 
direct care of patients; in response to emergencies; in 
dealing with death and the reactions of bereaved fami- 
lies; and in collaborating with medical colleagues. 

We reasoned that such an experience should im- 
prove the resident's capacity to function clinically in 
the ensuing years of psychiatry residency. We thought 
that this advantaged position would demonstrate itself 
throughout the range of psychiatric skills. However, 
we felt that this advantage would be greater in those 


aspects of psychiatry which most closely connect our : 
field to internal medicine and that it would probably be : 


less in those aspects related to psychotherapy skills. 
Several methodological issues bear on any effort to 
make a valid retrospective statement about the effect 
of an internship per se on subsequent psychiatric per- 
formance. The first issue is the isolation of the intern- 


ship as the single variable under examination. After | 


all, residents made their own decision abou: whether 
to take or to omit the internship year. These decisions 
were based on complex factors such as character 
traits, career goals, motivation, talent, and maturity. 
We must consider the possibility that one or more fac- 
tors which led to the specific decision, rather than the 
internship per se, may be the major variable account- 
ing for differences in subsequent performance. 
Second, because different residency programs have 
different educational goals and different skills that they 
feel are important, it is probably unlikely that dif- 


ferences found in one program are completely general- . 
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izable to all others. In programs in which the learning 
that is stressed more closely resembles aspects of the 
internship, more positive transfer would be expected 
Xp occur. 

Third, political aspects of the removal and reinstat2- 
ment of the internship requirement may play a role in 
the results found. Emotional reactions were strong in 
the periods leading up to and immediately following 
the two decisions. This factor may have influenced de- 
cisions about selection and even caused differential re- 
sponse to the two groups. 

With the above considerations in mind, we set out to 
examine three aspects of the internship debate: 1) Do 
residents with an internship demonstrate a greater de- 
gree of clinical responsibility than their counterparts 
without an internship? 2) Do residents with an intern- 
ship demonstrate superiority in medically related psv- 
chiatric skills (consultation, emergency room, in- 
patient work)? 3) Do residents with an internship score 
higher in psychotherapy skills? 


METHOD 


The present study compared performance ratings of 
residents with (N —22) and without (N —25) an intern- 
ship. The study group was comprised of all residents 
selected for entrance at the University of Cincinnati 
between 1972 and 1974. Residents selected in 1970, 
1971, 1975, and 1976 were omitted because their en- 
trance was close to points of transition in the Board's 
rules. Each resident went through the program in a 
comparable sequence of clinical and didactic experi- 
ences during the first two years of the program. The 
third year was eliminated from study since individ- 
ualized programs vary a great deal from resident to 
resident during this period. Thus we examined four se- 
mesters (eight quarters) over a 2-year period. 

The University of Cincinnati Department of Psychi- 
atry maintains inpatient units at the Cincinnati General 
Hospital, the Cincinnati Veterans Administration Hos- 
pital, and the Jewish Hospital. Each of the apprcxi- 
mately 16 residents per year spends his or her first se- 
mester on one inpatient unit and the fourth semester 
on another. Each resident is assigned outpatients 
throughout the residency from a separate service sys- 
tem, the Central Psychiatric Clinic. During semesters 2 
and 3 this outpatient work is the resident's primary ed- 
ucational concern, while in semesters 1 and 4 there are 
heavy simultaneous inpatient commitments. During 
semesters 2 and 3 residents also spend three-month 
part-time rotations on the consultation-liaison and 
emergency room services. 

Committee ratings were made for each resident at 
the time of his or her application. A consistent group 
of five senior faculty members interviewed each resi- 
dent sevarately and rated him or her on a five-point 
scale. Interviews were conducted approximately one 
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year prior to entrance and hence prior to the internship 
for those who had selected it. This score was designed 
to reflect the potential performance of the residents 
later in their training. 

Individual quarterly evaluations were also zvailable 
for all residents. (For evaluation purposes each semes- 
ter has two independent quarterly ratings.) Eech eval- 
uation contains ratings in the subareas of respon- 
sibility, insight, teachability, and knowledge. Separate 
faculty evaluate separate assignments. While his may 
lead to lower reliability of a single rating, we felt it 
important to use the rating closest to the area of pa- 
tient care. Retrospectively, facultv informally in- 
dicated that they were unaware at the time of the rat- 
ing whether a given resident had had an internship. 

Since we were interested in how the internship dif- 
ferentially affected performance in ‘‘medical’’ psychi- 
atry and in psychotherapy skills, we groupec experi- 
ences into two major categories: ‘‘medical’’ 2sychia- 
try consisted of evaluations of inpatient, consultation, 
and emergency room work; psychotherapy skills con- 
sisted of evaluations of continuing outpatient psycho- 
therapy. 


RESULTS 
Background Factors 


There were no statistically distinguishable dif- 
ferences between the internship and noninternship 
groups in sex, marital status, choice of underzraduate 
major, undergraduate degree, postgraduate azademic 
experiences, psychologically related experienze, and 
nonmilitary medically related experience. Two dif- 
ferences in this set of variables did emerge. T3e mean 
age of residents with an internship was 2.8 years high- 
er than that of residents without an internship ;t—4.98, 
df—45, p<.01). In addition, 6 residents with an intern- 
ship had a medical tour of duty in the Armec Forces 
before training in psychiatry, while none of «he resi- 
dents without an internship fell in this category 
(4? 8.44, df=2, p<.01) (see table 1). 


Applicant Interview Scores as Predictors of Reaching 
Potential 


It was previously stated that such ratings, made at 
the initial application, reflected the level at which the 
resident was expected to perform during the program. 
The mean ratings for the internship and noninternship 
groups were virtually identical; noninterns hac a mean 
of 3.5 and interns, 3.6. 


‘Medical’ Psychiatry 


All four subscores were combined (averaged) to give 
an overall picture of resident performance on zacà as- 
signment. In ‘*‘medical’’ psychiatry, residents pre- 
pared with an internship performed no better than resi- 
dents without one. The two groups performed at the 
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TABLE 1 
Demographic Characteristics of 24 Residents Without and 22 Resi- 


dents With an Internship 


aT TOUT MESES) DE Mii sedwitttiiM M NM 


Characteristic No Internship Internship 
Age 
24-26 21 2 
27-30 2 16 
31-34 2 4 
Mean 26.1 28.9? 
Sex 
Male 22 18 
Female 3 4 
Marital status 
Never married {2 8 
Married 12 13 
Divorced 1 I 
Military duty 
None 24° 16 
Nonmedical l 0 
Medical 0 6? 
*p«.01. 
TABLE 2 


Medical Psychiatry Scores of 25 Residents Without and 22 Residents 
With an Internship 


Mean Score? 


No Internship 


Assignment Internship 
Inpatient 1 3.2 3:2 
Emergency room 3.4 3.1 
Consultation 3.4 3.4 
Inpatient 2 3.3 3.4 


4Qn a 5-point scale. 


same level in beginning inpatient assignments, ad- 
vanced inpatient assignments, consultation assign- 
ments, and on the emergency service (see table 2). 

Subscores in the area of responsibility were also an- 
alyzed separately for medical psychiatry. This score is 
a measure of ‘‘the resident’s willingness and capacity 
to respond to his patients' need for diagnosis and treat- 
ment in a thorough and persevering manner." While 
we felt that differences between the two groups might 
show up particularly in this subscore for ‘‘medical”’ 
psychiatry, no differences were found on any of the 
four assignments. 


Psychotherapy Skills 


Scores were available for all eight quarters for psy- 
chotherapy skills. In quarters 1, 4, 5, and 6 t tests 
showed significant differences (p<.05) between the 
two groups in at least one subarea (insight, knowledge, 
teachability), with the noninterns scoring higher in 
each case (see figure 1). 

Since quarters 3-6 were those in which the develop- 
ment of psychotherapy skills was the primary educa- 
tional objective, the groups' scores for these quarters 
were analyzed by means of a repeated measures analy- 
sis of variance design using a total of insight, teach- 
ability, and knowledge. This analysis yielded F ratios 
that showed a trend for overall differences between the 
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FIGURE 1 ’ 
Psychotherapy Scores of 25 Residents Without and 22 Residents With 
an Internship i 
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4On a 5-point scale. Those without an internship had a predicted score of 3.5 
and those with an internship, 3.6. In quarters 1, 4, 5, and 6 there were signifi- 
cant differences between the two groups in at least one subarea (p<.05). 


two groups as well as for the interaction, or trend line 
(p«.10). The noninternship group had a higher overall 
average than the internship group as well as increasing 
its mean over time, while the internship group showed 
no improvement. At the end of quarter 6 the two 
groups differed significantly, with the noninternship 
group having a higher mean rating (t=2.03, df=39, 
p«.05). These differences were not due to differences 
between the two groups in age or military experience. 


DISCUSSION 


We pursued background data in the two groups to 
determine whether we could find selection factors that 
differentiated them. For example, do more humanisti- 
cally inclined students choose to go directly into resi- 
dency, while more scientifically inclined students 
choose the internship? Do more talented applicants 
choose one path over the other? Does previous experi- 
ence act as a nonspecific maturational factor equal to 
or greater than the internship? Do subsequent dif 
ferences depend on age, sex, or specific prior experi- 
ence rather than the internship? Our data failed to con- 
firm any of these hypotheses. 

As a result of our findings in this study we conclude 
that internship-trained residents perform no better 
than their nonintern colleagues in * medical" psychia- 
try. Our findings of no difference in this area may in 
part reflect a reactive compensation by nonintern resi- 
dents for what they view as a deficit in their education- 
al experience. We also suspect that what we term 
"medical'' psychiatry is sufficiently different from ex- 
periences encountered in an internship in internal 
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medkine so as to make a significant portion of the in- 
ternship nonrelevant for subsequent psychiatric per- 
formance. 
« The superiority of the noninternship residents sug- 
gests the disquieting possibility that the internship may 
even have a negative impact on subsequent educa-ion. 
Specifically, we hypothesize that such an impact is pri- 
marily in the area of empathic skills. The interrship 
may result in a time-limited period of empathic b unt- 
ima, a refractory period for the rapid learning of psv- 
chotherapy. Such an effect may be part of the profes- 
sionalization process in which interns learn to function 
in the decision-making, action-oriented, even author- 
itarian roles of doctor. In addition, there are ce-tain 
traumatic components such as fatigue, excessive ex- 
pectations, and exposure to potential humiliation that 
are often, unfortunately, inherent in the year's work. 
Our results are not in agreement with a previcusly 
cited study at Albert Einstein College of Medicine (4). 
Several factors may contribute to this disparity. The 
Einstein study was confined to the years immediately 
after the Board's decision and hence was subject to an 
atmosphere resistant to the educational experiment. In 
addition, raters at the University of Cincinnati may 
place greater emphasis on the ''use of self as thera- 
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peutic instrument” than did their colleagues at Albert 
Einstein, and relatively less emphasis on documenta- 
tion of the clinical management of patients. 

We hope that our findings will contribute to an open 
atmosphere among psychiatric educators in which the 
relative merits and shortcomings of the internship year 
will continue to be debated, rather than a closed atmo- 
sphere in which its merits are beyond dispute. In par- 
ticular, we hope that psychiatric educators wil active- 
ly monitor and gradually alter the climate for psycho- 
logical learning during experiences on impatient 
primary care services in the first postgraduzte year, 
now that this year is under our ausp:ces. 
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Low Neuroleptic Serum Levels in Patients Receiving 


Fluphenazine Decanoate 
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BY LARRY E. TUNE, M.D., IAN CREESE, PH.D., JOSEPH T. COYLE, M.D., . 
GODFREY PEARLSON, M.D., AND SOLOMON H. SNYDER, M.D. 


The authors monitored serum levels of fluphenazine in 
nine patients following injections of fluphenazine 
decanoate ranging from I0 to 75 mg. Levels were 
detected by a radioreceptor assay based on the ability 
of the drug to compete with *H-spiroperidol for 
binding to dopamine receptors in rat caudate 
membranes. Serum levels of fluphenazine were quite 
stable over a 2- to 3-week period following single 
intramuscular injections of the decanoate and 
correlated with injected dose. Following decanoate 
treatment serum levels of fluphenazine are 
substantially lower than levels observed for most other 
neuroleptics administered orally. This raises questions 
as to how fluphenazine decanoate can exert 
therapeutic actions. 


F luphenazine decanoate and enanthate are long-act- 
ing neuroleptics that maintain therapeutic blood 
and brain levels of the drugs for 2-3 weeks following a 
single injection. In these preparations, the fluphena- 
zine molecule is covalently conjugated with the fatty 
acid, and free fluphenazine is released from the depot 
into the circulation (1-10). Biweekly injections of flu- 
phenazine decanoate afford prophylaxis against the re- 
currence of psychotic symptoms in chronic schizo- 
phrenics. The doses of fluphenazine decanoate re- 
quired for effective prophylaxis are quite low 
(approximately 20-60 mg/2-4 weeks). With gas chro- 
matographic-mass spectrometric techniques, blood 
levels of about 1 ng/ml were observed in one study (2) 
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following fluphenazine decanoate or enanthate treat- 
ment; in another study, levels of 10 ng/ml were report- 
ed for a few patients treated with tluphenazine deca- 
noate (3). These very low levels seem inconsistent 
with a therapeutic response. It is possible that antipsy- | 
chotic effects are mediated by active metabolites of 
fluphenazine despite the low levels of the parent drug. 
Recently we developed a simple, sensitive radio- 
receptor assay for neuroleptics based on their com- 
petition with *H-spiroperidol or ?H-haloperidol for 
binding to dopamine receptors in corpus striatum 
membranes (11). Besides measuring the parent drug, 
this assay also detects metabolites of the neuroleptics 
that block dopamine receptors and is applicable to all 
neuroleptics currently utilized clinically, since they all 
block dopamine receptors. Elsewhere we reported 
serum levels of several neuroleptics including flu- 
phenazine in acute schizophrenic patients treated with 
oral neuroleptics (12). For the present study, we mon- 
itored on four to five occasions serum levels of neuro- 
leptics in nine chronic schizophrenic patients in symp- 
tomatic remission who received various doses of flu- 
phenazine decanoate injected every 2 or 3 weeks. 


METHOD 


All patients were seen between December 1977 and 
July 1978 in the Johns Hopkins Psychiatric Outpatient 
Clinic. Only patients diagnosed as chronic schizo- 
phrenics by the criteria of Feighner and associates (13) 
and who had been on a fixed dosage of fluphenazine 
decanoate for at least 1 month were included in the 


study. All patients were symptomatically stable and 


had been in remission for at least 30-60 days. Ten pa- 
tients agreed to participate, but one dropped out be- 
cause of medical illness. Informed consent was ob- 
tained from all participants in the study. One patient 
agreed to be studied twice following injections of flu- 
phenazine decanoate separated by a 30-day interval. 
Patients included six women and three men with a 
mean age of 37 years (range, 22-67) and an average 
duration of illness of 7.5 years (range, 5-25 years). All 
patients had been treated with a variety of neuroleptics 
for at least 2 years. 
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Omeach test day, patients were examined with a 
modified version of the Present State Examination 
(PSE) and with the General Health Questionnaire 
(QHQ). Both of these tests have well documented reli- 
ability and validity (14, 15). For the modified PSE, on- 
ly those questions specific to schizophrenia were 
asked. A detailed explanation of this modification is 
provided elsewhere (12, 16). 

All patients had been receiving fluphenazine deca- 
note in various doses for at least 30 days. On study 
day 1, blood levels were drawn; 1 hour later the pa- 
tients received an intramuscular injection of fluphena- 
zine decanoate of the same dose as they had received 
in at least three prior injections. For seven patier.ts, 
the previous injections had been given at 2-week inter- 
vals, so that the most recent injection was 2 weeks pri- 
or to study day 1; for the other two patients injections 
had been givea at intervals of 3 weeks. 

. Blood was collected in untreated tubes, allowed to 
clot at room temperature, and centrifuged; the serum 
was frozen at —20°C for 2-10 days prior to assay. Ali- 
quots of serum (60 ul) were assayed in triplicate for 
total serum levels of neuroleptic by a radioreceptor 
technique in which added drug competes with "H- 
spiroperidol for binding to dopamine receptors in rat 
caudate membranes (11). On a log-probit plot, the re- 
duction in ?*H-spiroperidol binding is related linearly to 
drug concentration. In the l-ml assay volume em- 
ployed, dilution of the serum causes the drug to dis- 
sociate completely from serum protein, and total 
serum levels can be measured. Negligible binding of 
fluphenazine to syringes or test tubes occurs under the 
experimental conditions (17). Since the assay mea- 
sures dopamine receptor-blocking activity, both par- 
ent drug and any pharmacologically active metabolites 
are measured. All neuroleptic levels are expressed as 
chlorpromazine equivalents in nanograms per millili- 
ter. This value indicates the concentration of ch:or- 
promazine that would produce the degree of binding 
inhibition observed with serum samples. Following 
fluphenazine decanoate administration the only circu- 
lating drug is free fluphenazine, which is the substance 


we measured. 


RESULTS 


Although there was considerable variation in serum 
levels among patients, levels tended to be quite stable 
over time for each individual patient (figure 1). Thus, 
for the four or five determinations on a given patient 
conducted following each injection, the average stan- 
dard error of the mean was only 14+£3% of the mean 
values. During the intervals tested, there was no sig- 
nificant alteration in PSE, GHQ scores, or the amcunt 
or severity of extrapyramidal symptoms; all patients 
continued in the same stable state of remission as thev 
had been at the outset of the study. 
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FIGURE 1 
Fluphenazine Serum Levels of Nine Chronic Schizophrenic Patients 
After Treatment with Fluphenazine Decanoate? 
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4Measurement on day 1 was done before injection and reflects levels from 
previous injection (given at 2- to 3-week intervals). One patient repaated the 
study, which accounts for 10 assessments rather than 9. 


A dose-response relationship was apparent in the 
serum levels. Lowest serum levels were obtained for 
the patient receiving a 10-mg injection, and the next 
lowest levels occurred for one of the two patients re- 
ceiving 25 mg. Highest levels followed the two 75-mg 
doses and the 60-mg dose. There was a highly signif- 
cant correlation between dose level and serum concen- 
tration of the drug (correlation coefficient r=0.59, 
p«.01). However, one of the patients receiving 75 mg 
had levels comparable to those of patients receiving 25 
and 37.5 mg, about half the levels for the other patients 
receiving 60-75 mg. 


DISCUSSION 


This study indicates the feasibility of monitoring flu- 
phenazine blood levels of patients who have been 
treated with fluphenazine decanoate. Serum levels af- 
ter fluphenazine decanoate treatment were more stable 
than serum levels of neuroleptics following daily treat- 
ment with oral medication (1, 3, 10, 16, 18). The ex- 
traordinarily low levels of fluphenazine following ad- 
ministration of its decanoate reported by chemical as- 
say (2) might suggest that the therapeutically active 
agent is a metabolite. The present radioreceptor assay, 
which detects the parent drug as well as all phermaco- 
logically active, dopamine-receptor blocking metabo- 
lites, also reveals extremely low blood levels. The f:u- 
phenazine levels after the decanoate treatment were 
substantially lower than those resulting from oval 
treatment with most other neuroleptic drugs (12). 

It is generally accepted that neuroleptics exert their 
therapeutic effects by blocking dopamine receptors. 
Since fluphenazine is one of the most potent neurolep- 
tics in competing for dopamine receptors, its therapeu- 
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tic effects would be expected to occur at lower blood 
levels than for most neuroleptics. To allow for com- 
parisons, fluphenazine levels in this study are ex- 
pressed as chlorpromazine equivalents (i.e., the con- 
centration of chlorpromazine that would produce an 
equivalent degree of dopamine receptor blockade). 
Therapeutic blood levels of chlorpromazine in schizo- 
phrenics as determined in other studies average about 
100-300 ng/ml (12, 18). In contrast, for the two patients 
receiving 35 mg of fluphenazine decanoate, a therapeu- 
tically effective dose, mean levels were 4-8 ng/ml in 
‘chlorpromazine equivalents and 0.4-0.8 ng/ml in abso- 
lute concentrations of fluphenazine; these values re- 
semble these reported by Curry and associates (2) with 
fluphenazine decanoate. These plasma fluphenazine 
levels are well below the minimum level associated 
with therapeutic response in acutely symptomatic pa- 
tients treated with oral neuroleptics. 


How could such extraordinarily low blood levels | 


elicit therapeutic responses? It is conceivable that flu- 
phenazine enters the brain more readily than other 
neuroleptics and so attains brain levels equivalent to 
those of other neuroleptics even with very low plasma 
levels. Indeed, in dogs, brain levels of fluphenazine are 
20 times higher than blood levels (4). Since only free 
fluphenazine circulates after the administration of 
decanoate, this brain-blood ratio should be the same in 
patients receiving the hydrochloride or the decanoate 
form of the drug; yet plasma levels in acute patients 
treated with oral fluphenazine hydrochloride are at 
least 10-20 times higher than values observed with the 
decanoate (12). 

We suggest that the constant low plasma levels oc- 
curring with fluphenazine decanoate treatment might 
be adequate for prophylaxis in these stabilized pa- 
tients. According to this concept, adequate blood lev- 
els of neuroleptics for prophylaxis in stabilized pa- 
tients may be substantially lower than levels required 
for inducing remission in acutely psychotic patients. 
Alternatively, the transient rise in fluphenazine levels 
within the first 3 days of injections (2) may suffice to 
protect against relapse, despite the subsequent ex- 
tremely low, subtherapeutic levels. 


I3. 


14. 
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Between 1970 and 1975 the number and rate of 
admissions to community mental health centers of 
people given a diagnosis of schizophrenia increased 
dramatically. However, the proportion of patients 
with schizophrenia admitted to community meatal 
health centers declined because the increase ir. the 
rate of admissions of patients with schizophreria was 
diluted bv the large increase in the rate of admissions 
of patients with other diagnoses. The authors review 
the data on trends in admissions of patients with a 
diagnosis of schizophrenia in the context of an 
expanding system of mental health services 
characterized by changes in the locus of care. 


bservers of the federally funded Community Men- 

tal Health Centers (CMHC) program have recent- 
ly drawn attention to the decline from 1970 to 1975 in 
the percent of admissions to CMHCs of patients given 
a diagnosis of schizophrenia (1, 2). They have also ob- 
served that the average number of admissions to 
CMHCs of patients with a diagnosis of schizophrenia 
declined in this same time period. On the basis of 
these data, some draw the conclusion that the role of 
CMHCs in the treatment of patients with severe men- 
tal disorders was diminishing. In this paper we will re- 
examine the evidence to determine if the data actually 
support this conclusion. 

In this report we will use admissions of schizophren- 
ic patients as an index of the treatment of severe men- 
tal disorder. Admission data were collected by the Na- 
tional Institute of Mental Health’s Division of Biomet- 
ry and Epidemiology from the CMHC Inventory and 
other mental health facility reporting programs for 
1970 and 1975. Although these data were used as the 
basis of the criticism that the role of CMHCs in the 
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treatment of patients with severe mental disorders is 
diminishing, and will be used in this analysis, it is,j0f- 
portant to recognize their limitations. First, admission 
data are not a complete measure of the gyántity of 
service because they do not directly i aedi the total 
number of people under treatment durihg a year. One 
person may have more than one admission a year and 
some people (including long-term patients: may be un- 
der care at the beginning of the year but not sub- 
sequently admitted during the year. Second, admis- 
sion data do not indicate anything about the intensity 
or quality of treatment.! However, studying admis- 
sions according to diagnosis provides a useful in- 
dicator of the number of people with a given diagnosis 
who receive services in the treatment fzcilities sur- 
veyed. 

The interpretation of trends in utilization data in a 
dynamic services system requires, first, zn examina- 
tion of total admission rates for patients with all diag- 
noses and for those with specific disorders and, sec- 
ond, an evaluation of admission rates for specific types 
of facilities. Then it is appropriate to examine relative 
admission rates and changes in the proportion of ad- 
missions of patients with a particular diagnosis in a 
particular type of facility. 


DATA 


Table 1 shows that for a large selected group of men- 
tal health facilities both. the number and rate per 
100,000 population of admissions of patients with 
schizophrenia increased somewhat during the interval 
between 1970 and 1975. Despite the increases, the pro- 
portion of admissions of patients with a diagnosis of 
schizophrenia to total admissions declined between 
1970 and 1975 from 22% to 16%. This occurred be- 
cause the rate of increase in admissions of patients 
with schizophrenia was far lower than that observed 
over this period for admissions of patients ‘with other 
diagnoses. 

The overall pattern of an increase in number and 
rate of admissions of patients with a diagnosis of schiz- 


'Yarvis and associates (3) conducted a study in three CMHCs in 
California and found that the treatment provided psycaotic people 
was as intense as that provided neurotic people. 
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TABLE 1 Fd a 
Number and Rate per 100,000 Population of All Patients and Patients with Schizophrenia Admitted to Selected Mental Health Facilit®s in the 
United States? and Percent of Patients with Schizophrenia, 1970° and 1975 $ 
Number of Rate of Percent of 
Number of Rate of Patients with Patients with Patients wif 
All Patients Al]l Patients Schizophrenia Schizophrenia Schizophrenia 
Type of Facility 1970 1975 1970 1975 1970. 1975 1970 1975 1970 1975 
Community mental health centers l * 

' (all services) 334,760 919,037 166.0 434.6 50,597 91,914 25.1 43.5 -0.0 
Outpatient facilities 880,762 1,406,065 44].1 665.0 148,031 148,303 74.1 70.1 l 0.5 
Inpatient facilities ae 

State and county hospitals* 458,918 433,514 - 230.4 205.0 146,121 143,398 73.4 67.8 31.8 33.1 
Private hospitals 91,151 129,832 44.6 61.4 18,903 28,315 9.3 13.4 20.7 31.8 
General hospital units? 519,926 515.537 254.5 243.8 136,730 124,458 66.9 58.9 26.3 24.1 
Total 1,069,995 . 1,078,883 532.1 510.2 301,754 296,171 149.6 140.1 282 37.5 
All facilities 2,285,517 3,403,985 1136.6 1609.9 500,382 536,388 248.3 253.7 21.9 15.8 


“The mental health facilities included here are inpatient services of state and county mental hospitals and of private psychiatric hospitals, general hospital 
psychiatric inpatient units, all services of federally funded community mental health centers, and affiliated and freestanding outpatient psychiatric fac lities. 
Excluded are Veterans Administration services and services of residential treatment centers for emotionally disturbed children; data on admissions by d agno- 
sis were not available for these facilities. 

"Data shown for the selected mental health facilities center around 1970; data for state and county mental hospitals and for outpatient psychiatric facilities are for 
1969; data for private psychiatric hospitals and general hospital inpatient psychiatric units are for 1971; data for community mental health centers are for 1970. 


“Data shown are for additions that include patients admitted and patients returned from long-term care. 
‘Data shown are for discharged patients because they approximate the number of patients admitted due to short lengths of stay in these hospitals. 


FIGURE 1 

Changes in the Number of Admissions of Patients with Schizophrenia, 
by Type of Mental Health Facility, 1970-19754 
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*[here was a net increase in the number of admissions (N=36,000) in all 
facilities. CMHC=community mental health centers, which had an increase 
of 41,400; PH- private hospitals, which had an increase of 9,400; OU=out- 
patient units, which had an increase of 300; MH state and county mental 
mental hospitals, which had a decrease of 2,700; and GH=general hospitals, 
which had a decrease of 12,300. 


ophrenia was not evident for each specific type of fa- 
cility (see table 1). Large increases were reported for 
private psychiatric hospital inpatient services and for 
CMHCSs. In contrast, both absolute number and ad- 
mission rate decreases were found for general hospital 
psychiatric inpatient units and inpatient services of 
state and county mental hospitals. Outpatient psychi- 
atric services experienced little change over this peri- 
od (see figure 1). 





Although the number and rate of CMHC admissions 
of patients with a diagnosis of schizophrenia increased 
dramatically, the proportion of admissions of patients 
with schizophrenia to the total CMHC admissions de- 
clined between 1970 and 1975 from 15% to 10%. As 
was the case with the total group of facilities for which 
data are available, the increases in admissions to 
CMHCs of patients with a diagnosis of schizophrenia 
were diluted by even larger increases in the number of 
patients admitted with other diagnoses. 


DISCUSSION . 


Many. studies have demonstrated the relative stabil- 
ity of the prevalence of schizophrenia (4-7). Table 1 
further documents the stability of rates of admission to 
mental health facilities of individuals with a diagnosis 
of schizophrenia. The admission rates for patients with 
a diagnosis of schizophrenia have not increased as fast 
as the rates for total admissions of patients with all 
other diagnoses. Assuming the relative stability cf the 
admission rates for schizophrenia and assuming that a 
high proportion of individuals with schizophrenia are 
already receiving some form of treatment, we could 
postulate that changes in the number of admissions of 
patients with a diagnosis of schizophrenia may be due 
to population changes alone. However, changes in the 
rate of admissions of patients with a diagnosis of schiz- 
ophrenia in a specific type of facility may also reflect 
shifts in the locus of care. 


Locus of Care 


To interpret changes in admission rates in an ex- 
panding service system, one must look at admissions 
in all types of facilities and services because com- 
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indy of the system experience different growth 
rates. In table 1 we can see that total admission rates 
for CMHCs and outpatient psychiatric facilities have 
increased, in contrast to a slight decrease in the corre- 
sponding total admission rates for inpatient facilities. 
Changes in admissions reflect a dynamic process, 
combining the expansion of services to previously un- 
treated* populations, the contraction of services in 
some types of facilities, the creation of new facilities, 
and the movement of patients from one type of facility 
to another. 

As the number of new facilities, such as CMHCs, in- 
creases, admissions and admission rates in these facili- 
ties continue to increase. This reflects the simultane- 
ous expansion of services to previously untreated pa- 
tients and the movement of previously treated patients 
into newer facilities. For the less severe, nonpsychotic 
disorders (which are prevalent but have a low rate of 
treatment), admissions may increase in one type of fa- 
cility but only minimally affect admissions to other fa- 
cilities. In contrast, for the more severe psychotic dis- 
orders, such as schizophrenia (which has a low in- 
cidence rate, a relatively stable prevalence rate, and a 
high proportion of affected individuals under care), a 
continued increase in admissions to new facilities re- 
sults from the shift of patients previously treated in 
other settings. 

The number of admissions to CMHCs of patients 
with a diagnosis of schizophrenia increased 8296 be- 
tween 1970 and 1975, compared with a 1% decrease in 
admissions of patients with a diagnosis of schizophre- 
nia to all other facilities during the same interval. In- 
deed, the largest component of the small increase in 
admissions of patients with schizophrenia to all facili- 
ties. was the contribution of CMHCS (see table 1 and 
figure 1). However, this increase resulted largely from 
the movement of patients into CMHCs from other fa- 
cilities. 

Proportion of Admissions with a Diagnosis of 
Schizophrenia 


Inferences based on changes in simple proportions 
of admissions of patients with a diagnosis of schizo- 
phrenia in different types of facilities will be misleading 
without an examination of the actual admission rates 
in the total mental health services system. In table 1 
we can see that for all admissions, outpatient facilities 
have expanded, while non-CMHC inpatient facilities 
have contracted slightly. However, the admissions 
rates for patients diagnosed as schizophrenic have de- 
clined slightly in non-CMHC inpatient and outpatient 
facilities as a whole. The general expansion of out- 
patient services has not increased the delivery of such 
services to patients with a diagnosis of schizophrenia. 

In contrast, in CMHCs admission rates for patients 
with a diagnosis of schizophrenia increased between 
1970 and 1975. However, total admission rates for pa- 
tients with all other disorders increased more than ad- 
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mission rates for patients with schizophrenia. As a re- 
sult, in spite of an increasing number and rate of ad- 
missions of patients with a diagnosis of schizophrenja 
to CMHCSs, the proportion of total admissions of pa- 
tients with a diagnosis of schizophrenia declined be- 
tween 1970 and 1975. However, this decrease does not 
reflect a diminished role of the CMHC in the treatment 
of severe mental disorder. Instead, it reflects a dilution 
in the number of admissions of patients with schizo- 
phrenia by far larger numbers of admissions of patients 
with other, less severe disorders. 


Average Admissions of Patients Diagnosed as 
Schizophrenic per Center 


The observation that the average number of admis- 
sions of patients with a diagnosis of schizophrenia per 
CMHC declined between 1970 and 1975 (1, 2) may also 
be explained by a dilution phenomenon. During this 
period of time the number of operating CMHCs in- 
creased from 255 to 528 (1). The number of admissions 
to CMHCs of patients with 2 diagnosis of szhizophre- 
nia increased 82%, while the number of centers in- 
creased 107%. Thus, the drop in the average per center 
resulted from the relatively more rapid growth in the 
number of CMHCs. As the number of centers contin- 
ues to expand, the number of admissions of patients 
with schizophrenia per CMHC could continue to de- 
crease if a high proportion of people with schizophre- 
nia are already under treatment and there is nc rapid 
transfer of such patients into newly established 
CMHCs from other settings. 

Other existing data certainly do not indicate that the 
number of people with a diagnosis of schizophrenia 
treated by established CMHCs has decreased. The 
available trend data on the diagnoses of patients admit- 
ted to a cohort of CMHCS that were in continuous op- 
eration between 1970 and 1975 indicate that the aver- 
age absolute number of admissions per year of patients 
with schizophrenia for these CMHCs has remained 
relatively stable (according to unpublished data of R. 
Bass of the Division of Biometry and Epidemiology, 
NIMH). In contrast, the average number of admis- 
sions of patients with schizophrenia to the recently es- 
tablished CMHCs is somewhat lower. This may have 
occurred because the overall size of the newer centers 
is smaller, fewer are based in large state and county 
hospitals, and the process of a shift in the locus of care 
from older settings to newer CMHCs is relatively 
slow. 


Additional Factors 


Definitional changes in the category of zhe facility 
help to explain the differences in utilization data across 
facilities noted between 1970 and 1975. For example, 
some general hospital inpatent psychiatric units be- 
came the inpatient service for a CMHC during 1970- 
1975 and were therefore classified as a CMHC service 
in 1975. This may account for some of the increase in 
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total CMHC admissions of patients diagnosed as 
schizophrenic and the simultaneous decrease in total 
general hospital admissions of patients with schizo- 
phrenia. 

Changes in the categorization of mental disorders al- 
so have the potential to explain the observed changes 
in the number and proportion of admissions of patients 
with schizophrenia to CMHCs. However, this factor 
alone is unlikely to account for these observations. If 
the decrease in the proportion of admissions of pa- 
tients with schizophrenia were due to changes in diag- 
nostic criteria or a labeling process, one might expect 
to see this occurring more consistently in all facilities 
and modalities than is indicated by the data. CMHC 
staff may be less likely than the staff of other facilities 
to label a patient schizophrenic, but this is only con- 
jecture. An accurate assesssment of the contribution 
of changes in the definitions of disease requires more 
careful study. 


CONCLUSIONS 


Between 1970 and 1975 the number of admissions of 
patients with schizophrenia nearly doubled in 
CMHCs. Although the absolute and relative increase 
of admissions of patients with schizophrenia to all fa- 
cilities was small during this interval, CMHCs account- 
ed for the majority of this increase. The apparent de- 
cline in the proportion of CMHC admissions of pa- 
tients with the diagnosis of schizophrenia does not in 
itself reflect a ‘‘neglect’’ of patients with serious men- 
tal disorder. Rather, as has been shown, the sub- 
Stantial increase in admissions of patients with other 
diagnoses has diluted the proportion of admissions of 
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patients with schizophrenia, and the rapid expaphion 
of the number of CMHCs has diluted the averagé num- 
ber of admissions of patients with schizophrenia per 
CMHC. 

Mental health statistics are currently being drawn 
into the public debate over mental health policies. If 
the data are to inform us about trends in the entire 
mental health services system of the United States (8), 
it becomes increasingly necessary to subject them to 
careful analysis. Our present reporting system yields 
considerable information about the quantity of sefv- 
ices that are provided. However, more data are re- 
quired to assess the intensity and quality of the treat- 
ment available in the whole range of mental health 
service settings. 
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In this study 32 randomly selected psychiatric 
emergency room patients, who were in concurrent 
psychotherapy, completed the SCL-90 and a clinically 
oriented questionnaire. Their therapists independently 
rated the patients’ degree of psychopathology on the 
nine SCL-90 symptom scales. Therapists were highly 
efficient in recognizing depression (94% of the cases) 
and anxiety (8996) but not psychotic (3596) and 
obsessive-compulsive (16%) pathology. Variables 
significantly associated with the therapists’ 
nonrecognition of psychopathology were the diagnosis 
of borderline, the patient's expression of inadequacy 
in comparison to the therapist, the patient's fear of 
offending the therapist, and the patient wanting but 
not receiving empathy from the therapist. The authors 
discuss the implications of these findings for peer 
review and further research. 


eer review of outpatient psychotherapy is con- 
troversial due to the absence of a consensus on the 
goals and methods of treatment. A survey of practicing 
British psychotherapists revealed marked differences 
in viewpoint on many aspects of technique and prac- 
tice (1). À recent study demonstrated extensive in- 
congruities between psychotherapists' theoretical be- 
liefs and their actual practice, confirming the absence 
of adequate standardization for psychotherapy (2). 
One obvious prerequisite for effective psychothera- 
py is clinicians' accurate assessment of patients’ psy- 
chopathology. Failure to appreciate psychopathology 
may be associated with an inability to establish a 
working alliance, the failure to formulate therapeutic 
interventions, and the patients' acting out unexplored 
thoughts and feelings (3-6). Thus one approach to re- 
viewing the quality of continuing psychotherapy 
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would be to study therapists' ability to assess patients' 
psychopathology. 

The purpose of the present study was -5 design a 
method for peer review of psychotherapy by investi- 
gating clinicians’ recognition of psychopathology. An 
attempt was made to identify cases in which patients’ 
psychopathology was poorly recognized and to identi- 
fy patients’ demographic, diagnostic, and clmical char- 
acteristics that might be associated with clinicians’ 
nonrecognition of psychopathology. 


METHOD 


In a previous study of emergency room practice, 
Kass and associates (7) suggested a method for eval- 
uating clinicians’ ability to recognize psy zhopathol- 
ogy. In that study, patients completed the Zung Self- 
Rating Scale for Depression (8), and clinicians inde- 
pendently completed their routine case summaries, 
which included an assessment for depressizn. A com- 
parison of patients’ self-report with the clinicians’ 
summaries identified clinicians whose assessment of 
depression was consistently discordant w:th that of . 
their patients and revealed common aspects of cases in 
which significant depression went unrecog- ized. 

It was felt that the current study would bz enhanced 
by using a psychopathology scale that measures a 
broader range of cognitive, interpersonal, behavioral, 
and affective components. The SCL-90, first described 
by Derogatis and associates (9), is a seH-rating in- 
strument that contains 90 items based on zlinical ecri- 
teria for 9 components of psychopathology: somatiza- 
tion, obsessive-compulsive, interpersonal sensitivity, 
depression, anxiety, hostility, phobic anx:ety, para- 
noid ideation, and psychoticism. Scores are on a 5- 
point scale and range from 0 (not at all) to 4 (extreme- 
ly). The SCL-90 has been found to be both reliable and 
valid, and norms are available for a variety of popula- 
tions (9, 10). 

It was decided to investigate a group of psychother- 
apy patients who visited a psychiatric emergency 
room. On the basis of a preliminary study (_1), we be- 
lieved that these patients’ need to obtain emergency 
assistance was often related to difficulties i- their own 
therapy. Hence, we would be studying a group of pa- 
tients with a relatively high incidence of problems in 
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therapy. These patients sought consultation of their 
own volition and were interviewed by an independent 
clinician in the emergency room as a routine part of 
their evaluation. This method of review thus provided 
a “window” into the psychotherapeutic process. 

The study was conducted in the psychiatric emer- 
gency room of the Bronx Municipal Hospital Center, 
which has been described previously (7). All patients 
were routinely asked whether they were currently in 
psychiatric treatment in one of our outpatient clinics. 
À patient was considered to be in ongoing psycbother- 
apy if the patient had regular sessions (at least weekly) 
with a therapist. Over a period of several months 35 
randomly selected patients in psychotherapy were 
asked to participate in the study by completing the 
SCL-90 and a clinically oriented questionnaire. With 
the consent of the patient, his or her therapist was im- 
mediately contacted. The therapist was informed of 
the patient's emergency room visit and was asked to 
rate the patient on the same 9 components of psycho- 
pathology prior to a discussion about the patient. In 
addition, the therapist was mailed a questionnaire con- 
sisting of items matched to the questionnaire adminis- 
tered to patients in the emergency room. Several pa- 
tients and one therapist were uncooperative, leaving 
32 patients in the final analysis. 


RESULTS 


The 32-patient sample consisted of 23 women (72%) 

and 9 men (28%) with a mean age of 28.5 years. The 
most frequent primary diagnosis was ''borderline" 
(N=18, or 56% of the sample). The next most frequent 
. diagnosis was schizophrenia (N=7, or 1996). Com- 
bined “other” diagnoses, primarily depression and 
character disorders, comprised 25% (N —8). 
. In order to compare the therapist's assessment of 
` psychopathology with the patient's self-rating, a cutoff 
- score on each SCL-90 scale was designated, above 
which the patient’s score would be considered in- 
dicative of significant psychopathology. For this pur- 
pose we used the mean scores from our sample. This 
seemed reasonable, since the scores obtained for our 
sample were higher than Derogatis and associates’ 
norms for outpatient and emergency room popu- 
lations. The differences were statistically significant in 
three subcategories (see table 1). Derogatis and associ- 
. ates’ ‘‘normal’’ group scores were low and not used in 
this comparison. If an SCL-90 scale score was higher 
than the mean and the therapist’s designation on that 
scale was ''psychopathology absent," the therapist 
was considered to have failed to recognize psycho- 
pathology in that particular scale. 

This analysis of the data yielded a psychopathology 
recognition index for each of the 32 patients. The in- 
dex was defined as the number of scales with a pa- 
tient’s score over the mean and a therapist’s rating 
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TABLE 1 ra 
A Comparison of Patient SCL-90 Scores and Derogatis and Associates’ 
Patient Norms à 
Mean Score? : 
Derogatis and i 
Associates' Sample . 
Emergency Sample 
SCL-90 Outpatients Room Patients 
Symptom Scale (N= 100) (N =26) (N =32) 
Somatization? 1.05 .99 1.3 
Obsessive-compulsive 1.51 [.69 2.04 
Interpersonal sensitivity 1.40 1.94 1.95 
Depression 1.84 2.19 2.30 
Anxiety L:51 1.82 2.13 
Hostility 1.29 1.55 1.64 
Phobic anxiety? .88 1.02 - 1.91 
Paranoid ideation 1.34 1.57 1.87 
Psychoticism® .99 1.34 1.70 


30— not at all; 4—extremely. 
*Statistically significant difference between patient sample mean and Dero- 
gatis and associates norm group means (p<.05, two-tailed t test). 


‘‘psychopathology present,” divided by the number of 
scales with a patient's score over the mean whether or 
not the therapist designated ^'psychopathology pres- 
ent." For example patient 4 scored over the mean on 
five of the nine SCL-90 scales (depression, anxiety, 
obsessive-compulsive, phobic anxiety, and psychot- 
icism). On two of these five scales (depression and 
anxiety) the therapist had designated ‘‘psycho- 
pathology present," whereas on three of these scales 
(obsessive-compulsive, phobic anxiety, and psychot- 
icism) the therapist had designated “‘psychopathology 
absent." Thus the psychopathology recognition index 
was 40%. Patient 4 was among seven cases (22% of the 
total sample) that were considered to reflect poor over- 
all recognition of significant pathology. In each: of 
these cases there were at least five scales with scores 
above the mean and a psychopathology recognition in- 
dex of 50% or less. These cases were selected for de- 
tailed clinical peer review, and the therapists were 
contacted to provide constructive feedback. 

Table 2 summarizes the data in each of the nine 
SCL-90 categories and indicates therapists’ ''efficien- 
cy" at recognizing their respective patients’ psycho- 
pathology. Therapists were highly efficient in recog- 
nizing depression (94% of the cases) and anxiety (89%) 
but were inefficient in recognizing psychotic (35%) and 
obsessive-compulsive (16%) pathology. The low rec- 
ognition for psychotic psychopathology is of particular 
note in that the mean score for psychoticism in our 
sample was significantly higher than that in Derogatis 
and associates’ samples (see table 1). 

In order to study demographic, diagnostic, and clini- 
cal factors that significantly differentiate between psy- 
chotherapists’ recognition and nonrecognition of psy- 
chopathology, we performed chi-square analyses be- 
tween the various factors contrasted in terms of the 
total psychopathology index scores. Each variable 
(e.g., patient’s marital status) was contrasted in terms 
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TABLE ,2 
Therapjsts' Recognition of Psychopathology Among 32 Patients 


Number of Scores 


N Above Mean 
: Whether Percent cf 
or Not Cases of 

SCL-90 Designated Designated Psychopathclogy 
Symptofn Scale "Present" — ''Present'"' Recognized 
Somatization 12 20 60 
Obsessive- 

compulsiva? 3 19 16 
Interpersonal 

sensitivity 13 17 76 
Depression® 16 17 94 
Anxiety? 17 19 89 
Hostility 9 13 69 
Phobic anxiety 8 19 42 
Paranoid ideation 11 16 69 
Psychoticism? 6 17 35 
Total for all 

SCL-90 scales 95 157 61 


Statistically significant difference between the percentage recogniticn for the 
SCL-90 scale and the percentage recognition for all SCL-90 scales (p«.05, 
two-tailed t tests for percentages). 


of the total scores. There were no differences in demo- 
graphic factors, including patients' age, sex, marital 
status, and race, in terms of recognition of psycho- 
pathology. Among those variables significantly associ- 
ated with the therapist's nonrecognition of psycho- 
pathology were the diagnosis of borderline versus non- 
borderline (5696 versus 44%, p<.05), the patient's 
expression of inadequacy in comparison fo the thera- 
pist (p<.01), and the patient's fear of offending the 
therapist (p«.01). Other factors that differentiated 
therapists’ nonrecognition of psychopathology were 
the patient's fear of the therapist's reaction (p<.05) 
and the patient wanting but not receiving empathy 
from the therapist (p«.05). Significance was deter- 
mined using chi-square tests with Yates' correction for 
discontinuity. 


DISCUSSION 


A major point of interest in the present studv is the 
demonstration of a relatively simple method fer re- 
viewing the quality of psychotherapy. The SCL-90 
was administered to 35 randomly selected emergency 
room patients in concurrent psychotherapy. With the 
patient's consent the respective therapist was con- 
tacted and asked to rate the patient on the nine SCL-90 
psychopathology scales. Over 90% of the patient-ther- 
apist pairs were willing to participate and produce data 
for further study. The high degree of compliance was 
due in part to the relative brevity of administering this 
particular instrument. 

A functional peer review system must include the 
means for identifying a subsample of cases for closer 
scrutiny. This was accomplished by focusing on cases 
in which there was a marked disparity between the 
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therapist’s and patient's assessment of the letter’s psy- 
chopathology. Cases were. selected for review if on 
five or more of the nine SCL-90 scales the patient 
scored above the mean and the therapist simultaneous- 
ly designated "'psychopathology absent." Through 
this simple calculation, 22% of the samp.e was se- 
lected for further review. 

A discussion of these cases with the respective they- 
apists and a detailed examination of our ovn clinical 
records suggested a number of different factors that 
seemed to account for the disparity in ratings between 
patient and therapist. In some cases ther2 was evi- 
dence that the patient had not revealed symptoms in 
therapy sessions because of characteristic defensive 
functioning, i.e., denial. At other times “ne patient 
seemed to have consciously concealed symptoms. 
Such concealment was often accompaniec by strong 
transferential reactions such as fear of what the thera- 
pist would think about the patient. In other cases ther- 
apists acknowledged that their own countertrans- 
ference or lack of empathy may have been factors in 
their underestimation of the patient's psycho- 
pathology. The consensus was that this was a very dif- 
ficult group of patients, as would be expected from our 
method of sample selection. The high degree of psy- 
chopathology in this group is documented in table 1, 
where it can be seen that the SCL-90 means from our 
sample significantly exceed those of Derogztis and as- 


- sociates’ groups. 


For purposes of feedback to our clinical staff it was 
useful to identify those psychopathology components 
which were most frequently underestimated by thera- 
pists. As can be seen in table 2, affective components 
of psychopathology, e.g., depression and anxiety, 
were very efficiently recognized. In contrast, certain 
cognitive and behavioral elements, e.g., psychotic and 
obsessive-compulsive pathology, frequently went un- 
recognized. The appreciation of psychotic ideation by 
means of the SCL-90 seemed of particular relevance in 
several cases in which the patients were concurrently 
depressed and suicidal. 


Implications for Further Research 


In order to investigate recognition of psychopa- 
thology as operationally defined in this pzper we dis- 
tributed matched clinically oriented questionnaires to ` 
both patients and therapists. One finding was that ther- 
apists’ nonrecognition of psychopathology was statis- 
tically differentiated by the patient's statement, ''I 
want but am not getting empathy from m» therapist”’ 
(p<.05). This finding is of particular interest since oth- 
er patients' statements such as, "I am seexing advice 
and not getting it,’ did not differentiate for therapists’ 
underestimation of pathology. One area for further 
study, therefore, would be the relationship between 
our operational definition of psychopathology recogni- 
tion and the concept of empathy. An arez of vital im- 
portance to the psychotherapist —empathv-—has man- 
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aged to escape critical scrutiny due to the difficultv of 
objectifying the variable. Recent reports by Shapiro 
(12) and Beres and Arlow (13) suggested that empathy 
is in need of more rigorous monitoring by the therapist. 
The need for new approaches to the study of empathy 
was underscored by Bachrach's review (14), which 


. suggested that present methodologies compound em- 


pathy with other positive therapist attributes, yielding 
data essentially on ‘*good’’ therapists but not on empa- 
thy. Although it is agreed that empathy implies com- 
prehension beyond recognition, we feel that recogni- 


.tion of psychopathology as defined in this study may 


be a prerequisite to empathy. | 

Other clinical factors that differentiated for thera- 
pists’ nonrecognition were patients’ inadequacy in 
comparison to the therapist, fear of the therapist's re- 
actions, and fear of offending the therapist. One could 
speculate that such feelings interfered with patients’ 
revealing in sessions the details of their symptoms. 
The results suggest that for our patient population, 
therapists need to be more active in exploring these 
possible sources of resistance. Such a conclusion is 
tentative and awaits a longitudinal study with addition- 
al measures of resistance. 

The association of therapists’ nonrecognition of pa- 
thology with the diagnosis of borderline is interesting 
and deserves further, more careful study. Various au- 
thors have pointed out therapists' difficulties in under- 
standing borderline patients (15, 16). Kernberg (15) 
has stated that a frequent countertransference encoun- 
tered in working with the borderline patient is the ther- 
apist's withdrawal or detachment from the patient, so 
that empathy is lost. Without a control group it is im- 
possible to conclude whether the underestimation of 
pathology in these cases reflects the nature of border- 
Ine patients’ psychodynamics and psychopathology 
that become manifest at the time of treatment crisis 
and/or an actual failure on the part of certain therapists 
to perceive certain symptoms. In either event, the se- 
lection of these cases for further review proved in our 
experience to be clinically and educationally produc- 
tive. l 


CONCLUSIONS 


The development of a methodology for reviewing 
the utilization and quality of psychotherapy has be- 
come a priority for psychiatry. We have offered a mod- 
el for peer review of psychotherapy that offers the bas- 
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ic components of quality review. There is a ratjonale 
for selecting data, choosing a measuring instrument, 
selecting cases for review, and identifving clinical defi- 
ciencies. Our approach in discussing cases with thera; 
pists was to emphasize the mutually educative bene- 
fits. Ratings were never used to claim the failure or 
inadequacy of any therapist; this would have been in- 
appropriate in view of the many complex factors that 
might produce a disparity between therapists’ and pa- 
tients’ ratings of symptoms. The method was used, 
rather, to identify cases at higher risk for problems in 
treatment in which closer scrutiny would be useful in 
generating clinically meaningful interchange. 

In summary, our model produced data that were 
used to examine the quality of therapy, clarify theoret- 
ical aspects of treatment, and catalyze the education of 
psychotherapists. 
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"Cgífee Groups": A Nine-Year Follow-Up Study 


BY RUTH MASNIK, M.S.W., SILVIA W. OLARTE, M.D., AND ARNOLD ROSEN, M.D. 


The authors present a 9-year follow-up study of 76 


chronically ill psychiatric patients treated in ''coffee 
groups,” & maintenance treatment approach first 
described in a pilot study in 1971. Their findings show 
a significaat drop in rehospitalization rates for chronic 
schizophrenic patients after they had started to attend 
the group, despite irregular patterns of participation 
and attenaance. There was a leveling off of 
measurable change in psychosocial functioning in 
contrast to earlier optimistic reports. The coffee group 
formula has proved to be economical and is viable for 
a wide chronic diagnostic range and for a variety of 
therapists! styles. 


n 1969 the psychiatric outpatient department of Met- 
| esis Hospital's community mental health cen- 
ter in New York City introduced a therapeutic modali- 
ty to treat chronic schizophrenic patients that involved 
serving coffee and cookies in an unpressured group 
setting. The success of this pilot project was reported 
in 1971 (1). This group therapeutic modality has suc- 
cessfully continued with slight variations in setting, 
cotherapists, format, meeting frequency, and patient 
composition. In this paper we will present an overview 
of some important findings in our use of the ‘‘coffee 
group” modality over an extended period of time. 

The coffee groups met once or twice a month for 1!/- 
hour sessions in a large room where coffee is usually 
provided. Two cotherapists, one a psychiatrist and the 
other a representative of either social service, reaabili- 
tation counseling, psychology, or nursing, are as- 
signed to the groups. There are approximately 10-15 
patients in each group. In the first half of the session 
environmental, economic, or social problems common 
to members of the group are discussed. The second 
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half of the session is spent dealing with mcre specific 
personal problems and with prescribing medication. 
Medication is always a subject of discussion—as a 
general topic during the first half of the grcup or as a 
personal problem at the time of its renewzi. The pa- 
tients then go to the hospital pharmacy to have their 
prescriptions filled. The therapists share m charting 
and other paper work. 

To facilitate verbal interaction in these _arge apa- 
thetic groups, therapists participate actively. They try 
to establish an unpressured, unthreatening setting in 
which communication skills can be developed. When a 
group member initiates the discussion with 2n account 
of a problematic personal experience, the therapists 
try to generalize the issues to all group merzbers, suc- 
ceeding only on occasion. When no member of the 
group spontaneously brings up a subjec: for dis- 
cussion, the therapists introduce a common topic, 
hoping to foster peer interaction. In mos- of these 
groups, however, patients talk mainly to therapists. 
For example, in one group composed of wcmen a pa- 
tient brought a list of items she said she waated to dis- 
cuss with the ‘‘girls’’; in fact, this patient addressed 
only the therapists. 

Verbal expression of such psychotic symptoms as 
hallucinations or delusions is not discouraged; how- 
ever, the therapists attempt to understand those 
events and conflicting feelings which may be ex- 
acerbating the psychotic process. A paranoid schizo- 
phrenic woman once came to a group meeting cem- 
plaining that people were following her and that voices 
were telling her to set her apartment building on nre 
(these symptoms had led to her first admission). The 
symptoms were ego alien, and she was atle to share 
her concerns with the other group members. During 
the discussion the incident that had probabtv led to the 
symptoms was revealed: the patient had received an 
eviction notice because the landlord had not received 
her rent money, although she had been paying rent 
regularly to the building superintenden: and had 
receipts. On hearing the story the other group mem- 
bers showed concern and advised her how to take legal 
action. Armed with their advice and increased medica- 
tion, the patient was able to avoid rehospiializatioa. 

Consensual validation is often used by group mem- 
bers and therapists in an effort to confront and modify 
dysfunctional interpersonal interactions. For example, 
one patient became inappropriately angry every time 
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she was asked to be more explicit about what she was 
saying in the group. She revealed that she reacted in 
the same way with outside agencies in an effort to get 
what she needed. With the use of confrontation, sup- 
port, and role playing by group members and thera- 
pists, this patient began to see how her inappropriate, 
hostile behavior within and outside the group evoked 
negative, rejecting responses and decreased the likeli- 
hood that she would get what she needed. 


METHOD 


The psychiatric outpatient department of Metropol- 
itan Hospital covers a large urban area of approxi- 
mately 500,000 people. Its active caseload consists of 
approximately 2,000 patients who make about 3,200 
clinic visits a monta. Of these 2,000 patients, close to 
600 are seen in groups that range from once- or twice- 
a-month coffee groups to once-a-week insight-oriented 
groups. About 300 of the 600 group patients attend cof- 
fee groups. From this pool of 300 we chose a sample of 
76 patients because they were members of groups that 
two of us (R. M. and S. W.O.) have followed continu- 
ously for 5-9 years. Six groups were involved in the 
study, and all of the groups changed cotherapists at 
least once a year, although we consistently remained 
with our groups. Groups met either monthly or bi- 
weekly. 

For each patient in the study we collected demo- 
graphic and personal data, including diagnosis, 
amount and type of medication, and group attendance 
ratings. All of the therapists subjectively graded their 

. patients in the areas of improvement and participation 
in the group process. 

Improvement was determined through changes in 
mental status and social functioning using the Global 
Assessment Scale (2). Here the therapists scored the 

- difference in social functioning and mental status for 
each patient before attending the group and dvring a 
group meeting. This was done retrospectively from the 
records and from the therapists! memory of the pa- 
tients when they first started in the groups. 

Participation in the group process was rated on a 
continuum from none to active participation and con- 
sisted of five categories: 1) no participation, even with 
therapist encouragement, 2) interaction with therapist 
alone when encouraged, 3) interaction with therapist 
alone spontaneously, 4) interaction with peers but 
avoidance of personal discussion, 5) and interaction 
with peers including personal disclosure. Each patient 
received a group process score based on these cate- 
gories. 

Finally, hospitalization data were tabulated for each 
patient during contact with the outpatient department. 
A before-group (individual treatment) hospitalization 
rate and a coffee-group hospitalization rate was calcu- 
lated for each patient. 
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RESULTS u 

Of the original sample of 76 patients, 71 petients 
who had been in the groups for at least 2 years {ava 
age, 5 years) were available for statistical analysis. 
There were 22 men and 49 women. Their age range 
was 23-72 (average, 50.6). Forty-five of the petients 
had schizophrenic diagnoses, and 26 had diagnoses of 
character and affective disorders. Almost all were re- 
ceiving some type of medication. The group popt- 
lation in general reflected the ethnic distribution of the 
catchment area served: 40% were Hispanic (nostly 
Puerto Rican), 30% were black, and 30% were white or 
other. Approximately half of the patients in the study 
spoke Spanish and almost all of these met in Spanish- 
speaking groups. Ninety percent of the patients in the 
study were receiving welfare or Supplemental Security 
Income (SSI) and had less than a high school educa- 
tion (some were illiterate). 

A compilation of therapists’ subjective ratinzs re- 
vealed that on average the patients improved mini- 
mally. Their symptoms were controlled and they were 
partially able to cope with their environment, but most 
remained isolated. Group attendance was erratiz; the 
average rate was 60%. Group process scores indicated 
that the typical patient fell somewhere between 2ither 
not participating at all or interacting only with the ther- 
apists when encouraged. Few achieved a group pro- 
cess score greater than 3, indicating minimal peer-to- 
peer interaction. 

Using demographic, clinical, and group data, we 
conducted a multiple regression analysis, which 
showed that improvement correlated only with atten- 
dance. Contrary to our expectations, there was no cor- 
relation between improvement and the patient’s sroup 
participation score. None of the other var-ables 
showed a significant correlation. 

Of the 71 patients, 18 were hospitalized durirg the 
time they had contact with the outpatient department 
clinic. This contact included their group experience 
and their previous individual therapy experisnce. 
These patients were all diagnosed as having schizo- 
phrenia and were taking neuroleptics. Before they 
started attending the group, these patients spent 435 
days in the hospital and had been in outpatient therapy 
for 48.5 years; their hospitalization rate was 8.97 days 
per year. After they started attending they spent 359 
days in the hospital and 101 years in outpatient therapy; 
their hospitalization rate dropped to 3.55 days per 
year. These differences in hospitalization rates were 
significant according to Wilcoxin's T Test (T—27, 
p«.01). 


DISCUSSION 


We reviewed the literature and found no other ong- 
term follow-up studies of this treatment format. Most 
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of our £ndings on the long-term efficacy of group ther- 
apy with chronic patients concur with those of authors 
who presented short-term follow-up studies. 
“O’Brien and associates (3) reported a 1-2-year study 
of 100 matched schizophrenic patients discharged 
from a staze hospital randomly assigned to group or 
individual psychotherapy with the same group of ther- 
apists. They found that psychiatric ratings and social 
effectiveness were significantly better for the patients 
seth in groups. After 2 years, our pilot project findings 
also suggested apparent gains in patients’ social-voca- 
tional functioning. However, after 5-9 years, these 
gains proved to be very limited. Either the social-voca- 
tional functioning leveled offjor, if pushed by the thera- 
pist, the patients regressed. Few made any more dra- 
matic gains as originally anticipated, but most main- 
tained the level of compensation they reached during 
the initial period. Our findings suggest that the coffee 
group, with its diluted transference and absence of 
pressure to actively participate, is less threatening to 
patients than individual or traditional group treatment. 
The patients therefore attend the clinic more easily for 
extended periods of time to maintain their com- 
pensation. | 

O'Brien and associates reported no significant dif- 
ference in rehospitalization rates for patients in indi- 
vidual or group therapy for 2 years. We found a signifi- 
cant difference in rehospitalization rates for ind:vidual 
treatment versus coffee group treatment. We agree 
with Sabin (4) and others in considering pharma- 
cotherapy an important factor in the decreased rehos- 
pitalization rate of schizophrenic patients. Our study 
shows that even though there was some irregular at- 
tendance and lack of active participation, the patients 
attended groups regularly enough over the 5-9-year 
period to be appropriately medicated and remain com- 
pensated. In fact, rate of group attendance rather than 
level of participation seemed to be the only factor that 
had any correlation with a patient’s improvement in 
social functioning. 

From the patient’s point of view, the group setting 
provided a support system with peer identification and 
encouragement that offered a social network to some 
who had no other outlet. The consistency of zt least 
one cotherapist over a long period of time enabled pa- 
tients to have someone to contact in case of crisis, 
while the stable group membership gave them a feeling 
of belonging. The value of the group experience in 
terms of an unthreatening human connection zan be 
illustrated by the observation that several patients who 
were unable to speak or understand much of the domi- 
nant language of the group attended regularly, re- 
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mained compensated, and refused to be seen individ- 
ually when a therapist became available who spoxe 
their own language. Patients often verbalized the sup- 
portive role of the group with comments such as "The 
group keeps me on an even keel. If I couldn't come 
here and unburden myself, I'd be back in the state hes- 
pital.” 

From the therapists’ point of view, the 1'/:-hour cof- 


fee group sessions enabled them to evaluate the pa- " d 


tient's level of compensation more accurately thap 
would be possible in a brief individual session. Eqully 
important, we found that to deal efecto witk 
chronic patients, who in the long run show jifttle im- 
provement and can be discouraging for most iherapists 
to treat, it is helpful to have at least two therapists 
present supporting each other's ability to cope with 
the patients and contributing to the effort of fostering 
interaction and conversation, especially wi:h the less 
verbal patients; the therapists, too, need to te ''fed."' 

In this 5-9-year period, no patients achieved stable 
enough psychosocial functioning independent of the 
clinic to be discharged. Although dropouts were reia- 
tively rare, those who discharged themselves inevita- 
bly decompensated and returned within a 6-8-month 
period. This reaffirmed our belief in the necessity of 
maintaining consistent clinic contact in order to ensure 
these patients’ compensation. 

To date, we have found that the coffee group for- 
mula is widely adaptable for a large chronic patient 
population (both schizophrenic and nonscaizophren- 
ic), that it is generally readily accepted by patients, 
and that it is easily modified to fit various thera- 
peutic styles. In addition, this modality provides 
staff with a long-term learning opportunity to see the 
life course of major psychiatric illnesses and to eval- 
uate their progress realistically. Although early hopes 
for more dramatic gains were disappointed, the coffee 
group therapy modality, by maintaining a connection 
with the clinic, in the long run reduces patients' rehos- 
pitalization rates. 
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BY JOHN E. O'MALLEY, M.D., DIANA FOSTER, A.C.S.W., GERALD KOOCHER, PH.D., É 


AND LESLEY SLAVIN 


Because psychological and psychiatric assessments of 
childhood cancer survivors have revealed a high rate 
of psychiatric sequelae, the authors investigated the 
relationship between the degree of physical 
impairment resulting from cancer treatment and the 
psychosocial adjustment problems of survivors. 
Ratings of physical impairment were based on the 
visibility of physical residua as well as the functional 
limitations they imposed. The results indicated that 
the psychosocial adjustment of survivors is not 
significantly related to the severity of physical 
impairment. 


hemotherapeutic, radiological, and surgical inter- 
C ventions in pediatric cancer have greatly improved 
the chance of survival. Increasing numbers of children 
are living five or more years beyond diagnosis (1-3). 
With this increase in survival, issues relating to quality 
of life become more imperative because the invasive 
nature of many of the treatments means that pediatric 
cancer survivors may be left with disabling physical 
residua (4-6). 

In a large sample of pediatric cancer survivors (ref- 
erence 7 and footnote 1 below), comprehensive psy- 
chological and psychiatric evaluations showed mul- 
tiple psychological difficulties. A number of investiga- 
tors (8-11) have reported psychological adjustment 
problems among children with a variety of physical 
disabilities. 

Pless and Roghmann (12) compared results from 
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three epidemiological studies of large pediatric popu- 
lations. In each survey the rate of psychological mal- 
adjustment was significantly higher among children 
with physical disorders than among healthy children. 
They also found that the degree of functional disability 
experienced by the child (assessed according to limita- 
tion of normal activities) had a small but direct effect 
on the appearance of behavioral symptomatology. 
However, other studies (13, 14) investigating the rela- 
tionship between the degree of physical impairment 
and psychological adjustment have not supported this 
finding. Research by Goldberg (15) suggests that the 


visibility of an impairment has more effect on psycho-: 


logical adjustment than the amount of physical limita- 
tion it imposes on the individual. 

As part of a continuing comprehensive psychologi- 
cal evaluation of pediatric cancer survivors and their 
families, we assessed residual physical impairment 
and its relationship to psychological adjustment. Our 
intent was to confirm or deny previous findings which 
indicated that both physical impairment and its visibil- 
ity correlated positively with poor psychological, ad- 
justment. 


METHOD 
Sample 


We selected 116 patients from a computerized regis- 
try of more than 800 long-term survivors at the Sidney 
Farber Cancer Institute. The sample was chosen to ap- 
proximate the registry population in terms of age and 
diagnosis. Selection criteria were that patients had 
been under the age of 18 at the time of diagnosis, were 
at least 60 months beyond the diagnosis of cancer, 
were known to be cancer-free, and had been off all 
treatment for at least 1 year. In addition to the psycho- 
social evaluation, patients also received a follow-up 
complete physical examination, usually on the same 
day. Each participant gave his or her informed consent 
to participate. Patients had the following diagnoses: 
neuroblastoma (25.2%), Wilms’ tumor (13.9%), bone 
tumors (13.9%), miscellaneous sarcomas (13.9%), 
Hodgkin’s disease (12.1%), non-Hodgkin’s lym- 
phomas (13.0%), and acute lymphocytic leukemia 
(8.0%). 
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TABLE 1 
Psycholĝgical Adjustment Rating Scale Scores for 114^ Pediatric Cancer Survivors 
Independent Combined i 

> ae Health Adjustment Adjustment Suet 
Category Definition Score Rating Number Percent 
Well’ No significant symptom formation 0 Qor! 60 53 
Mild maladjustment Mild symptom formation but function:ng adequately I 20r3 29 25 
Moderate Moderate symptom formation with no apparent 2 4or$ 12 11 

maladjustment interference with life adjustment ; . 
Impaired 

Marked Moderate symptom formation with impairment of functioning 3 60r7 13 11 

Severe Severe symptom formation yet functioring with difficulty 4 8or9 

Incapacitated Severe symptom formation with no functioning 5 10 


“Two of the 116 patients interviewed were excluded from data analys s because of handicapping conditions unrelated to their history of cance-. 


Of the 116 patients seen, the mean age at diagnosis 
was 5.7 years, with a range of birth to 18 years. Age 
when seen for this evaluation averaged 18.0 years, 
with a range of 5.8 to 36.0 years. Interval since diagno- 
sis averaged 12.4 years, with a range of 5.3 to 32.6 
years, and the mean time elapsed since the end of 
treatment was 12.2 years, with a range of 3.8 to 32.8 
years. Fiftv percent of the population was male and 
98% was Caucasian. Socioeconomic representation as 
defined by the Hollingshead Two-Factor Index of So- 
cial Position (16) was representative of the general 
population in the United States. 


Psychosocial Adjustment Ratings 


Each patient was seen for a comprehensive psycho- 
logical and psychiatric evaluation. The psychological 
evaluation included a partial intellectual assessment; 
standardized measures of self-esteem, social adjust- 
ment, anxiety, depression, and death anxiety; and a 
projective test to assess personality dynamics. Psychi- 
atric interview included the Rutter-Graham Standard- 
ized Psychiatric Evaluation (17), a standardized men- 
tal status examination, and a semi-structured tnter- 
view concerning the patient's cancer experience. 
Parents were interviewed individually by a social 
worker. ! 

At the end of the evaluation the psychiatrist and 
psychologist independently assigned adjustment rat- 
ings to each patient. The scores were summed to ob- 
tain a combined ordinal rating of adjustment according 
to the system devised by Michael and Kirkpatrick (18). 
The categories and frequencies are summarized in 
table 1. 

High interrater reliability was obtained, with the two 
independent ratings yielding a Pearson correlation co- 
efficient of .86 (p = .001). Because several of the ad- 
justment categories contained small numbers of pa- 
tients, the cells were collapsed for purposes cf data 
analysis to compare well-adjusted patients with -hose 
having adjustment problems. Patients with scores of 2 
or higher were assigned to the adjustment problems 
group, and those with ratings of 0 or 1 were considered 
to have mzde a good adjustment. 


Physical Impairment Ratings 


A combined physical and visible impairment rating 
scale was developed to assess objectively the degree 
to which a person is functionally, physically. and vis- 
ibly impaired at any given time. Key factors in the rat- 
ing are organ integrity, function and risk of dysfunc- 
tion, independence in performing activities of daily liv- 
ing, and the degree to which the visibility of the 
impairment might be expected to interfere with sociali- 
zation and vocational choice. The scale can best be 
applied by a health care professional using accurate 
and current medical history information obtzined in a 
direct interview with the patient and family. 

The scale requires assigning a degree score from Oto 
3, increasing with the level of severity, in four cate- 
gorles: obviousness of impairment, interference with 
activities of daily living, need for medical attention 
and/or use of prosthetics, and employability or ability 
to attend school. The scale is presented belcw: 

Obviousness of physical residua: 0=physizal resid- 
ua not at all obvious, individual might have »iopsy or 
I.V. scars; 1=physical residua would be obvious to a 
physician performing a physical exam or whea individ- 
ual was wearing a bathing suit, facial disfizurement 
covered by cosmetics; 2=physical residua obvious in 
street clothes, cosmetics may be helpful but facial dis- 
figurement remains obvious; 3=physical res.dua con- 
stitute obvious deformity. 

Interference with activities of daily living: 0=phys- 
ical residua do not interfere at all with normal activi- 
ties; 1=individual has physical residua that need daily 
attention but cares for self independently; 2=individ- 
ual requires help with activities of daily living 1 or 2 
times daily, cannot live independently; 3=mdividual 
requires frequent help, might require irstitution- 
alization. 

Medical attention or equipment: 0=indrvidual re- 
quires no special medical attention or equipment, has 
no missing organs; l-regular checkups edvisable, 
may use prosthesis with no complications, may have 
missing organ or dysfunction such as sterility; 2—indi- 
vidual requires more frequent medical atten-ion, may 
have missing organ, dysfunction, or functional prob- 


96 PEDIATRIC CANCER SURVIVORS 


lems that need attention more than once a year; 3=in- 
dividual needs frequent special medical attention; may 
be hospitalized. 

Employability or ability to attend school: 0=phys- 
ical residua do not hinder employment or school atten- 
dance at all; 1=individual has minor limitations in job 
choice or school activities (i.e., no contact sports or 
heavy lifting); 2— individual has significant limitation in 
job choice but is able to work or attend school full 
time; 3=individual has major limitations in job choice 
and may be unable to work a full day or attend school 
full time. 

The scale was applied independently by a biostatisti- 
cian and a social worker who rated the 116 long-term 
survivors of childhood cancer. The biostatistician used 
information from medical records but had not seen or 
talked with the patient or family. The social worker 
had seen and interviewed the patient or family but had 
only minimal medical record information. Their inde- 
pendent ratings of the patients yielded a Pearson cor- 
relation coefficient of .84 (p=.001). When medical and 
interview data were pooled, total agreement was 
reached for the sample. Ten subjects, 9%, had a score 
of 0 (no impairment); 41 subjects, 35%, had a score of 
1 (mild impairment); 55 subjects, 47% scored 2-6 
(moderate impairment); 9 subjects, 8%, scored 7-9 
(moderately severe impairment); and 1 subject, 1%, 
scored in the 10-12 category (severe impairment). 


RESULTS 


A 2x5 contingency table was constructed to display 
the distribution of patients in the five physical/visible 
impairment categories according to psychological ad- 
justment (i.e., ‘‘good adjustment’ or ''adjustment 
problems'' as noted in the Psychosocial Adjustment 
Ratings section). Chi-square was 3.792 (df=4), which 
is not statistically significant (p=.435). 

The data table was then collapsed to a 2X2 format, 
displaying the two psychological adjustment cate- 
gories according to ''no" or **mild" physical/visible 
impairment in one row and ‘‘moderate’’ to ''severe"' 
impairment in the second row. A Fisher exact test also 
failed to show significance (p.452). 


DISCUSSION 


Among our sample of pediatric cancer survivors, the 
degree of physical impairment occurring as a result of 
cancer treatment was not significantly related to cur- 
rent psychological adjustment, which is contrary to 
what has been reported in the literature. Our results 
suggest that those patients who adjust well do so re- 
gardless of the degree of residual physical impairment 
or insult. Physical impairment was not a variable that 
separated adjusted from maladjusted cancer survivors. 
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Most important is the implication that invasive cancer 
treatments, which may result in the loss of a Iib, Or- 
gan, or reproductive function or in disfigurement, do 
not preclude adequate psychological adjustment a 
are not necessarily a major hindrance in the quality of 
a patient's life. i 

Although we delineated previously the range of cop- 
ing mechanisms in this population (reference 7 and 
footnote 1), it is not known what factors contribute to 
the successful use of those strategies. A more system- 
atic survey of these factors must be done so that more 
appropriate and effective intervention strategies can 
be used in the newly diagnosed pediatric, cancer pa- 
tient. The physical-visible impairment scale appears to 
be a useful tool for assessing such impairments. 


REFERENCES 


1. Myers MH, Heise HW, Li FP, et al: Trends in cancer survival 
among U.S. white children. Pediatrics 87:815-818, 1975 

2. Ledlie EM, Mynors LS, Draper GJ, et al: Natural history and. 
treatment of Wilms' tumor: an analysis of 335 cases occurring in 
England and Wales 1962-6. Br Med J 4:195-200, 197C 

3. Simone JV: Childhood leukemia: the changing prognosis. Hosp 
Pract 9:59-68, 1974 

4. Holmes HA, Holmes FF: After ten years, what are the handi- 
caps and life styles of children treated for cancer? Clin Pediatr 
(Phila) 14:819-823, 1975 

5. Jaffe N: Non-oncogenic sequelae of cancer chemotherapy. Ra- 
diology 114:167-173, 1975 

6. Li FP, Stone R: Survivors of cancer in childhood. Ann Intern 
Med 84:551-553, 1976 

7. O'Malley JE, Koocher GP, Foster DJ, et al: Psychiatric se- 
quelae of surviving childhood cancer. Am J Orthopsychiatry (in 
press) 

8. Pless IB, Roghmann K, Haggerty RJ: Chronic illness, family 
functioning, and psychological adjustment: a model for the allo- 
cation of preventive mertal health services. Int J Epidemiol 
1:271-277, 1972 j 

9. Mattsson A: Long-term physical illness in childhood: a chal- 
lenge to psychosocial adaptation. Pediatrics 50:801-811, 1972 

10. Sanberg S: Psychiatric disorder in children with birth anoma- 
lies: a retrospective follow-up study. Acta Psychiair Scand 
54:1-16, 1976 

11. Steinhausen HC: Hemophilia: a psychological study in chronic 
disease in juveniles. J Psychosom Res 20:461-467, 1976 

12. Pless IB, Roghmann KJ: Chronic illness and its consequences: 
observations based on three epidemiologic surveys. J Pediatr 
79:251-359, 1975 

13. McAnarney ER, Pless IB, Satterwhite B, et al: Psychological 
problems of children with chronic juvenile arthritis. Pediatrics 
53:523-528, 1974 

14. Seidel UP, Chadwick OFD, Rutter M: Psychological disorders 
in crippled children: a comparative study of children with and 
without brain damage. Develop Med Child Neurol 17:563-573, 
1975 

15. Goldberg RT: Adjustment of children with invisible and visible 
handicaps: congenital heart disease and facial burns. Journal of 
Counseling Psychology 21:428-432, 1974 

16. Hollingshead A, Redlich F: Social Class and Mental Illness. 
New York, John Wiley & Sons, 1958 

17. Rutter M, Graham P: The reliability and validity of the psychiat- 
ric assessment of the child: I. Interview with the child. Br J Psy- 
chiatry 114:563-579, 1968 

18. Michael S, Kirkpatrick P: Additional information on the mental 
health ratings, in Mental Health in the Metropolis. Edited by 
Srol2 L, Langner T, Michael S, et al. New York, McGraw-Hill 
Book Co, 1962 


-— 


Am J Psychiatry 137:1, January 1980 zi gr a 
CLINICAL AND RESEARCH REPORTS | 
N 


LÀ 
This section contains 1) new research findings, including preliminary data from pilot studies, either clinical» or 
laboratory; 2) worthwhile replication studies; 3) case reports that describe a truly new syndrome or cast m2w light on 
established ones; and 4) case reports that indicate a new therapeutic procedure of potential value cr call attestigg 
verse effects of drugs or previously unreported complications of therapeutic interventions. Program deg 
literature reviews cannot be printed in this section. Criteria for format are listed in ‘Information for Con 
issue; papers that do not adhere to these criteria niil be returned to the author. 








: ZO dd~ 
TIDIlOons and 
LMTOVS”” în each 


: Platelet MAO a 


and K, 


max 





in Chronic Schizophrenic Subjects — | 


BY EARL L. GILLER, JR., M.D., PH.D., LINDA BIERER, M. D., DAVID RUBINOW, M.D., 


AND JOHN P. DOCHERTY, M. D. 


Platelet monoamine oxidase (MAO) activity appears 
to be lower in chronic schizophrenic subjects than in 
control subjects. Although much of MAO éctivity is 
genetically determined, many other factors, including 
drugs, iron deficiency, age, hormones, and, possibly, 
clinical state may affect platelet MAO activity (1). En- 
zyme activity, as measured by catalysis of substrate to 
product under optimum test tube conditions, is only 
one measurement of enzyme function. Other enzyme 
characteristics are important in enzyme function and 
in the search for enzyme variants. Such properties 
may be better discriminators of enzyme alterations in- 
volved in neuropsychiatric disorders. One enzyme 
characteristic, the affinity of an enzyme for a sub- 
strate, can be measured by the Michaelis constant 
(Km). The Km of platelet MAO from chronic schizo- 
phrenic subjects for a number of substrates has been 
reported as unchanged (2), lower (3, 4), or higher (5) 
than that of controls. Although evidence for decreased 
MAO activity in chronic schizophrenic patients is 
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strong, studies of MAO substrate affinity are few and 
contradictory. As part of an extensive study of platelet 
MAO in chronic schizophrenia, we havz determined 
the Viner and K,, of platelet MAO from patients and 
controls.. : 


Method 


Subjects. Patients were 27 white men, aged 21-55 
years, who met Research Diagnostic Criteria (6) for 
chronic schizophrenia by chart review. Most were out-: 
patients (3 were stable inpatients), and all but 3 sub- 
jects were receiving antipsychotic medication. Con- 
trols were white male staff members and oatients, aged 
23-62 years, who had no major medical illnesses and 
were medication-free. Control subjects were aiso re- 
quired to have no personal or family history of psychi- 
atric illness, as determined by RDC (6). We studied 


- male subjects to avoid the question of menstrual cycle 


variance. Complete blood counts and platelet counts 
were within normal limits. Informed consent was ob- 
tained from all subjects. 

Enzyme Assay. Platelets were collected as pre- 
viously described (7) from 14 ml of EDTA-treated 
blood within 2 hours of blood drawing. Platelet pellets 
were stored for up to I month at —7CC. The pellets 
were homogenized in 1 ml of 0.01M sozium phosphate 
buffer, pH 7.4, by sonication on ice (3 times at 15 sec- 
onds at 40 watts). 10 *M ELTA and 10^*M ascorbic 
acid were found to decrease nonenzymatic breakdown 
of tyramine, as reported by Donnelly and Murphy (8). 
Enzyme activity was determined in d-:plicate at 7 dif- 
ferent tyramine concentrations (0.1 —5X10^*M) for 
each sample. The reaction mixture consisted of 80 uli- 
ters of sonicate (70-250 ug of protein) and 20 pliters of 
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cocktail incubated for 20 minutes in a shaking water 
bath at 37°C. After incubation, the mixture was placed 
on-prewashed cation exchange columns (0.5 by 3.0 
cm), which were eluted with 2 washes of 1 ml of water. 
Activity was linear with protein and with time up to 20 
minutes. Buffer and boiled enzyme blanks were simi- 
lar. Values for Vingx and Km were computed with a 
least-squares curve fit program from Lineweaver- 
Burke plots. Samples from subjects assayed 1-2 times 
&b for 4 months showed an average coefficient of 
5% for velocity determinations (N14) 
and 23% for K determinations (N=4). Control sub- 
jects and patients were assayed over the same time in- 
terval. Data aaalysis was by Student's t tests (one- 
tailed). 









Results 


Table 1 shows the mean V mar and K,, from patient 
and control platelets. Both the patient mean Km and 
mean V,,, were significantly lower than control 
means. | as 

The means of the slopes of the Lineweaver-Burke 
plots (K„/V mar) were also significantly different. This 
combination of differing ‘intercepts and slopes suggests 
noncompetitive inhibition (9, 10). 

) 


Discussion 


Our results agree with those of other workers, who 
have found a lower K, for tyramine in the platelet 
MAO of chronic schizophrenics.! These results are al- 
so in accord with those of Berrettini and coworkers, 


who found lower platelet MAO substrate affinities in 


chronic schizophrenics for tryptamine (3), dopamine, 


‘serotonin, and N,N-dimethyltryptamine but not 5-me- 
thoxytryptamine (4). The V,,,, values found by Ber-: 


rettini and associates.for patients were lower than 
those of controls for all substrates. Their data with 5- 
methoxytryptamine suggest noncompetitive inhibition 
of MAO but uncompetitive inhibition with dopamine, 


. serotonin, and N,N-dimethyltryptamine. Murphy and 
associates (2) found the platelet MAO K,, for tryp- ` 


tamine in chronic schizophrenic subjects was not dif- 
ferent from controls, while the V mar was lower. Bel- 
maker and associates (5) reported a higher K m for ben- 
zylamine in schizophrenic patients who did not have 
low platelet MAO activity. However, they calculated 
K,, values from a study of amphetamine inhibition. Al- 
so, they reported a lowering of the K m in patients who 
were receiving chlorpromazine. 

Although a number of workers.agree that platelet 
MAO is lower in chronic schizophrenia, the mecha- 


nism underlying the decrease is not clear. Our results: 


strengthen the possibility that in some chronic schizo- 
phrenic subjects, the platelet MAO may be an enzyme 


'Krobes RD, Potkin SG, Wise CD, et al: Some kinetic parameters 
of platelet moncamine oxidase in chronic schizophrenia (manuscript 
m preparation). 
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TABLE 1 i TT 
K,, and V... of Platelet MAO from Chronic Schizophrenics a Con- 
trols 


Group MH 
Chronic . 
Schizophrenics Controls 
(N-27) (N=24) 
Measure Mean SD Mean SD © p 
K m (X 1C4M) 0.70 0.21 0.84 0.25 .02 
V maz (nmol/mg f : i. 
protein/hour) 38.7 18.45 . 58.8 © 23.4 .001 
K m/V maz 0.021 0.011 0.015 0.001 .0009 


variant or that the enzyme may be influenced by an 
endogenous inhibitor (10). A different enzyme affinity 
for different substrates is more likely to affect in vivo 
enzyme function than is a decreased amount of the en- 
zyme. This may be particularly true for MAO because 
the lowest maximal activity reported to date in schizo- 
phrenic subjects is as high as 32% of the value for con- | 
trols. A decrease in Km, however, means the enzyme 
is more effective in deaminating the substrate at lower 
substrate concentrations. Thus the functional signifi- 
cance of these findings is unclear. Further work is 
needed to see if the brain MAO K n is similarly affected 
(especially type A), and if an inhibitor is involved to 
determine the mechanism. The determination of a 
number of enzyme parameters (e.g., K».for relevant 
substrates and cofactors, electrophoretic mobility, and 
thermal stability) are important in the evaluation of en- 
zymes that are likely to be involved in neuropsychiat- 
ric disorders. | | 
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A “Folie a Deux” Dystonic Reaction 
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BY JESSE O. CAVENAR, JR., M.D., AND CAPT MICHAEL A. HARRIS, MC, USN 


* 
* 


Extrapyramidal reactions have been among the 
most distressing side effects noted since the in- 
troduction of neuroleptics. Ayd (1) studied 3,775 pa- 
gents who were receiving phenothiazines and found 
that 38.9% experienced extrapyramidal reactions. Of 
that group, 21.2% experienced akathisia, 15.4% park- 
insonian symptoms, and 2.3% dyskinesia. Muszular ri- 
gidity, impairment of normal associated movements, 
and cogwheel rigidity were the initial symptoms of 
drug-induced parkinsonism in 6596 of those patients, 
and tremor was the first symptom in 35%. 

Several authors have noted a higher percentage of 
extrapyramidal reactions with haloperidol than with 
other neuroleptics. Swett (2) studied 1,152 psychiatric 
inpatients who received a phenothiazine, a butyrophe- 
none, or a thioxanthane. The highest frequency of 
drug-induced dystonic reactions (1696) occurred in pa- 
tients who were receiving haloperidol. Swett sug- 
gested that the frequency of dystonic reactions had in- 
creased because of the increased use of both haloperi- 
dol and the long-acting injectable fluphenazines. 
Cavenar and associates (3) agreed that severe dystonic 
reactions were becoming more frequent with the in- 
creased use of haloperidol and fluphenazines and sug- 
gested that dystonic reactions appeared to be more in- 
tense with these drugs. | 

The purpose of this communication is to report the 
case of a severe dystonic reaction and psychotic-level 
identification and fusion with another person that led 
to diagnostic difficulty. 


Case Report 


Mr. A, a 26-year-old military man, came to the errergency 
room of a large military hospital in the early morning com- 
plaining of a "tight feeling" in his right jaw and an inability 
to open his mouth. These complaints had had a sudden onset 
and had been present since the patient awoke that raorning. 
Within 5 minutes, Ms. B, a military dependent, came to the 
emergency room complaining of identical symptoms and a 
similar onset. 

Mr. A denied other symptoms, and results of a physical 
examination were normal except for the patient's inability to 
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open his mouth. His teeth were tightly clenched, and the 
emergency room physician felt that the mandible probably 
was dislocated from the right temporomandibvlar joint. He 
therefore requested an emergency oral surgery consultation. 
After Mr. A was sent to the oral surgery depar-ment, it was 
discovered that Ms. B was in fact the wife of Mr. A. It was 
decided to pursue the evaluation of Mr. A before evaluating 
Ms. B in detail since both patients appeared to heve the same 
difficulty. 

An oral surgeon established that the mandible was not dis- 
located and believed that Mr. A had tetanus. Ar. emergency 
otolaryngology consultation was requested to determine 
whether the clinical picture was compatible with tetanus. 
Thorough ear, nose, and throat examination rev2aled no pa- 
thology. The otolaryngologist did not feel the syndrome was 
consistent with tetanus but could offer no alternative ex- 
planation. Meanwhile, Mr. A was noted to have “‘deterio- 
rated" over time; he began to turn his head to the left side 
and to raise his right arm, flexed at the elbow. He maintained 
this posture and was still unable to open his mouth. He was 
sent back to the emergency room, where he was placed in 
the same large triage room with Ms. B. Ms. B was then noted 
to be in the same posture, with her head turned to the left 
side, right arm raised, and teeth clenched. An emergency: 
internal medicine consultation was requested; since both 
husband and wife had identical symptom complexes, the 
possibility of an infectious etiology or of some type of gase- 
ous or oral toxin was considered. However, the physical ex- 
amination was unrevealing except for the clenched teeth and 
bizarre posturing. 

Psychiatric consultation was requested to evaluate *'two 
people who look like a pair of bookends.” Ms. B was seen 
first, and the mental status examination was remarkable in 
that her affect was flat and blunted. She seemed distant and 


'autistic but not overtly psychotic. It was rapidlv established 


that she had had three previous psychiatric hosoitalizations 
and had been discharged on halopericol. She dznied having 
taken any drugs for over 3 months but had the medications at 
home. She confirmed that her husband had zaken ''two 
sleeping pills" from the medicine cabinet the night before. 
Mr. À was then seen and evaluated; he was now in opistho- 
tonos, with his head pulled to the left and his eyes fixed in an 
upward field of gaze. He was given diphenhydramine, 25 mg 
I.V., with a complete remission of symptoms ir 90 seconds. 
Ms. B was then told that her husband had recovered, and it 
was suggested to her that her symptoms would zbate sponta- 
neously. Her symptoms ceased immediately. Mr. À was giv- 
en trihexyphenidyl with instructions to take 5 m& twice daily 
for three days, and he and his wife left the emergency room 
together. 

It appeared that Ms. B had a schizophrenic illness which 
was in partial remission. She had been treate3 previously 
with haloperidol, which Mr. A then took as a sl2eping medi- 
cation. He experienced a dystonic reaction, which worsened 
throughout the 4-hour period of his evaluation by various 
specialists. Ms. B then experienced identicz] symptoms 
based on a psychotic-level identification and fusion. When 
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Mr. À was correctlv diagnosed and treated, Ms. B, with 
some reassurance and suggestion, recovered spontaneously. 


Discussion 


Ayd (4) has noted that extrapyramidal reactions to 
neuroleptics have been misdiagnosed as epilepsy or 
seizure disorder, meningitis, encephalitis, polio- 
myelitis, and tetanus, leading at times to hospital- 
ization, lumbar puncture, and tracheotomy. Cavenar 
and associates (3) have reported cases in which pa- 
tients were misdiagnosed as having cerebrovascular 
accident and hysteria when in fact they were ex- 
periencing dystonic reactions to neuroleptic drugs. 
The cases repcrted in this communication are of inter- 
est because two people experienced identical symp- 
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toms, suggesting a toxic or infectious basis and leading 
to marked difficulty in establishing a correct diagrosis. 
These cases again demonstrate the often puzzling pre- 


sentation of severe dystonic reactions and the raridity: ^ 


of clinical response to diphenhydramine. : 
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ECT in a Depressed Patient with Adult Onset Diabetes Mellitus 


BY STUART C. YUDOFSKY, M.D., AND NORMAN E. ROSENTHAL, M.D. 


Delitala and associates (1) described increased 
plasma adrenocorticotropin (ACTH), growth hormone, 
luteinizing hormone, follicle-stimulating hormone, and 
11-OH-corticosteroids in patients who received ECT. 
Other authors have found a rapid stimulation of ACTH- 
cortisol production following ECT (2). Since growth 
hormone and steroids are known to have a diabetogen- 
ic effect (3, p. 527), we were concerned about the ef- 
fect of ECT on a severely depressed patient with adult 
onset diabetes. 


Case Report 


Ms. A, a 48-year-old woman, had an 8-year history of dia- 
betes mellitus that hed been controlled for 7 years with NPH 
insulin. For several years before her admission, Ms. A had 
become progressively isolated from her friends, had stopped 
working as a highly paid secretary, and had become increas- 
ingly dependent on her elderly parents. Despite outpatient 
psychotherapy and trials of butyrophenones, phenothia- 
zines, and tricyclic antidepressants, she felt hopeless, 
thought frequently of suicide, had fears of being harmed by 
others, and developed a pervasive preoccupation with her 
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bowels and feces. After a full battery of psychological, medi- 
cal, and neurologic examinations, Ms. A was diagnosed as 
having a depression with agitated and delusional features. A 
course of ECT was scheduled. She was given nothing by 
mouth for 12 hours before each ECT and did not receive her 
daily NPH insulin injection until 1 hour after each treatment. 
Blood glucose levels were determined immediately before, 
immediately after, and 1 hour after treatments 1, 3, 6, and 7 
(see table 1). Slight amelioration of Ms. A's symptoms was 
observed after treatment number 2, and with each sacces- 
sive treatment thereafter she showed dramatic improve- 
ment. After a total of 7 treatments and 2 weeks of traasient 
organic confusion, the patient was calm, demonstratec a full 
range of affect, dressed neatly, and interacted appropriately 
with other patients and staff. She showed neither the agitated 
signs of depression nor the suicidal and delusiona! pre- 
occupations she had experienced previously. For 3 weeks 
after ECT her blood glucose was uncharacteristically diffi- 
cult to stabilize with NPH insulin. This course was marked 
by asymptomatic fasting hypoglycemia in the mornings and 
hyperglycemia and 4+ postprandial glycosuria in the after- 
noons. By the fourth week after ECT, Ms. A's blood glucose 
levels were stabilized, and she was discharged in a eutiymic 
state. 


Discussion 


Data on blood glucose and ECT (displayed in table 
1) were analyzed by multiple regression. The number 
of hours after initial baseline blood glucose leve. was 
also a factor in the analysis. A highly significant corre- 
lation was found between the number of ECT: and 
blood glucose level (Pearson r=.97, p«.001). A 20% 
increase in blood glucose level was found for eack suc- 
cessive ECT. This effect was cumulative, resultinz in a 
J-shaped curve. Time alone had a small but in- 
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TABLE 1 
Data on a Patient with Diabetes Given ECT 


Blood Glucose (mg/100 ml) 


BCT Immediately Immediately Onz Hour 
Number Before ECT After ECT After ECT 
I 119 120 121 
3 * 192 187 241 
6 225 236 252 
7 295 — 350 

p $ 


significant effect on blood glucose level once the effect 
of treatment number was taken into account. 

This patient’s diabetes was well controlled in the 
weeks before her ECT, and there were no other clini- 
cal factors that could explain the subsequent elevation 
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of her blood glucose. The patient's requiremznt for an 
increased daily insulin dose for 3 weeks after her 
course of ECT indicates that it may be worthwhile to 
monitor carefully the blood glucose levels of all diabet- 
ic patients who require ECT. 
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Further Evidence of Hypothalamic-Pituitary Dysfunction in Anorexia Nervosa 


+ 


BY MARK S. GOLD, M.D., A.L.C. POTTASH, M.D., DONALD R. SWEENEY, M.D., PH.D., DAVID M. MARTIN, 


AND ROBERT K. DAVIES, M.D. 


Patients with anorexia nervosa have been suspected 
of having an underlying hypothalamic-pituitary dis- 
order since a ‘‘destroyed’”’ pituitary was reported in a 
woman erroneously diagnosed as having anorexia ner- 
vosa. Investigators have demonstrated specific abnor- 
malities in neuroendocrine function in anorexia ner- 
vosa patients and not generalized pituitary dysfunction 
or panhypopituitarism. Amenorrhea is a major sign of 
anorexia nervosa, and extensive studies have been 
conducted on the function of the hypothalamic-pitui- 
tary-ovarian axis in anorectic patients (1). In addition 
to abnormalities in luteinizing and follicle-stimulating 
hormone reported by a number of groups (1-4), growth 
hormone (GH) and thyrotropin-stimulating hormone 
(TSH) abnormalities have also been reported (2, 5, 6). 
We now have evidence of an additional hypothalamic 
dysfunction in anorectic patients based on pataologic 
GH responses to thyrotropin-releasing hormone 
(TRH). 
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Method 


The subjects were four female patients, aged 15-28 
years (mean=22.3+3.4), who satisfied spec fic objec- 
tive criteria for the diagnosis of anorexia nervosa (5). 
The patients had been admitted consecutively to the 
Neuropsychiatric Evaluation and Research Jnit. They 
had a mean reduction from ideal body weight of 
40.1%. All patients were euthyroid, with normal serum 
prolactin and without evidence of a mass lesion in the 
hypothalamus and/or pituitary. 

All subjects were resting in bed after ar overnight 
fast at 8:00 a.m. when an indwelling venous catheter, 
kept open by a slow infusion of saline, was put in 
place. They were given 500 ug of synthetic TRH intra- 
venously at 9:30 a.m. over a 30-second period. Blood 
was drawn at —30, 0, 15, 30, 60, and 90 minutes for the 
determination of plasma TSH and serum (3H. Mea- 
surements were done in duplicate by radioimmunoas- 
say (7). All patients were studied before weight gain 
and clinical recovery and after completion of a com- 
prehensive medical and neurologic evaluat:on. 


Results 


TSH concentration increased significantly (paired t 
test, p<.01) from a pre-TRH mean of 2+.% IU/ml to 
peak levels of 8.3+2.0 at 60 minutes after the infusion. 
One patient failed to show a significant increase in 
TSH in response to TRH. The infusion or TRH pro- 
duced a significant (p«.01) increase in serum GH from 
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baseline levels of 4.2+2.0 ng/ml to peak levels of 
13,6+2.1 at 30 minutes after TRH infusion. Three of 
the four patients studied demonstrated this pathologic 
GH response to TRH. The patient who failed to show 
a significant increase in TSH did not demonstrate a 
pathologic GH response. 


Discussion 


Thyroid function and TSH abnormalities have been 
reported for patients with anorexia nervosa, although 
TRH reportedly produces a normal increase in TSH in 
anorectic patients (3, 8-10). Only one of our patients 
had an abnormal TSH response to TRH. As reported 
by others (8-10), there was a delayed TSH response to 
TRH, with peaks at 60 minutes, in two of the three 
anorectic patients who responded to TRH. The magni- 
tudes of the TSH responses reported here are similar 
to those reported by other investigators for anorectic 
patients (8, 10). Further study is necessary to deter- 
mine whether TSH responses to TRH are intact in 
some but not other patients with anorexia nervosa and 
whether the absence of a TSH response is related to 
glucocorticoid or estrogen abnormalities, length or se- 
verity of iliness, and/or outcome. 

Pathologic GH responses to TRH have not been ex- 
tensively studied or reported in neuroendocrine stud- 
ies (3, 8-10) of anorexia nervosa. Basal GH has been 
reported by some investigators to be elevated in a sub- 
group of patients with anorexia nervosa (1). However, 
our patients did not demonstrate this abnormality, and 
the GH elevations have been demonstrated to normal- 
ize after glucose administration. In addition, 24-hour 
studies of GH secretion with anorexia nervosa sub- 
jects (1, 6) have been normal and have suggested that 
GH abnormalities, when demonstrable, are related to 
starvation and not necessarily to neurotransmitter or 
releasing factor dysfunction. Although these studies 
have suggested that GH secretion may be normal in 
anorexia nervosa, GH responses to L-dopa and the 
dopamine receptor agonist apomorphine have been re- 
ported to be decreased both before and after weight 
gain, suggesting that the hypothalamic cate- 
cholaminergic regulation of GH secretion may be dys- 
functional in anorexia nervosa (1). GH responses to 
TRH have not been reported for normal patients but 
have been observed in patients with acromegaly and 
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uremia (1). The GH response to TRH we have report- 
ed in patients meeting well-defined diagnostic criteria 
for anorexia nervosa (6) suggests profound hypotha-, 
lamic-pituitary disorganization. : 

These GH data demonstrate that the pituitary soma- 
totrophes, which secrete GH, respond inappropriately 
to TRH. One possible explanation for these dataeis that 
significant GH abnormalities exist in anorexia nervosa 
and reflect hypothalamic dopamine abnormalities 
which result in pituitary receptor abnormalities for hy- 
pothalamic releasing hormones. Further study is nec- 
essary to determine the role of emaciation and malnu- 
trition in the data reported here and to ascertain the 
frequency of this pathologic finding in anorexia ner- 
vosa. These pilot data support previous studies that 
have suggested a hypothalamic dysfunction in ano- 
rexia nervosa. 
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Incidence of Side Effects in Patients on Long-Term Lithium Therapy 


# 


‘AND RONALD R. FIEVE, M.D. 


* 


* 


Lithium carbonate is used increasingly in clinical 
practice for the treatment of acute mania (1) anc the 
prophylaxis of bipolar illness (2). Because of conzern 
abeut the seriousness and frequency of side effects, 
lithium is orten discontinued prematurely, maintained 
at less than optimal levels, or not used when it should 
be. We conducted a survey of the patients at the New 
York State Psychiatric Institute Lithium Clinic to eval- 
uate the instance and severity of several lithium side 
effects. We hypothesized that mood and the zon- 
comitant use of other psychiatric medications such as 
antipsychotics and tricyclic antidepressants would be 
positively correlated with the severity of reported side 
effects. 


Method 


The subjects met the criteria of Feighner and associ- 
ates (3) for primary affective illness and participated in 
the study voluntarily. 

All patients attending the Lithium Clinic (a research 
and aftercare facility for patients with affective illness) 
from September to December 1977 were asked to fill 
out a questionnaire on side effects. Patients were then 
interviewed during their regular appointments to con- 
firm the presence or absence of side effects in the week 
before the visit and to determine the severity of repcrt- 
ed side effects. Severity was rated on a 4-point scale 
(3=severe, 2=moderate, 1=slight, O=absent) based 
on how disabling the patient perceived the side effect 
to be. The mood of each patient was assessed on a 7- 
point scale (4=normal, 1-3=depressed, 5-7=manic). 
All patients’ lithium levels were monitored, and pa- 
tients not in the range of 0.5-1.5 mEg/liter were ex- 
cluded from the study. This range was thought to rep- 
resent a normal treatment range that would be encoun- 
tered in clinical practice. 

Of the 171 patients who completed the questionnaire 
and interview, 46 were excluded from the study cor a 


Received May 29, 1979; accepted Sept. 6, 1979, 

From the Psychiatric Emergency Services, Columbia Presbyte- 
rian Medical Center (Dr. Bone); the Department of Psychiatry, 
Columbia University (Drs. Bone, Roose, and Fieve}; New York 
State Psychiatric Institute (Drs. Bone, Roose, and Fieve; the 
Department of Psychiatry and Behavioral Science, University of 
Washington, and the Harborview Medical Center, Seattle, Wash. 
(Dr. Dunner). 

Address reprint requests to Dr. Bone, New York State Psychiat- 
ric Institute, 722 West 168th St., New York, N.Y. 10032. 

Supported in part by Alcohol, Drug Abuse, and Mental Health 
Administration grant MH-21586 from the National Institute of Men- 
tal Health, and by the Columbia Millhauser Depression Center. 

Copyright © 1980 American Psychiatric Association 0002-953X/ 
80/01/0103/02/500.50. 


** BY STANLEY BONE, M.D., STEVEN P. ROOSE, M.D., DAVID L. DUNNER, M.D., 


variety of reasons. Nineteen patients were excluded 
because their lithium levels were above or below the 


chosen range. There was no evidence that patients__-~ 


who were excluded from the study for low lithium lev- 
els had experienced a high degree of side effects before 
the study at therapeutic levels. Ten patients were ex- 
cluded because of problems in obtaining acctrate lith- 
ium levels on the day of their visii or because they 
were participating in other studies and there>re were 
receiving placebo. 

Most of the patients who received abnorrzal mood 


ratings were depressed, although 4 were hypomanic. 


Since there was no significant difference in -he com- 
plaints about side effects between the small h-pomanic 
group and the large depressed group, the grcaps were 
combined for the purposes of this study. It should be 
noted that 1 euphoric hypomanic patient said she felt 
wonderful and denied all side effects. 

Of the 44 patients who were also receiving psycho- 
tropic medications, 33 were taking tricyclic: antide- 
pressants. Of the 11 remaining patients, 9 were taking 
antipsychotic medications and 3 were takimg minor 
tranquilizers. Because there were no signitcant dif- 
ferences between the different medication grc aps, they 
were combined for the purposes of this stud». 

Data were subjected to chi-square analrsis with 
Yates' correction. 


Results 


The results, shown in table 1, indicate a -rend for 
patients’ perceptions of side effects to vary vith mood 
and with the use of psychotropic medications. particu- 
larly tricyclic antidepressants. 

For most of the individual side effects, the 2ffects of 
mood and medication were not statistically sizniricant. 
However, for a number of specific side effect:, such as 
hand tremor, dry mouth, and constipation, the effect 
of psychotropic medication was significant fo- patients 
who were euthymic. For dysphoric patients, zhe effect 
of psychotropic medications in increasing perception 
of side effects was significant only for dry mouth. 

The effect of mood for patients on lithium zlone was 
significant for lightheadedness, dazed feeling, consti- 
pation, abdominal pain, and drowsiness. The effect of 
mood for patients taking lithium and othe- psycho- 
tropic medications was significant only for paiients’ 
perception of thirst. 

Few patients reported no side effects (1% of the 
euthymic lithium-only group). Although most of the 
patients in the euthymic lithium-only group reported at 
least one side effect, the number and severity of the 
side effects were greatest in the group of patisnts who 
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TABLE 1 
Incidence of Lithium Side Effects, in Percents 


Euthymic Patients | Noneuthymic Patients 


Lithium Lithium 
plus plus 
Lithium Psycho- Lithium Psycho- 
Only tropics Only tropics 

Symptom (N=69) (N-21 (N=14) (N =23) 
Excessive urination 37.6 57.1 14.3 47.8 
Hand tremor 24.6 61.97 50.0 65.2 
Thirst | 23.2 28.6 35.7 73.9 
Dry mouth 17.4 42.9» 14.3 78.3^ 
Nausea 8.7 0.0 28.6 30.4 
Diarrhea 10.1 14.3 21.4 21.7 
Lightheadedness 0.0 14.3 2I. 17.4 
Dazed feeling 0.0 14.3 21.4* 30.4 
Dizziness 8.7 4.8 14.3 13.0 
Constipation 1.4 28.6^ 28.6* 52.2 
Skin rash 7.2 4.8 0.0 4.3 
Vomiting 2.9 0.0 7.3 4.3 
Abdominal pain 2.9 4.8 21.4" 17.4 
Fatigue 8.7 28.6 57.1 34.8 
Incoordination 0.0 0.0 7.3 13.0 
Drowsiness 4.3 14.3 35 T* 43.5 
Blurred vision 4.3 4.8 7.3 8.7 
Muscle weakness 0.0 9.5 21.4 26.1 


^Significantly different from lithium alone (same mood state), p<.01. 
‘Significantly different from lithium alone (same mood state), p<.05. 
‘Significantly different from lithium alone (euthymic mood), p<.05. 


were dysphoric and treated with medications in addi- 
tion to lithium. Of the 90 euthymic patients, 18% of 
those on lithium alone and 41% of those on lithium and 
other psychotropic medications complained of having 
at least 1 side effect that was moderately severe or 
worse. Of the 37 dysphoric patients, 38% on lithium 
. alone and 46% on lithium and other psychotropic med- 
ications complained of having at least 1 side effect that 
was moderately severe or worse. 


Discussion 


The results indicate that while certain side effects— 
hand tremor, excessive urination, dry mouth, and 
thirst—are very common, they are seldom perceived 
as severe by the patient. In general, lithium is tolerated 
well and patients continue maintenance therapy. Dur- 
ing the last 12 years, very few patients in the clinic 
have dropped out because of inability to tolerate lith- 
ium. The most frequent cause of dropouts has been 
severe diarrhea on very low doses (2 patients). 

It seems striking that patients who were depressed 
or manic complained much more frequently of side ef- 
fects than those who were euthymic. Cassidy and as- 
sociates (4) studied manic-depressive patients not on 
lithium and found a 60% incidence of complaint of uri- 
nary frequency, a 32% incidence of blurred vision, a 
48% incidence of nausea, a 22% incidence of vomiting, 
and a 29% incidence of dizzy spells. It is conceivable 
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that some ''side effects” are actually symptoms of the 
illness itself. Furthermore, a possible danger in treat- 


ing dysphoric patients is the use of insufficient dosages +‘ 


of lithium because of complaints that are perceived as” 
side effects of medications but in reality are symptoms 
of the disease. 

Patients receiving psychotropic medications in addi- 
tion to lithium reported a greater incidence and severi- 
ty of side effects than did patients with normal or dys- 
phoric moods on lithium alone. This information ean 
be useful in explaining to a patient receiving a tri- 
cyclic, for example, that side effects may well diminish 
when the antidepressant is discontinued. We see this 
most dramatically with tremor, usually attributed to 
lithium. 

The high incidence of urinary frequency, although it 
has been described as an effect of the illness as well as 
the medication, is disturbing. Hestbech and associates 
(5) reported chronic renal lesions (focal nephron at- 
rophy and interstitial fibrosis) in patients on long-term 
lithium therapy. The incidence of renal damage, the 
degree of impairment, the prognosis of such damage, 
and the relationship to lithium therapy are yet to be 
determined. Approximately 90 of our patients com- 
plained of urinary frequency, and 7 of those patients 
described these symptoms as being moderately or se- 
verely disabling. 

Rare side effects that we did not see during the v: 
od of this study include sinus node dysfunction (6), 
which should be considered in patients receiving lith- 
ium who experience dizziness or syncope, and contin- 
uous bad taste in the mouth. We suggest that evalua- 
tions of physical complaints in an affectively ill popu- 
lation undergoing maintenance therapy should take 
into account the mood state as well as the medication 
status of the patients. 
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Myoclonus-Associated Hypomania During MAO-Inhibitor Treatment 


e, BY ROBERT M. COHEN, M.D., DAVID PICKAR, M.D., AND DENNIS L. MURPHY, M.D. 


Myoclonus, the rapid arrhythmic involuntary con- 
traction of a single muscle or group of muscles, is asso- 
ciated with several pathologic states, including infec- 
tion, congen:tal illness, metabolic insult, accidental in- 


e jfr?, degenerative diseases, and drug administration 


(1). We report the association of myoclonus with the 
development of hypomania in a patient receiving 
monoamine oxidase inhibitors (MAOIs). We will dis- 
cuss this case in terms of its possible implications for 
our understanding of antidepressant efficacy and of the 
development of hypomania. 


Case Report 


A Sl-year-old man was admitted to the Clinical Center, 
National Institutes of Health, after he took a combination of 
secobarbital, diazepam, and alcohol in a suicide attempt. 
This attempt was the culmination of a severe depressive epi- 
sode. The patient, Mr. A, had experienced one previous de- 
pressive episode at age 28. That episode had lasted for 1 
year, during which time he received no psychotropic drugs. 
Mr. A’s current episode met RDC for major affective illness, 
unipolar type. He gave informed consent to participate in a 
double-blind medication protocol comparing the efficacy of 
two selective MAOIs. 

After a two-month drug-free period that included four 
weeks of placebo, Mr. A was started on pargyline (30 mg/ 
day), a relatively selective inhibitor of type B MAO. At che 
end of four weeks, no clinical response was discernible, al- 
though the patient's sleep was reduced by 2!/2 hours a night 
and he had orthostatic hypotension severe enough to require 
periodiz withholding of his medications. After a further three 
weeks on placebo, he was treated with clorgyline (30 mg/ 
day), a seleczive inhibitor of MAO type A. Initial minor side 
effects were followed by total sleep time reductions of 2/2 
hours and complaints of increasing muscle tension and 
muscle aches he described as cramps. After Mr. A had re- 
ceived 4 days of clorgyline treatment, the ward behavicr rat- 
ings of his depression dropped. By the ninth day of treat- 
ment, he displayed a mildly euphoric affect, with increases in 
motor activity and speech that were reflected in hypomanic 
ratings. He began to experience moderate orthostatic Aypo- 
tension and required dosage reductions for the remaining 19 
days of drug trial, beginning on the day after his first evening 
of hypomanic symptoms. 

The hypomania lasted 7 days, during which time Mr. A 
experienced sudden jerking movements of different parts of 
his body. Az times the sudden contractions were so violent 
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as to cause minor contusions, and on one occasior the pa- 
tient was thrown to the floor from a sitting position by a sud- 
den contraction of truncal muscles. The onset of abnormal 
movements occurred gradually over 3 days, starting vidin 
24 hours of his first hypomanic ratings, and the movements 
increased in intensity and frequency to a maximum Of I/min- 
ute for several hours. Mr. A was unable to sleep oh 2 nights 
because of these disruptive motor symptoms. Immediately 
before the occurrence of a sudden movement, he often felt 
drowsy, closed his eyes in a trance-like state, ard experi- 
enced a ‘‘draining’’ of muscular tension in the affected part 
of the body. At night, the movements would awzken him 
from a dream of "falling downstairs." The jerkirg move- 
ments seemed worse in the late afternoon and evening, and 
were exacerbated by anxiety. Sudden loud noises could pre- 
cipitate movements, and in some cases Mr. À could forstall 
them by voluntary motion, directly in contrast to intertion 
myoclonus. Concurrently, he would exert voluntary control 
of his eye muscles to prevent involuntary lateral movements. 
The myoclonic jerks and hypomania decreased in severity as 
the drug dosage was reduced. Myoclonus was last observed 
1 day after the hypomania resolved. Muscle pain, however, 
was noted over the entire clorgyline treatment penod. 

After 3 additional weeks of placebo, Mr. A was »laced on 
tranylcypromine (30 mg/day), a nonspecific MAOI. On the 
eighth day, orthostatic hypotension recurred and zosage re- 
duction was necessary. However, the patient developed tol- 
erance to this side effect and was discharged on tranylzvpro- 
mine, 30 mg/day, with good clinical response and no Eypo- 
manic or myclonic symptoms. 


Discussion 


Myoclonus is generally thought to be zssociated 
with the discharge of aggregates of motor nzurons or 
interneurons as a result of increased excitability of the 
motor cells themselves or of a change in some inhib- 
itory mechanisms. Although the final pathwzy of my- 
oclonus is the impulse summation that occurs in the al- 
pha motorneuron of the anterior horn of -ne spinal 
cord, myoclonus may result from aberrations in higher 
levels of the functional motor output system. including 
those in the brain stem, cortical, and cerebellar areas 
(1). 

A variety of drugs (i.e., neuroleptics, theophylline, 
and tricyclics) have been reported to lead to myoclo- 
nus as part of the general hyperexcitability syndrome 
described by Chase and Kopin (2), but this rarely oc- 
curs at therapeutic dosages. Lippmann and associates 
(3) reported on a patient receiving the usual antide- 
pressant dose of amitriptyline who develozed an in- 
tention myoclonus that was acute in onset and from 
which the patient rapidly recovered with reduction in 
dosage. However, the authors did not report tricyclic 
blood levels. 

What made our patient more susceptible to abnor- 
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mal motor movements? Chase and Kopin (2) refer to 
individual predisposing factors such as antecedent 
brain injury, a history of a seizure disorder, or an EEG 
abnormality. This patient had suffered a mild con- 
cussion in his 20s but was otherwise free of significant 
medical problems. EEG, skull X rays, and neurologic 
examination revealed no abnormalities. There was no 
indication of significant anoxia secondary to his over- 
dose, and intention myoclonus would have been the 
expected sequela of anoxic injury (1). Myoclonus oc- 
curred during the clorgyline trial and was temporally 
associated with the onset of hypomania. It was not ob- 
served during treatment with pargyline and tranyl- 
cypromine, two other MAOIs, neither of which pro- 
duced hypomania. Each, however, was given for 
lengths of time at dosages sufficient to produce other 
observable side effects, and for the latter to achieve an 
antidepressant response. 

A relative ''imbalance" of neurotransmitter sub- 
stances has been implicated in the pathophysiology of 
the affective disorders (4) and in some forms of myoc- 
lonus (5), with serotonin playing a central role in some 
of the hypotheses. Both clorgyline (6, 7) and amitripty- 
line (7) have major demonstrated effects on the sero- 
tonin neurotransmitter pathway. 

Schulze (8) observed myoclonus twice in one pa- 
tient, once when the patient was receiving amitripty- 
line after ECT and once when he was medication-free. 
Both instances of myoclonus were associated with 
hypomanic behavior and an abnormal EEG. In a re- 
view of charts of patients who had become hypomanic 
while receiving clorgyline and pargyline, we noted that 
a 34-year-old man had experienced unusual jerking 
movements of his arms that had a close temporal cor- 
respondence to the onset of hypomania during treat- 
ment with clorgyline, but not pargyline. Although we 
had observed cases of pargyline-induced hypomania 
(9), no evidence of myoclonus was uncovered. 

The simultaneous occurrence of hypomania with 
myoclonus, which has now been observed in three pa- 
tients (two of ours and the one reported by Schulze 
[8]), suggests that some of the pathways involved in 
these phenomena may be shared. In our first patient, 
the drowsiness, pressure of lateral eye movement, and 
an initital period of hypotonia associated with the my- 
oclonus point to involvement of motor pathways nor- 
mally phasically activated during REM sleep or the 
transition from wakefulness to sleep (nocturnal myoc- 
lonus) (9). Motor movement, however, is not believed 
to occur during REM sleep because the activation is 
generally limited to single neurons of the precentral 
cortex and accompanied by inhibition at the spinal 
cord level. Clorgyline's very potent REM suppressor 
properties might then derive from dysregulatory phe- 
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nomena in which there is a dissociation between pat- 
terns of excitation and inhibition that are normaliy as- 


sociated with the switch from slow wave sleep to REM / 


sleep. 

The aura associated with hypotonia in our case re- 
port and the EEG changes associated with previous 
reports are supportive of epileptic-like foci involved in 
the activation of behavior, specifically the production 
of myoclonus and by implication that of hypomania. 
That epileptic-like foci may contribute to the develop- 
ment of psychiatric symptoms has previously been 
suggested by Post (10) in the cocaine-kindling model of 
psychosis. It appears reasonable to assume that the 
change in neurotransmitter relationships, already 
documented in the chronic treatment of animals with 
clorgyline (6), leads to a change in the specific proba- 
bilities for the activation of various neurophvsiologic 
motor and cognitive patterns, which in the extreme 
cases are observable as spikes on the EEG. MAOIs, 
by inhibiting an enzyme that is of major importance in 
the catabolism and regulation of neurotransmitters, 
enhance the capacity for change in patterns of orga- 
nismic behavior. We suggest that neurobiologic dysre- 
gulation is an important central concept in the under- 
standing of the activity of antidepressant drugs. 
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Withdrawal Symptoms from Chronic Use of Low-Dose Barbiturates 


BY FICHARD S. EPSTEIN, M.D. 


The dose and duration of barbiturate ingestion nec- 
essary for withdrawal symptoms to occur were care- 
Gilby quantified by studies conducted 20 years ago at 
th» Addiction Research Center in Lexington, Ky. (1, 
2). It was found that individuals who took 0.4 g/day or 
less of secobarbital or pentobarbital for periods of 3-12 
months were unlikely to have any symptoms on with- 
drawal. Those who took 0.6 g/day for 3-4 weeks or 
more were very likely to have minor withdrawal symp- 
toms, such as anxiety, involuntary twitching, weak- 
ness, tremor, nausea, vomiting, and insomnia. Individ- 
uals who used 0.8 g/day for a similar period of time 
were very likely to suffer not only these minor symp- 
toms but also to experience grand mal seizures and a 
delirium similar to delirium tremens. Many clinicians 
have relied on these guidelines, which indicate that 0.4 
g/day or less of a barbiturate can be prescribed without 
fear that the patient will develop physical dependency. 
It should be noted that the Lexington study was based 
on adult male subjects only, and the investigators 
warned that extrapolations from their findings should 
take into account sex, age, weight, physical condition, 
and personality factors. 

This warning was underscored by a patient we re- 
cently encountered who developed a mild but per- 
sistent hallucinosis and other symptoms suggestive of 
withdrawal after discontinuing abruptly the use of phe- 
nobarbital in low doses. 


Case Report 


Ms. A, a 60-year-old woman, had taken phenobarbital on a 
regular basis for 30 years. The drug had first been prescribed 
for a benign cardiac arrhythmia. Her dosage for the 5 years 
before withdrawal had been 200 mg/day. Ms. A also took 
diazepam, 5 mg/day, and digoxin. She had a moderate alco- 
hol intake. Her arrhythmia was well controlled, but she had 
suffered bouts of anxiety and had had multiple and varied 
functional complaints. She had also had five operations over 
the years. Following a stressful family squabble, Ms. A. de- 
veloped a hysteroid reaction for which she was given a seda- 
tive injection. A drowsy confusional state followed, which 
prompted the discontinuation of her diazepam ara pheno- 
barbital. She was monitored closely over the next week and 
seemed to recover quickly from her emotional upset and 
drowsiness without ill effect. 

Because Ms. A seemed to tolerate the cessation of her 
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medications well, it was decided not to restart the phenobar- 
bital. Eleven days after cessation of phenobarbital she 
oped evanescent auditory and visual hallucinati 
worsened at night. She also experienced hi 
weakness, insomnia, twitching of her hanggez. night, and ano- 
rexia. These symptoms worsened ovffr a 10-day period. 
Physical examination was normal. Hejf- weight was 47.2 kg. 
On mental status she appeared well 
cognitive deficit. She was mildly Agitated; had a dramatic 
manner, and seemed disturbed by her symptcms. There was 
no evidence of a psychotic process. 

It was decided, based on MS. A's history of multiple sys- 
tem complaints and operations, the nature of her prior emo- 
tional reactions, the low dose of phenobarbital, and the atyp- 
ical delay before the onset ofiwithdrawal-like symptoms, to 
approach these symptoms as indications of a conversion re- 
action in a hysterical personality. An attempt to treat her 
with crisis psychotherapy over the next 4 days was not suc- 
cessful. On the 26th day after her withdrawal, she was 


. placed on 60 mg of pentobarbital nightly. Her hallucinations 


and other symptoms disappeared shortly after the first dose. 
The dosage of pentobarbital was tapered gradually to zero 
over the next 6 weeks, with some transient return of sleep- 
lessness. She was able to discuss the emotional reaction that 
preceded the phenobarbital withdrawal with much more per- 
spective. She seemed able to use follow-up visits to gain 
clarity regarding the stresses in her family s:tuation. Eight 
months later she remained off all barbiturates, with no recur- 
rence of her symptoms. 


Comment 


I believe this patient had low-dose barbiturate with- 
drawal. Although the low dosage, the d2layed onset 
(11 days versus the usual 1-2), and the prclonged dura- 
tion of symptoms (26 days versus the usual 7) may 
raise doubts about this conclusion, the patient's dra- 
matic response to pentobarbital remains impressive. 
Other explanations are also possible, especially for a : 
patient with diagnosed hysteric illness. However, we 
must entertain the possibility that such patients, who 
tend to magnify so many of their physical 2xperiences, 
reveal a phenomenon that may be masked in others. 
The patient's 30-year history of drug intake and her 
small build are also significant factors that could effect 
an atypical drug withdrawal. 

Similar documented findings are sparse in the litera- 
ture, although anecdotes of such cases crop up from 
time to time in clinical discussions. J.C. Gilin (person- 
al communication) described a depressed woman who 
developed grand mal seizures within 36-48 hours of 
withdrawal from pentobarbital, which she had been 
taking at a dosage of 200 mg/day for 6 months. Covi 
and associates (3) detected a gamut of minor symp- 
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toms of withdrawal in psychiatric patients treated in a 
double-blind study with phenobarbital, 120 mg/day for 
10: weeks; followed by chlordiazepoxide, 45 mg/day 
for 10 weeks; followed by placebo. 

These findings should alert clinicians to the possi- 
bility that even low-dose barbiturate use may result in 
withdrawal symptoms on abrupt cessation in certain 
patients. 
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Slow Tricyclic Antidepressant Metabolism, Polypharmacy, and Cardiac Arrest 


BY WILLIAM CORYELL, M.D., AND ARNOLD SHERMAN, PH.D. 


Intraindividual variability in tricyclic antidepressant 
metabolism has received increasing attention. Studies 
of plasma levels in patients receiving customary tri- 
cyclic doses have reported Jevels in toxic ranges (1, 2). 
The significant effects of tricyclic antidepressants on 
cardiac conduction and contractility would lead to the 
expectation that the wide variability in rates of tricyclic 
metabolism would occasionally result in serious car- 
diac toxicity, even in patients receiving routine doses. 
In the case we will describe, the patient’s cardiac ar- 
rest and high plasma tricyclic level led to the initial 
assumption of an intentional overdose. Further evalua- 
tion yielded a more likely formulation, involving an ad- 
verse drug interaction in a patient whose rate of tri- 


-cyclic metabolism was unusually slow. 


Case Report 


* 


A 51-year-old woman, Ms. A, was brought to the universi- 
ty emergency room shortly after her family found her unre- 
sponsive. À nonpalpable blood pressure and bradycardia 
prompted prolonged but successful cardiopulmonary resus- 
citation. The history available at that point revealed that a 
perphenazine-amitriptyline combination (Triavil) was one of 
several medications recently prescribed for Ms. A. A total 
tricyclic level (amitriptyline plus nortriptyline) of 960 ng/ml! 
obtained within 2 hours of Ms. A's admission raised strong 
suspicions of an intentional overdose. After she was resusci- 
tated, an ECG revealed a normal rate, nonspecific T-wave 
changes, and a QRS interval of 114 milliseconds. An echo- 
cardiogram indicated reduced contractility. Recurrence of 
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! All samples discussed here were obtained in silanized tubes and 
assayed by the method described by Cooper and associates (3). 


ventricular arrhythmias, attributed to myocardial contusion, 
required a continuous lidocaine drip over a S-day period. 

Six days after the patient's admission, her amitriptyline 
level had fallen to 82 ng/ml. During that time her mecical 
condition had improved, although there were several com- 
plications, including septicemia and delirium. The possitility 
of myocardial infarction was ruled out after serial ECGs and 
cardiac enzyme analysis. The cardiology consultants ulti- 
mately concluded that there had been no underlying cardiac 
pathology. 

Ms. A’s periods of confusion ceased when she was trans- 
ferred to the psychiatry service 1 week after her admission. 
It was then possible to obtain a more thorough recent his- 
tory. Ms. A had had intermittent depressive symptom: for 
several years, which were first treated 1 month before her 
admission with three tablets of Triavil 2-25 daily. She coatin- 
ued this dosage for 10 days, and her condition improved rap- 
idly. She then discontinued this medication and her depres- 
sive symptoms recurred. The medication was resumed at 
four tablets per day a week before she was hospitalizec. At 
that time she was also taking four previously prescribed 
medications: phentermine for weight control, Kinesed (bel- 
ladonna alkaloids, phenobarbital, and simethicane) and cimeti- 
dine for a duodenal ulcer, and furosemide for recurrent pedal 
edema secondary to venous insufficiency. Three days after 
she restarted Triavil, Ms. A consulted her local phys.cian 
because she was experiencing palpitations and chest »ain. 
He prescribed propanolol, 120 mg/day. She was also given 
quinine, 5 mg/day, for complaints of leg pain. 

Depressive symptoms were notably absent after Ms A's 
transfer to the psychiatry service. Family members denied 
any history of suicidal statements on her part. The pétient 
herself guardedly admitted to having had low mood, fatigue, 
difficulty concentrating, insomnia, anorexia, and mild feel- 
ings of guilt. However, she repeatedly and firmly denied that 
she had made a suicide attempt or that she had ever ccnsid- 
ered suicide. She suggested the possibility that there had 
been a ''toxic buildup of medicine.” 

To investigate this possibility, Ms. A was given-a single 
dose of 50 mg of nortriptyline 3 weeks after her admission. 
Her nortriptyline plasma level 24 hours later was 39 ng/ml. In 
light of reports discussed below, this level was judged :o in- 
dicate an unusually slow tricyclic metabolism. These data, 
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plus a dezailed history, led to the conclusion that Ms. A’s 
carciac arrest resulted from her slow tricyclic antidepressant 
metabolism and adverse drug interactions rather than a sui- 
cide attempt. She was therefore advised to avoid tricyclic 
antidepressant medications in the future. 


Discussion 
b 

Cooper and Simpson (4) have published data from 
18 volunteers that indicate a strong correlation be- 
tfvéen steady state nortriptyline levels and the 24-hour 
plasma level after a 50-mg dose. The highest 24-hour 
plasma level was 25 ng/ml. We believe that the 24-hour 
level of 39 ng/ml in the patient we have described in- 
dicates unusually slow metabolism. 

The importance of drug interaction in this case is 
speculative. Among 40 overdose cases reported by 
Biggs and associates (5), the 3 with cardiac arrest had 
maximum tricyclic antidepressant levels exceeding 
1,400 ng/ml. An earlier study of 15 overdose patients 
showed a highly significant correlation between tri- 
cyclic antidepressant plasma levels and QRS interval 
duration (6). In that study the 5 patients with a maxi- 
mum QRS interval exceeding 100 milliseconds had 
maximum total plasma levels between 1,130 ng/ml and 
2,190 ng/ml (mean 1,630 ng/ml). These figures suggest 
that our »atient's cardiotoxicity may have been dis- 
prorortionate to her tricyclic plasma level. However, 
both propanolol and quinine suppress myocardial con- 
tractility (7), and recent publications have described 
quinidine-like effects of tricyclic antidepressants and 
warned of additive effects from concurrent use of quin- 
idine-like agents (8). Finally, phenothiazines such as 
the perphenazine contained in Triavil have been 
shown to increase steady state levels of tricyclic anti- 
depressants (9). 


CLINICAL AND RESEARCH REPORTS 109 . 


We were unable to find reports of cardiac arrest in 
medically healthy subjects receiving therapeutic doses 
of tricyclic antidepressants. This case may represent 
an uncommon coincidence of very slow tricyclic me- 
tabolism and concurrent administration of several ad- 
ditional myocardial depressant drugs. It nevertheless 
indicates a watchful approach to patients who show 
fresh cardiovascular complaints while taking tricyclic 
antidepressants. ECG findings of a widened QRS in- 
terval should arouse suspicions that the tricyclic anti- 
depressant plasma level is inappropriate. The increas- 
ing availability of tricyclic antidepressant plasma level 
determinations will be important in the management of 
such cases. 
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Precautions in Treating DSM-III Borderline Personality Disorder 


BY: JOHN C. LYSKOWSKI, M.D., AND MING T. TSUANG, M.D., PH.D. 


A recent article discussed the successful use of low- 
dose high-potency neuroleptics in the treatment of cer- 
tam borderline patients (1). We have experienced simi- 
lar success but wish to note certain precautions that 
are necessary in treating borderline patients. The case 
_ reports below wil! illustrate the varying treatment 

~needs of patients in this category. 


Case Reports 


Case i. A 21-year-old man was referred by his father be- 
cause of unpredictable temper and lack of family interaction. 
The patient, Mr. A, had functioned well in high school, 
where he had been active in sports and was once class treas- 
urer, until his senior year. At that time he began to withdraw 
socially, with no known precipitants for this behavior. After 


graduation he had several jobs and failed at each. He then. 


attended college briefly and performed poorly. When he re- 
turned home, his personal hygiene had deteriorated and he 
demonstrated unusual and impulsive behaviors, such as 
shoplifting items that he did not need, walking into strangers’ 
homes, having outbursts of temper, and cutting his wrist. He 
had been given antipsychotic medication, but it was discon- 
tinued abruptly due to side effects. He had taken no medica- 
tion for several months before he was admitted. Mr. A was not 
known to abuse drugs or alcohol. His family was unaware of 
any hallucinations or delusions. 

On admission, Mr. À exhibited blunted affect, responded 
to questions vaguely at times, and described a feeling of 
chronic emptiness. He denied any first-rank symptoms, and 
no definite evidence of thought disorder was found. Before 
he was given medication, the patient showed social with- 
drawal, repeated outbursts of anger, and other inappropriate 
behavior. On further interview, he reported perplexity about 
his future and expressed his dislike of solitude. The patient 
refused antidepressant medication and was therefore started 
on trifluoperazine in dosages that were gradually increased 
to 15 mg h.s. without side effects. After about 2 weeks, the 
staff noted that Mr. A's affect was brighter and more spon- 
taneous, with increased and more appropriate socialization 
and no further temper outbursts. He reported that his symp- 
toms disappeared with the medication. He was discharged 
on the same dosage, and on follow-up had maintained im- 
provement but was still unemployed. 
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Case 2. A 36-year-old woman, Ms. B, was referred bv her 
psychiatrist with a complaint of chronic depression. She said 
her mood had been persistently low since she was 12 years 
old, and she had had multiple psychiatric hospitalizazions 
since the age of 18. Treatment with antidepressant, antipsy- 
chotic, and antianxiety medications was uniformly unsuc- 
cessful. The patient had used these drugs in several suicide 
attempts, none of which was medically or psychiatrically se- 
rious. She had quit school in the 10th grade but had never 
been suspended or expelled. Ms. A had had several speeding 
tickets but no other legal difficulties. She had been marrried 
and divorced twice and had lived with several other men. - 
She had four children by four different men. She had had 
only homosexual relationships for a period of several vears* 
but currently was exclusively heterosexual. She had used al- 
cohol excessively for most of her adult life but now was so- 
ber and active in Alcoholics Anonymous. At the time cf ad- 
mission, she was taking doxepin HCl, 50 mg t.i.d., and lo- 
razepam, 2 mg t.i.d. 

Ms. A reported persistent mildly depressed mood, crying 
spells, decreased libido, and vague thoughts of death but 
said her energy, sleep, and concentration were normal. She 
demonstrated a labile affect (including crying episodes, irri- 
tability, and cheerfulness) and a very superficial demeanor. 
She felt her biggest problem was the lack of a constant male 
companion. Treatment in the hospital included individual 
and group psychotherapy, relaxation training, and discontin- 
uation of her medication. She was discharged to the care of 
her referring psychiatrist and arrangements were made for 
close contact with a local social worker. 


Discussion 


The DSM-III (draft) criteria (2) for borderline person- 
ality disorder require at least five of the following: 1) 
impulsivity or unpredictability in at least two poten- 
tially self-damaging areas (sex, drugs, alcohol, injury 
to self, shoplifting, etc.); 2) a pattern of unstable and 
intense interpersonal relationships; 3) inappropriate 
intense anger or lack of temper control; 4) identitv dis- 
turbance (self-image, gender, and long-term goals); 5) 
affective instability with marked mood shifts, anxiety, 
or irritability; 6) problems tolerating being alone; 7) 
physically self-damaging acts (accidents, fights, sui- 
cidal gestures); and 8) chronic feelings of emptiness or 
boredom. 

The first patient, Mr. A, met the features noted in 
items 1, 3, 6, 7, and 8 of the criteria listed above; to a 
lesser extent, he met all the remaining aspects, but did 
not meet the DSM-III criteria for schizophrenia or 
schizotypical personality disorder. His response to 
low doses of trifluoperazine was noteworthy. This pa- 
tient showed good premorbid adjustment, with a defi- 
nite age of onset of symptoms at 17 and subsequent 
gradual deterioration. His symptoms of withdrawal, 
anhedonia, and inappropriate behaviors suggest a 
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schizophrenia-like illness. Ms. B met the features 
noted in items 1, 2, 4, 5, 6, and 7 but did not meet 
DSM-III criteria for chronic depressive disorder. The 
picture cf her illness is a clear portrayal of a personal- 
ity disorder wherein pathological traits begin at  rela- 
tively early age and persist thereafter. 

We have described two patients who meet DSM-III 
criteria for borderline personality discrder. Their 
treatment, however, was different—one received anti- 
psychotics, while the other was taken off all medica- 
tions and given psychosocial therapy. In a review ar- 
ticle, Rieder concluded that there are patients in the 
borderline group whose illness is genetically related to 
schizophrenia (3). Other authors suggest, however, 
that borderline states may be more closely related to 
affective illness (4) or personality disorder (5). 

We view the borderline personality disorder, as de- 
fined in DSM-III, as describing a heterogeneous group 
of patients who share certain signs and symptoms but 
require different treatments. The establishment of spe- 
cific criteria eventually will delineate these patients, 
although the clinician will need to consider each case 
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thoroughly and individualize the therasy, without 
being misled by the "'personality " label. 

For future study, cases meeting DSM-III criteria for 
borderline personality disorder should be followed to 
obtain comprehensive information on outcome and 
family data. Data about premorbid personality, age of 
onset, clinical features, and course wou d aid us in 
subdividing borderline personality disorder. Such in- 
formation could guide us in deciding what treatment 
would be best for each subtype of the disorder. 
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Pharmacogenic and Psychogenic Aspects of Galactorrhea: Case Report 


BY RICHARD M. ZEITNER, PH.D., MARY V. FRANK, R.N., AND S.M. DYRCZ FREEMAN, M.D. 


Galactorrhea occurs both as a side effect of neuro- 
leptic medications (1-7) and as a psychogenic syn- 
drome (8, 9). Cohen and associates (8) described a 
case of persistent postpartum lactation in a 26-year-old 
nonpsychotic woman with a normal prolactin blood 
level; there was no indication that this patient had 
taken psychotropic medication. We will describe ga- 
lactorrhea in a 40-year-old menopausal woman with a 
psychotic illness who had received neuroleptics and 
who had elevated serum prolactin. Despite the major 
differences between our case and that described by 
Cohen and associates, the psychodynamics and re- 
sponse to brief psychodynamic psychotherapy were 
remarkably similar. 
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The hypothesized mechanism of galactorrhea is a re- 
duction in the activity of hypotha:amic dopaminergic 
pathways that stimulate the release of prolactin inhib- 
itory factor (PIF). Reduced PIF leads to increased pro- 
lactin levels, which can result in galactorrhea. This is 
at best a partial explanation because some women with 
galactorrhea have normal serum prolactin levels (3). 
Kleinberg and associates (3) found that 32% of 235 pa- 
tients with galactorrhea had idiopathic ga actorrhea, 
and 86% of these patients had normal prolactin levels. 

It can be concluded that although the relationship 
between neuroleptic medication and plasma prolactin 
levels is predictable, that between prolactin levels and 
galactorrhea is not. Other factors contribute to this 
symptom. 


Case Report 


Ms. A, a 40-year-old married menopausal mother of four, 
developed symptoms of schizophrenia at age 31. She had no 
history of affective illness. Since her first psychotic episode, 
Ms. A has had three exacerbations, each characterized by 
auditory hallucinations and preoccupations about "a child 
being hurt” and "someone desperately needing me." Her 
energy level and sleep have remained stable. Ms. A was 
pregnant when she married at age 17. She has no history of 
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endocrine or gynecologic disorders. She did not breast-feed 
er children. 

Over the past decade she had been treated with various 
neuroleptic agents in dases of 200-1200 mg/day (chlorproma- 
Zine equivalents). She took anticholinergic medications peri- 
adically for acute dyskinesias and akathesia but experienced 
no other side effects. 

Ms. A had been taking neuroleptics in a dose of 1200 mg/ 
cay (chlorpromazine equivalents) for 14 months before we 
evaluated her. Despite a moderate reduction in the neurolep- 
tic dose, she developed galactorrhea within weeks after she 
learned of her teenage daughter’s advanced pregnancy. 

Ms. A’s serum prolactin level was 62 ng/ml, a level consis- 
tent with use of neuroleptics (7). The normal serum prolactin 
level for menstruating and menopausal women Is up to 20 ng/ 
ml (4, 6). Results of an endocrine evaluation were otherwise 
negative. 

Before she developed galactorrhea, Ms. A had been ex- 
ploring in psychotherapy her concerns about her daughter's 
pregnancy and her feelings of uselessness now that her chil- 
dren were grown. She had considered returning to college to 
-eestablish her self-worth and gain greater independence. 
The daughter's pregnancy produced a family crisis, but Ms. 
A appeared strikingly complacent and encouraged her 
daughter to keep the baby despite vehement objections from 
other family members. Ms. A said she wanted to care for the 
baby herself so that her daughter could have a more normal 
adolescence. She was excited about the prospect of caring 
for a child and had fantasies that her doing so would post- 
pone menopause. The galactorrhea reached its peak during 
this period and persisted for 3 months after the baby's birth, 
although the child was placed for adoption within 72 hours. 

The galactorrhea began to subside as Ms. A worked 
through her dependency conflicts and began to understand 
that her desire to nurse the child was a projection of infantile 
wishes to maintain her symbiotic ties to her mother. The 
symptom resolved as she came to terms with these issues 
and discontinued use of trifluoperazine. 


Discussion 


Galactorrhea usually occurs within the first year of 
neuroleptic use, and despite its occurrence in this case 
after a reduction in dose, this patient's galactorrhea 
might nevertheless be viewed as a rare but entirely 
pharmacologic event. However, this explanation ig- 
nores the powerful emotional context described 
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above. A composite interactional view of psychogen- 
ic, endocrinologic, and pharmacologic factors seems 
more logical. 

Ms. A’s dosage was constant during the period 
when her galactorrhea peaked and then subsided, so 
the psychogenic aspects seem to have controlled the 
timing of her galactorrhea. However, although the ga- 
lactorrhea decreased during psychotherapy, it re- 
solved only after trifluoperazine was discontinued. 

The dopamine-blocking effects of trifluoperazing 
and chlorpromazine can lead to galactorrhea, but in 
this case the symptom did not appear, despite the pa- 
tient's long-term neuroleptic use, until she experi- 
enced the powerful wish to care for her daughter's ba- 
by. The pharmacologic and psychogenic components 
then combined to reach the ''threshold'' for galac- 
torrhea. We hope that efforts to understand such phe- 
nomena will be redirected from either/or formulations: 
to an approach that assesses how much of each factor 
contributes to a given outcome. 
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Do Tricyclic Antidepressants Enhance Adrenergic Transmission? An Update 


~ BY WILLIAM HEYDORN, ALAN FRAZER, PH.D., AND JOE MENDELS, M.D. 


The tricyclic antidepressants have many complex 
pharmacologic effects. Although intense interest has 
centered on determining the mechanism of the tri- 
cyclics’ beneficial clinical effects, the issue remains in 
C ubt. Initially, attention. was focused on the tri- 
cyclics' ability to block the neuronal uptake of mono- 
amines like norepinephrine (NE) or 5-hydroxytryp- 
tamine (serotonin, SHT). This was observed in vitro 
shortly after acute administration of the drug to ani- 
mals. Several theories of the genesis of affective ill- 
nesses were developed around these and related phar- 
macologic observations; these theories suggested that 
the drugs act by overcoming a hypothesized aminergic 
deficiency (1). 

However, this approach failed to take into account 
the fact that antidepressants are given to patients over 
long periods of time— weeks, months, and on occasion 
even years. This is important because we know now 
that the initial inhibitory effect of the drugs on amine 
uptake results in a variety of compensatory responses 
by monoamine neurons. These changes appear to at- 
tenuate the early “‘potentiating’’ effects of the drugs. 
For exampie, at the level of the presynaptic neuron, 
the acute tricyclic-induced block of monoamine reup- 
take causes fairly rapid decrements in the firing rate of 
both serotonin- (2) and NE-containing (3) neurons as 
well as a reduction in the turnover of both of these 
brain amines (4, 5). These findings imply a diminished 
output of serotonin or NE from their neurons follow- 
ing the initial inhibition of monoamine uptake. 

Compensatory alterations in postsynaptic function 
occur also. In brain slices obtained from rats treated 
repeatedly with tricyclic drugs, the ability of cate- 
cholamines to increase production of adenosine 3',5'- 
monophosphate (cyclic AMP) is reduced significantly. 
This diminished adrenergic responsiveness is related, 
at least in part, to the fact that the tricyclic drugs in- 
duce a compensatory reduction in postsynaptic £-ad- 
renergic receptors in brain (6). 

What seems clear is that tricyclic antidepressants 
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have multiple effects on monoaminergic synapses. The 
critical question of what the net result of al. these ef- 
fects is on the transmission process remains vnan- 
swered. 

As part of our ongoing efforts to address this ques- 
tion (7), we have examined the effects of single and 
repeated administration of desmethylimipramine 
(DMI) on a response that is elicited by NE released 
endogenously from sympathetic nerves. The pineal 
gland of the rat provides an opportunity to study such 
adrenergic responsiveness. As discussed previously 
(8), the pineal gland contains a high density of B-adre- 
nergic receptors and a catecholamine-responsive 
adenylate cyclase system capable of generating cyclic 
AMP. In addition, the pineal gland is innezvated by 
postganglionic noradrenergic nerve fibers originating 
at the superior cervical ganglia, and the activity of 
these fibers is strongly influenced by environmental 
lighting (9). Light, acting via multisynaptic pathways 
originating at the retina, inhibits the activiy of the 
sympathetic innervation to the pineal as well as the 
spontaneous electrical activity of the gland (10). Thus, 
it is possible to produce changes in the activity o7 the 
sympathetic nerve to the pineal merely by moving ani- 
mals that have been kept in light into the dark. 


Method 


Male Sprague-Dawley rats (200-250 g) were housed 
in an environment of constant light for 7 days before 
the experiment. The animals were given either a single 
injection of DMI (10 mg/kg, I.P.) or nine injections of 
the same dose of DMI over a 5-day period. Control 
animals received saline injections on a similar sched- 
ule. One hour after the final drug or saline injection, 
animals either remained in the light or were exposed to 
darkness for 1 minute. The rats were then decapitated, 
and the pineal gland was removed and frozen on dry 
ice within 30 seconds. Surgical procedures were per- 
formed in the dark with the aid of a 25-watt red light 
bulb protected by a red acetate filter. Cyclic AMP in 
the pineal glands was extracted and measured by ra- 
dioimmunoassay as described previously (8) 


Results 


As indicated in table 1, the pineal glands of rats giv- 
en a single injection of saline and placed in darkaess 
for 1 minute had the same concentration of cyclic 
AMP as those of rats kept in constant light. However, 
in rats given a single injection of DMI 1 hour before 
being placed into the dark we found a highly significant 
increase in pineal cyclic AMP. In contrast, rats given 
repeated injections of DMI and placed in the dark ex- 
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TABLE 1 
Effect of Desmethylimipramine (DMI) on Pineal Gland Cyclic AMP in 
Rats 


Pineal Cyclic AMP 


(pmol/gland) 
Number of 
Treatment Experiments Mean SEM P 
Saline 
Not exposed to dark 6 2.2 0.34 = 
Exposed (1 minute) 6 2:1 0.3 
Acute DMI? 
Not exposed to dark 17 BT 1.9 «.001 
Exposed (1 minute] 8 18.9 2.9 i 
Repeated DMI? 
Not exposed to dark  . 9 6.1 0.7 us 
Exposed (1 minute) 10 5.6 0.7 


210 mg/kg, I.P., twice daily for 5 days. 
^10 mg/kg, L.P., single injection. 


hibited no increase in cyclic AMP over that measured 
in the glands of rats given multiple injections of DMI 
and kept in constant light. 

It should be noted that both single and repeated ad- 
ministrations of DMI are effective in raising pineal 
gland concentrations of cyclic AMP. Rats receiving 
such treatments and kept in constant light had higher 
concentrations of the cyclic nucleotide than those 
measured in control animals. 


Discussion 


In a separate study (unpublished), it has been dem- 
onstrated that activation of pineal B-adrenergic recep- 
tors by NE released from the sympathetic nerve that 
innervates the pineal gland mediates the rise in pineal 
cyclic AMP seen in animals given a single injection of 
DMI and placed in darkness. The present results dem- 
onstrate that while acute administration of DMI en- 
hances a response elicited by endogenously released 
NE, repeated administration of the tricyclic blocks no- 
radrenergic responsiveness. This is presumbly due toa 
compensatory reduction in the density of 8-adrenergic 
receptors in the pineal (8). 

These findings demonstrate that in this system, the 
effects of chronic administration of DMI are opposite 
to those found after a single injection of the antidepres- 
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sant. It therefore seems reasonable to speculate that 
patients treated with tricyclic drugs will have a *educ- 
tion in central noradrenergic responsiveness rather 
than the increase that is often assumed. Before final/ 
conclusions can be reached, we will need extenstve 
additional data from experiments designed to evaluate 
the net effect of antidepressant drugs, given over time, 
on monoaminergic transmission. There may 'be dif- 
ferences in the compensatory mechanisms of individ- . 
ual monoamine systems, and there are many important 
and complex interactions between different biogenic 
amine systems that may well affect the net outcome. A 
proper understanding of the mode of action of these 
drugs (which might provide some insight into the etiol- 
ogy of affective illnesses) will have to encompass an 
integrated understanding of all these effects over the 
time course of treatment and clinical response. 
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Massive Eosinophilic Reaction to Desipramine 


BY DAVID R. JONES, M.D., AND THOMAS R. MALONEY, M.D. i 


+ 


Eosinophilic reactions to tricyclic antidepressants 
usually result in a two-fold increase in eosinophils. 
However, a few more severe reactions have been 
noted: Cutler and Anderson reported on a patient tak- 
fig “imipramine who developed a 66% eosinophilia, 
with a total eosinophil count of 11,550/mm? and a total 
leucocyte count of 17,500/mm?. Those authors cited 


two comparable cases among their references (1). We 


are reporting the case of a patient treated with desipra- 
mine who developed a clinically significant neutro- 
penia when his eosinophilia reached 8196 of a total leu- 
cocyte count of 19,000/mm?. All values returned to 
normal when his medication was changed to nortripty- 
line. 


Case Report 


A 52-year-old man, Mr. A, was admitted to the urology 
ward for evaluation of a prostatic nodule. Mr. A had been 
under unusual job and legal stress, and had a history cf ex- 
tensive and repeated bowel surgery for diverticulitis and for 
a gunshot wound of the abdomen. He also had had a myo- 
cardial infarction 3 years earlier. Mr. A had taken many dif- 
ferent medications over the years, with no allergic responses 
other than a presyncopal reaction to the dye used in an intra- 
venous pyelogram. He was taking stool softeners, acetami- 
nophen for pain, and flurazepam HCI for bedtime sedation 
at the time of his admission. 

The urologist found no evidence of malignancy on needle 
biopsy of the patient's prostate. On his third hospital day 
Mr. A was noted to have insomnia, disturbing dreams, poor 
concentration, irritability, tearfulness, and suicidal ideation. 
After the psychiatric consultant diagnosed a severe depres- 
sive neurosis, Mr. À was transferred to our psychiatric 
ward, where he was given desipramine, 25 mg t.i.d. Fluraze- 
pam and acetaminophen were discontinued, and the desipra- 
mine was rapidly increased to 200 mg in divided doses and 
then changed to a single 200 mg h.s. dose. He improved on 
this regimen, became active.in the ward community, com- 
plained less or physical symptoms, and qualified for a week- 
end pass 2 weeks after he was transferred to the psychiatry 
service. 

After 1 month of desipramine treatment Mr. A reported 
abdominal discomfort and diarrhea. Stool softeners were 
stopped, and we obtained general surgery and gastroenteral- 
ogy consultations. The consultants made no specific diagno- 
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sis and recommended conservative treatment with a liquid 
diet, a kaolin-pectin mixture, and diphenoxylate HCI with 
atropine sulfate and codeine sulfate (Lomotil). i 

His diarrhea did not improve during the next w2ek, and he 
lost weight. His leucocyte count, which had been normal at 
the onset of the diarrhea, rose to 14,000/mm? with 19% eo- 
sinophils. In addition to the usual chemical and enzyme stud- 
ies, we obtained multiple stool analyses for pathogenic bac- 
teria and parasites, upper gastrointestinal series, a barium 
enema, proctoscopy, duodenal aspiration for Guardia lam- 
blia, trichinella titer, plasma cortisol level, and a gall bladder 
series. All were unremarkable. Mr. A had no rash and did 
not develop fever. His depression deepened as he became 
more ill and weak, and his suicidal ideation returned. Bone 
marrow aspiration and biopsy showed an increase in eosino- 
phil precursors, with no evidence of leukemic cells. Mega- 
karyocytes were normal, but all other marrow elerients were 
depressed. 

At this point, two weeks after the onset of the eosino- 
philia, Mr. A's absolute neutrophil count had decreased to 
2,300/mm?, with a total leucocyte count of 16,101/mm? and 
74% eosinophils. Immunoglobulins were: IgA, 218 mg/100 
ml (normal, 60-490); IgE, 2,400 mg/100 ml (normal, 300- 
700); IgG, 1,380 mg/100 ml (normal, 550-2000); and IgM, 94 
mg/ 100 mi (normai, 40-260). All evidence pointed -o an aller- 
gic reaction, with desipramine the most likely artigen. We 
wished to continue antidepressant therapy because of the pa- 
tient's strong suicidal tendencies, but his progressive neutro- 
penia, which finally reached a low of 1,520/mm?, threatened 
to place him at risk from intercurrent infection. Bodey and 
associates (2) have reported a rise in the rate of incections in 
patients with neutropenia below 1,500/mm?, w:th an in- 
cidence approaching 40% when levels descend below 500/ 
mm?. We therefore switched Mr. A from 200 mg ct desipra- 
mine, which is an imipramine molecule base, to 100 mg of 
nortriptyline, an equivalent dose of an amitriptyline mole- 
cule base. 

The clinical effect was striking. His diarrhea slackened the 
next day and his spirits brightened, although he was still, as 
he put it, “as weak as a popcorn whistle." His suicidal 
thoughts ceased in 2 days. His eosinophilia peaked at 81% of 
a total leucocyte count of 19,000/mm? the day after desipra- 
mine was discontinued, and within 2 weeks all blo2d values 
had returned to normal. Two weeks later Mr. A was dis- 
charged from the hospital to outpatient care and was doing 
well on nortriptyline. 


Discussion 


Within the bone marrow eosinophils differentiate in 
about 3 days and mature in about 9. Once released into 
the peripheral circulation, they have a half-life of 6 
hours. Thus, the total life span of an eosinorhil from 
early differentiation in the marrow to final dis- 
appearance from the peripheral circulation .s about 
10-14 days (3), a time span corresponding exactly to 
that of this patient's hematologic and clinical return to 
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normal following the change of a single medication. 
The differential diagnosis of eosinophilia includes al- 
lergic and hypersensitivity reactions, parasitic infec- 
tions, dermatologic conditions, neoplasms, peri- 
arteritis nodosa, irradiation reactions, and congenital 
eosinophilia (4). Our evaluation excluded all but aller- 
gic causes, with desipramine the most likely antigen. 
We are not aware of any skin test for desipramine that 
could be used to verify this conclusion. | 

The increase in IgE level.in association with a 
marked eosinophilia has been reported in reactions to 
gold therapy for rheumatoid arthritis (5, 6) and in io- 
dine hypersensitivity (7), and further supports an aller- 
gic diagnosis in this patient. Àn antigen-antibody reac- 
tion of the IgE class, perhaps on the surface of mast 
cells, may release a chemotactic agent that stimulates 
eosinophil production, thus associating eosinophilia 
with IgE-mediated hypersensitivity and with modula- 
tion of histamine release. There may also be a loss of 
the regulatory control of circulating eosinophils in situ- 
ations involving functional defects in f-adrenergic re- 
ceptors (8). 

The presence in this patient of a possible previous 
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allergy to iodides (IVP dye) invites further investiga- 
tion as a potential indicator of a predisposition to aller- 
gic reactions to desipramine. The lack of cross-sensi- 


tivity between desipramine and nortriptyline in this, 


case is also worthy of note. . 
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Similarities in EEG Sleep Findings for Kleine-Levin Syndrome and Unipolar 


Depression 


BY CHARLES F. REYNOLDS, HI, 
AND DAVID J. KUPFER, M.D. 


Kleine-Levin syndrome, a disorder characterized by 
periodic attacks of hypersomnia and megaphagia (1), 
usually occurs in adolescent males, but onset in middle 
age has been reported (2). The attacks may be associ- 
ated with irritability or dysphoria or be followed by a 
period of increased sexual drive. The pathogenesis re- 
mains unknown but may involve diencephalic (hypo- 
thalamic) dysfunction. The presence of diffuse parox- 
ysmal slowing in the electroencephalogram (EEG) of 
some patients might indicate a convulsive disorder. 
However, the daytime EEG data vary considerably 
(3). 

Very few data exist on the nighttime EEG sleep of 
patients with Kleine-Levin syndrome (4, 5). There 
have been, to our knowledge, no reports of specific 
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sleep EEG parameters and drug status or of com- 
parisons with age-matched control subjects. In this re- 
port we will describe the daytime and nighttime EEG 
sleep findings of a patient with Kleine-Levin syn- 
drome. 


Procedures 


We recorded the EEG (C3/A2), electro-oculogram, 
and chin electromyogram (EMG) during both asymp- 
tomatic and symptomatic periods. The patient was 
drug-free for 2 weeks before the baseline period and 
throughout the study except for a stable anti- 
hypertensive regimen of hydrochlorothiazide, 50 mg/ 
day, and methyldopa, 250 mg b.i.d. We performed a 
routine EEG using the 10-20 international system dur- 
ing the asymptomatic period. An earlier EEG recorded 
during another attack was also available. During the 
asymptomatic period we recorded a nap study (noon) 
and 2 consecutive nights of sleep. We monitored respi- 
ration, ECG, and leg EMG to rule out a sleep apnea 
syndrome and nocturnal myoclonus. During a later 
symptomatic period, we recorded 3 nap studies (10 
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TABLE 1 
EEG Sleep Measures in Normal Men, Primary Depressives, and a Patient with Kleine-Levin Syndrome 
Patient with Kleine-Levin Syndrome 
Measure Normal Men? Depressives^ Asymptomatic Symptomatic 
Sleep continuity indices? 
Total recording period 434.5 408.0 355.0 467.0 
Total sleep time 421.5 327.8 343.0 236.0 
Sleep atencv 5.8 43.2 12.0 64.0 
Intermittent wakefulness 6.4 34.5 0 75.0 . 
Early morning awakening — 18.5 0 32.0 
Nymber of arousals 2.5 — 0 -4.0 
o Sleep efficiency 97% 75.6% 96.6% 63.4% 
Sleep architecture (percents) 
Stage 1 5.7 8.2 L2 3.8 
Stage 2 56.9 65.2 65.3 65.2 
Stage 3 5.7 — I:5 Ü 
Stage 4 6.8 — 0 D 
Stages 3 and 4 12.5 2.1 1.5 0 
REM 23.8 23.3 31.5 237 

REM sleep indices? 

e Number of REM periods 4.5 — 3.0 4.0 
REM sleep latency 83.4 42.2 65.0 -9.0 
Total REM time 106.5 73.9 108.0 76.0 
Total REM activity — 150.5 119.0 129.0 
REM sleep density — 2.0 1.1 D 


*Data from Williams and associates (7) for 10 men aged 30-39, 


"Data from Foster and associates (8) for 2 men and 10 women, mean age = 41.5 years. 
‘In minutes, except sleep efficiency, which is net sleep time/total recording time. 
‘Tn minutes (latency and total time); units (REM activity); and REM activity/REM time (density). 


a.m., | p.m., and 4 p.m.) and 2 consecutive nights of 
sleep. For both asymptomatic and symptomatic peri- 
ods we will report only the second night's data to rule 
out first-night effects. Scoring of sleep stages follows 
the Kales-Rechtschaffen system (6). 


Case Report 


Mr. À, a 35-year-old married man, had had 6 episcdes, 
which occurred every 3-6 months for 2 years, during which 
he would sleep up to 20 hours a day. Although he denied 
hunger, he ate large quantities of food while awake and 
gained 5.9-6.7 kg per episode. The attacks generally lasted 
7-10 days, followed by a period of distaste for food, some 
increase in sex drive, and a period of dysphoria with passive 
suicidal ideation. Essential hypertension had been diagnosed 
1 year before the onset of periodic hypersomnia and was 
controlled with medication. An EEG taken during a sympto- 
matic period had been normal, without background distur- 
bance or paroxysmal features: 9-11 Hz alpha posteriorly and 
low voltage beta 20-25 Hz anteriorly. Chest X rays, lumbar 
puncture, skull X rays, and CT scan were also normal. 

Our neuropsychiatric unit admitted Mr. A on the third day 
of an attack that lasted another 3 days. Physical and neuro- 
logic examination yielded results within normal limits. ECG, 
CBC, SMA-15, VDRL, urinalysis, urinary VMA, 5-hour glu- 
cose tolerence test, skin test for tuberculosis, Ta and T; test 
results were all normal. A slightly elevated 24-hour urine 5- 
HIAA level (7.1 mg) was observed, and very slight hypoka- 
lemia (3.5) was noted. A routine EEG during the recovery 
period was normal: occipital background showed well-devel- 
oped alpha, 10-10.5 Hz and 60-100 wV, with no asymmetry 
or transients. We performed sleep studies 1 week after 
symptoms had ceased. 


One month later Mr. A had another attack. It bezan witha 
bifrontal headache and increased irritability, followed by a 
feeling of general numbness, 18-20 hours of sleep per day, 
and compulsive eating. He was admitted on the third day of 
his attack. We performed sleep studies on the fourth and 
fifth nights and nap studies on the sixth day. Afte- the sixth 
night Mr. A was more alert during the day, ate much less, 
and described increased feelings of depression and guilt. On 
day 8 he began flirting with female nurses and exp2rienced a 
mild euphoria that lasted 1 day. On day 10 he appeared to be 
asymptomatic. 


Findings 


Table 1 shows that EEG sleep indices during the 
asymptomatic period differed greatly from those of the 
symptomatic period. Asymptomatic sleep continuity 
measures were normal for the patient's age with no 
awakenings during the recording period. Sleep during 
the symptomatic period was decreased, with pro- 
longed sleep latency, and fragmented by frequent 
arousals and early morning awakening. Slezp archi- 
tecture measures showed a decrease in REM time 
from baseline to the symptomatic periods, as well as 
absence of delta sleep. Furthermore, the attack was 
associated with decreased REM latency and total 
REM time, as well as substantiallv increased REM 
density (REM activity/REM time). Nap studies also 
showed differences between baseline and symptomatic 
periods. Sleep latency and sleep efficiency were some- 
what higher in the symptomatic period. No sleep-onset 
REM period or REM sleep was recorded in either 
phase. 


Hy 
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Discussion 


Mr. A’s asymptomatic sleep resembled that of age- 
matched normal men, as reported by Williams and as- 
sociates (7). Sleep latency, intermittent wakefulness, 
sleep efficiency, and total REM time matched that of 
normal subjects, although REM latency and slow 
wave sleep time were somewhat lower. In contrast, 
sleep indices of the symptomatic period resembled 
those of patients with primary unipolar depression (8, 
9), who show decreased sleep time, intermittent wake- 


fulness, and absent delta sleep. REM measures paral- 


leled those found in patients with primary depression, 
revealing decreased REM latency and total REM time 
and increased REM density. 

Thus Mr. A’s nighttime sleep during an attack of 
Kleine-Levin syndrome resembled that found in pri- 
mary unipolar depression. This finding may indicate a 
depressive component in Kleine-Levin syndrome and 
merits further study in other patients. If similar EEG 
sleep findings occur in other patients, there may be im- 
plications for concepts of pathogenesis and treatment. 
For example, investigators might evaluate the use of 
tricyclic antidepressants or lithium carbonate in treat- 
ing or preventing this disorder. We might also question 
the accuracy of "hypersomnia" in the context of 
Kleine-Levin syndrome if EEG sleep findings of other 
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patients do not reveal very high sleep efficienzy and 
greatly increased total sleep time compared with 
asymptomatic periods. 
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Chronic Pain and Depression: A Clinical and Family History Survey 


BY CHARLES B. SCHAFFER, M.D., PATRICK T. DONLON, M.D., AND ROBERT M. BITTLE, M.D. 


Several investigators have noted that many patients 
with chronic pain are clinically depressed, but a causal 
relationship between the two syndromes remains con- 
troversial (1). It has been proposed that the depression 
Observed in some chronic pain patients, particularly 
those without identifiable medical illness, constitutes 
the primary disorder, with pain being the outward 
manifestation of an ‘‘atypical’’ or ‘‘masked’’ depres- 
sion (2-4). To our knowledge, there have been no re- 
ports on the frequency of depressive spectrum dis- 
orders (depression, alcoholism, or sociopathy) (5) in 
the first-degree relatives of chronic pain patients. In 
order to illuminate the relationship between chronic 
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pain and affective disorder, we studied the frequency 
of depression in a group of chronic pain patients and 


the frequency of depressive spectrum disorders in- 


their first-degree relatives. These data were compared 
with data from a matched control group. The rain pa- 
tients were divided into those with and those without 
known underlying organic illness. 


Method 


This study involved 20 consecutive chronic pain pa- 
tients who were referred by their community physi- 
cians to the Pain Board at the Medical Center of the 
University of California at Davis. Each patient had ex- 
perienced persistent pain for at least 6 months that 
posed a diagnostic problem, a treatmeht probiem, or 
both. The Pain Board functioned chiefly as 2 multi- 
specialty evaluation unit. As part of the evaluation, a 
psychiatrist (C.B.S.) interviewed each patient and 
spouse (or close relative if the patient was not mar- 
ried). Each patient was evaluated for clinical depres- 
sion using the Feighner and associates criteria (6), and 
a family history was obtained using the Family History 
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Diagnostic Criteria described by Andreasen and 
associates (7). In addition, each patient was given 
an MMPI, and scores on the depression scale over the 
-70th percentile were considered a positive indication 
of depression. A consensus of the board was obtained 
on ‘the relationship between contributing underlying 
organicity and pain. Each patient was placed in one of 
three categories: no contributing medical pathology, 
equivocal contributing medical pathology, or contrib- 


tig medical pathology. 


A control group was selected from the Family Prac- 
tice Outpatient Clinic at the same medical center. The 
control group was matched to the study group for sex, 
age, race, socioeconomic background, and education. 
These patients were seen for routine medical evalua- 
tions and did not have active medical illness. They 
were evaluated (by C.B.S.) for clinical affective symp- 
toms on the Feighner and associates criteria (6), and a 
family history was obtained using the metàod men- 
tioned above. 


Results 


The average age of the pain patients was 46.8 years 
(range-24-71). There were 11 female and 9 male pa- 
tients. The mean duration of pain was 5.9 years 
(range 1-18). The location of the pain varied, but low 
back pain was the most frequent complaint. Mos: pa- 
tients considered their pain totally disabling, and all 
were convinced that it was symptomatic of underlying 
medical problems. The Pain Board noted that in those 
cases in which pathology could be documented, the 
patient's account and description of the pain seemed 
more appropriate and the pattern of the pain better fol- 
lowed anatomical pathways. 

A summary of the evaluation of the 20 pain subiects 
is presented in table 1. Thirteen (65%) had no signifi- 
cant contributing medical pathology, 2 (10%) had 
equivocal medical pathology, and 5 (25%) had definite 
organic disease that caused their pain. Among the 13 
patients without medical pathology, 7 (5496) had de- 
pression as rated on the MMPI that was also clinically 
significant as rated by the interviewer. Only 1 patient 
(14%) with equivocal or documented organicity was 
depressed by both clinical rating and MMPI score. Ten 
(50%) of the total group of pain patients fulfilled clini- 
cal criteria for depression as rated by the interviewer. 

A family history evaluation showed that 13 (65%) of 
the 20 pain patients had a positive family history of 
depressive spectrum disorders in one or more first-de- 
gree relatives. Six of the 7 (86%) clinically depressed 
pain patients with no contributing medical pathology 
had a positive family history, with depression noted 
for 5 of these first-degree relatives (71%). In contrast, 
only 3 of the 7 patients (43%) with equivocal or docu- 
mented organicity had a family history of spectrum 
disorder and only 1 patient (14%) had a fami’y history 
of depression. 

Only 2 of the 20 control subjects (10%) were clinical- 
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TABLE 1 
Clinical Profile and Family Histories of Depressive Spectrum Disorders 
for 20 Pain Patients 


Relatives 
Medical MMPI Clinical with Depressive 
Patient Pathology? Depression Depression Spectrum Illness 
I + + ] 
2 + 
3 + ° 
4 + 
s 
6 + + + 2 
7 + + 2 
8 + + 
9 sF 2 
10 + + 
I] 
12 + [ 
13 + + 3 
14 + + 4 
15 ? + ] 
16 7 + ] 
17 + 2 
18, F + ] 
19 + + 2 
20 + 2 


4+ = present, ? = equivocal, no entry indicates na pathology. 


ly depressed. This frequency of clinical depression 
was significantly less than that of the pain patients: 
(x?=5.83, p«.02, 1 df, Yates’ correction applied). 
The family history survey of the control group yielded 
only 3 patients with a positive family history; 2 of 
these 3 had more than | first-degree relative with a de- 
pressive spectrum disorder. The frequency oi positive 
family histories in the control group was significantly 
lower than that in the pain group (y?=8.4375, p<.01, 1 
df, Yates' correction applied). 


Discussion 


The methodology used in this study has some limita- 
tions that should be noted. First, the diagnoszic evalu- 
ations of our patients were conducted in an open fash- 
ion. However, blind ratings in this population, al- 
though not impossible, can be problematic because 
pain patients focus heavily on their pain. Second, the 
family histories were obtained in most cases from the 
patient and spouse. A recent report suggested that 
family history surveys which include first-degree rela- 
tives in the interview show a higher frequency o7 re- 
ported affective disorder in the family than those in 
which information is obtained only from the patient 
(8). This implies that our method may have resulted in 
an underreporting of family illness. 

Our primary goal was to explore the clinical and fa- 
milial differences between pain patients and a control 
group of subjects without active medical illness. The 
data from this comparison suggest that chronic pain 
patients have a higher frequency of clinical depression 
and depressive spectrum disorders in first-dezree rela- 
tives than control subjects. In view of the limited 
sample size, the specification of descriptive character- 
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istics for the three subgroups is precluded. Never- 
theless, it is worth noting that a substantial proportion 
of patients without contributing medical pathology 
(30%) showed both a ratable clinical depression and a 
positive family history of depressive spectrum dis- 
orders. This suggests that this subgroup may actually 
be suffering from a primary affective disorder. More 
extensive research will be necessary to provide infor- 
mation for the proposed interpretation. 
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A Pilot Study of Racial Differences in Erythrocyte Lithium Transport 


BY SAMUEL OKPAKU, M.D., PH.D., ALAN FRAZER, PH.D., AND JOE MENDELS, M.D. 


It has been suggested by some (1, 2) but not all in- 
vestigators (3) that racial factors affect erythrocyte so- 
dium ion (Na*) and potassium ion (K*) concentra- 
tions, with blacks perhaps having higher concentration 
of erythrocyte Na* than whites. Our clinical experi- 
ence suggests that erythrocyte lithium ion (Li*) con- 
centrations tend to be higher in blacks than in whites 
with the same plasma Li* concentration. It has been 
shown that interindividual differences in erythrocyte 
accumulation of Li* are largely due to a difference in a 
Na*-Li* countertransport system (4, 5). The objective 
of this study was to determine whether the racial dif- 
ferences observed in the accumulation of Li’ by 
erythrocytes could be accounted for by a difference in 
the Li*-Na* countertransport system. 


Method 


The study population consisted of 4 black and 4 
white men aged 18-33 years. The subjects were free of 
any physical illness, including hypertension, anemia, 
and the hemoglobinopathies. In addition they had no 
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personal or family history of psychiatric disorders, in- 
cluding alcoholism and drug abuse, and were required 
to be free of all medications for at least 2 weeks imme- 
diately before the study. 

A complete physical examination was carriec out. A 
25-ml sample of venous blood was drawn from each 
subject, with one black and one white subject studied 
on the same day. Aliquots of the blood were ased in 
the determination of CBC, SMA6 and 12, gluzose-6- 
phosphatase, hemoglobin electrophoresis, anl mea- 
surement of T, and T,. The remaining volume was 
centrifuged to separate the erythrocytes. The erythro- 
cytes were then loaded with lithium ions and incubated 
in a medium containing erythrocytes by a technique 
we have described previously (6). Measurements of 
erythrocyte Li*, Na*, and supernatant fluid Lit by 
atomic absorption spectrophotometry were made at 0 
and 24 hours, as described previously (7). 


Results 


The loading procedure resulted in essentially identi- 
cal values of erythrocyte Li* in cells obtained from the 
four black subjects (0.48+0.05 mEq Lit/liter cf cells; 
mean+SD) and those obtained from the white subjects 
(0.50+0.05 mEq Li‘/liter of cells). After 25 hours of 
efflux of Li* into media containing the cation :7), the 
concentration of Li* in the cells of the black subjects 
was significantly higher than that in the cells of the 
white subjects (0.13+0.01 versus 0.07+0.005, p «.005, 
Student's t test, two-tailed). Thus the cell-to-medium 
ratio of lithium ion concentrations (i.e., the Li’ ratio) 
was about twice as high in the black subjects than in 
the white subjects (0.26+.04 versus 0.14+.01). This 
difference in Li* transport occurred despite the lack of 
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" significant difference in the red cell concentration of 
.  Na* between black subjects (5.91.5 mEg/liter of 
* cells) and the white subjects (5.6+0.7 mEgqg/liter of 


- 


differences in the activity of the Li*-Na* counter- 
transport system. In this pilot study cells obtained 


cells). 
Diseussion 


Recent studies indicate that the mechanism for 
transporting Li* across the red cell membrane consists 
of three distinct systems: 

a i^ Transport on the potassium.ion site of the Na*, 
Kt-activated adenosine triphosphate (ATPase) (4). 

2. Diffusion. down a concentration gradient, a 
"leak" process that appears to be enhanced by the 
presence of bicarbonate 1on in the medium (4). 

3. Transfer into the cell in exchange for an internal 
sodium ion (Na*), a Li*^-Na* counterflow system or 
exchange diffusion system (7, 8). 

* Only the latter two processes appear to be invclved 
in the net flux of Li* from the cell; under clinically 
relevant conditions, there is no active transport of Lit 
out of the cell on the sodium ion site of the Nat, K+- 
activated ATPase (5). Furthermore, results of recent 
experiments have suggested that the major factor con- 
tributing to interindividual differences in the accumu- 
lation of Li* by red cells is the activity of the counter- 
flow system.! Techniques have been developed to as- 
sess the activity of this system in vitro either directly 
(6) or indirectly (9). Our preliminary data, obtained by 
using one such system, suggest that there are racial 


! Personal communication from J. Duhm, University of Munich. 


from blacks appear to have less countertransport àc- 
tivity than cells from whites; this results in blacks hav- 
ing higher Li* ratios measured in vitro. Further studies 
with larger samples are recommended to confirm this 
initial result. 
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The Influence of Gun Control Laws on Suicidal Behavior 


BY DAVID LESTER, PH.D., AND MARY E. MURRELL, M.A. 


The relationship between suicidal behavior and the 
ownership and ease of obtaining guns has been ex- 
plored in several papers (1-3). In the United States, a 
high proportion of suicides involve firearms. Farberow 
and Simon (4) reported that 39% of suicides in Los An- 
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geles had used guns, compared with 4% in Vienna. 

However, no data have yet been advanced to show 
definitively that the ease with which guns can be ob- 
tained is related to the suicide rate. Previous investiga- 
tions have simply counted the number of deaths due to 
guns and estimated the number of individually owned 
guns in the population. 

We have analyzed state gun control laws to deter- 
mine their strictness (work in preparation). In the pres- 
ent study we explored the relationship between the 
strictness of a state's gun control statute and the sui- 
cide rate in that state. If there is a positive ccrrelation, 
we can be more certain of a relationship between sui- 
cidal behavior and the availability of guns. 


2.01272 CLINICAL AND RESEARCH REPORTS 


Method 


In previous work, we gathered data on eight charac- 
teristics of the gun control statutes of each state in the 
continental U.S. in 1968. Characteristics included such 
aspects as whether a permit is needed to buy a gun, 
whether a gun sale is reported to the police, and 
whether a permit is required to carry a concealed gun. 
These data were used to construct a Guttman scale of 
strictness, and each state was assigned a number from 
Zero to seven representing the strictness of its gun con- 
trol statute (0—no controls on gun sales, 7=maximum 
control). Data on the suicide rates of each state were 
obtained from the Vital Statistics of the United States. 


Results 


The states with stricter gun control laws in 1968 had 
lower suicide rates during the periods 1959-1961 
(r-2—.24, df=46, p<.05, one-tailed test), and 1969- 
1971 (r=—0.41, df=46, p«.005, one-tailed test). 

In America, men are much more likely than women 
to use firearms in suicide. In 1960, 47% of all success- 
ful suicides involved firearms (5). Firearms were used 
in 56% of suicides by males but only 25% of suicides 
by females. As would be expected on the basis of these 
data, the strictness of gun control laws was significant- 
ly correlated with suicide rates for 1959-1961 and 
1969-1971 for males (r=—0.29, p«.05 and —0.49, 
p<.005, respectively) but not females (r=0.01 and 
— 0.15, respectively). 

The strictness of gun control laws was also related 
to the absolute increase in the suicide rate from 1959- 
1961 to 1969-1971 (total suicide rate, r=—0.35, p<.01; 
male suicide rate, r^ —0.23, p<.05; and female suicide 
rate, r2» —0.32, p<.025). Similar results were obtained 
for the percentage increase in the suicide rate for the 
two time periods. 


Am J Psychiatry 137:1, January 1980 ; 


Discussion 


Investigators have been unable to document ade- 
quately the effects of controlling methods for suicide 
on the suicide rate. The recent decline in the English 
suicide rate has been attributed by some investigators 
to the detoxification of domestic gas, but a recent com- 
parison of towns which had detoxified gas aná those 
which had not showed similar declines in both sets of 
towns (6). i 

Our results indicate some indirect support for the 
notion that controlling methods for suicide may reduce 
the suicide rate. We found that states with stricter gun 
control laws in 1968 had lower suicide rates in 1969- 
1971 and a smaller increase in the suicide rate over a 
10-year period. These results were found for males 
(who often use firearms in suicide) but not females 
(who use firearms much less frequently). Therefore, 
we propose that strict gun control laws may have a 
preventive effect on suicidal behavior. 
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Nonpharmacologic Factors in the Administration of p.r.n. Psychotropic Medication on 
4 an Adolescent Unit 


'BY RICHARD EVANS, M.D., AND WILLIAM DI SCIPIO, PH.D. 


A recent review of the use of pharmacotherapy for 
institutionalized adolescents (1) maintains that ''stat 


S ak medication should be used whenever grave risks 


o the safety of other patients or staff exists” and ‘‘oth- 


er measures such as separating the patient from the- 


group and talking with him have failed.” The medica- 
tions recommended most often in these situations, par- 
ticularly with psychotic patients, are chlorpromazine 
and thioridazine (2-4). In these situations there are 
powerful social expectancies (5) or positive placebo 
factors (6, 7) which, although they strongly influence 
administration and perceived outcome, are difficult to 
define and control. This clinical study examines the in- 
teraction of these factors on an adolescent inpatient 
unit over a period of one year. 


Method 


The study was conducted at a cottage-like adoles- 
cent unit located in a large urban children's psychiatric 
center. The 47 adolescents (28 boys and 19 girls) living 
on this unit followed a structured program day, with 
emphasis placed on teaching self-care skills, providing 
remedial education, and guiding social interaction. Pe- 
riods of unstructured free time on the unit occurred 
after lunch from 4:00 to 6:00 p.m. and after the evening 
program between 9:00 and bedtime at 10:00 p.m. The 
ethnic composition of the group was 46% black, 35% 
Hispanic, and 1996 white. A majority (6596) of the fam- 
ilies had a single caretaker, and 60% received public 
assistance. Most adolescents were functioning aca- 
demically at 4-6 years below grade level in all areas. 
Their IQs ranged from 50 to 100, with an average of 70. 
Admitting diagnosis included childhood schizophre- 
nia, borderline personality, organic brain syndrome, 
and sociopathic personality disorder. Although acute 
crises had precipitated admissions, all of the adoles- 
cents had long histories of school failure, family dis- 
ruption, ane antisocial behavior. All were on full-time 
care, and at discharge about 65% were placed away 
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from their families in other residential centers. The ay- 
erage length of stay on the unit was 12-18 months. 

Data collection. Each administration of p.r.n. medi- 
cation was routinely reported on a daily record sheet. 
Data analyzed for the study covered a 1-year period 
and contained the following information: time of ad- 
ministration (hour, day, and month), medication and 
dose, route of administration (oral or intramuscular), 
nurse's name, patient's name, maintenance medica- 
tion, nurse's duration of employment at time of drug 
administration, patient's duration of stay at the time of 
administration, and whether a p.r.n. dose was given to 
one individual or more than one within a period of 5 
minutes. At the conclusion of the study, nurses in- 
volved in the recording filled out a brief questionnaire 
in which they described 1) situations they defined as 
indicating the use of p.r.n. medication, 2) patients’ at- 
titudes toward the intervention, and 3) effectiveness of 
the p.r.n. dose as they perceived it. 


Results 


There were 1,459 administrations of p.r.n. medica- 
tion during the 1-year study. The medication was thio- 
ridazine (90%) and chlorpromazine (10%), with a dose 
range of 25-75 mg. The peak time of administration 
was 4:00 to 6:00 p.m., with a second peak at 8:00 to 
10:00 p.m. Monday accounted for the highest daily 
proportion of administrations (20%). Administration 
was oral in 91% of the cases and intramuscular in 9%. 
Doses administered to individuals azcountec for 63% 
of administrations; 37% were administered to two or 
more patients within a period of 5 minutes, which was 


.considered a group-related incident. Employment du- 


ration for nurses who gave p.r.n. medication was less 
than 6 months in 78% of the cases. Similarly, 70% of 
the administrations were given to adolescents who had 
been at the center for less than 6 months. 

Clinical characteristics of the 10 adolescents who re- 
ceived both the most p.r.n. doses and the highest per- 
centage of intramuscular doses were investigated. À 
history of violence toward people before hospital- 
ization and during hospitalization and a diaznosis of 
psychosis, taken together, were characteristic of this 
group. Further characteristics such as sex, ege, prior 
hospitalizations, IQ, academic achievement, >r neuro- 
logic status had no discriminating relationship to p.r.n. 
medication. This observation reiterates th2 impor- 
tance (8, 9) of diagnostic considerations in evaluations 
of the potential danger of a violence-prone adoleszent. 

Eight nurses who had worked on the unit during the 
year of the study agreed that p.r.n. medication was ad- 
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ministered in three distinct situations. In the first, in- 
tramuscular medication was given when an adolescent 
became inaccessible because of the combination of vi- 
olent behavior and paranoid thinking. The nurses said 
this situation occurred approximately 10% of the time, 
a figure remarkably close to the study finding of 9%. In 
the second situation, rated at approximately 20%, oral 
medication was given at the request of a patient who 
felt impending loss of control. In the remaining 70% of 
the ratings, nurses observed that calming effects oc- 
cūrred either immediately or within a few minutes of 
oral administration. In these situations acceptance of 
medication by an agitated, resistent adolescent ap- 
peared to provide for both patient and nurse an accept- 
able way of terminating a stalemated power struggle. 


Discussion 


The study indicates that approximately 30% of 
p.r.n. doses exert their primary effect pharmacologi- 
cally, while the remaining 70% work primarily through 
nonpharmacologic factors. Among those factors are 
time of day, familiarity of both staff and patients with 
the institution, positive expectations for the medica- 
tion, and a contagion effect whereby nurse and patient 
act together in order to resolve an escalating crisis. 
Since medication is not considered harmful in the 
doses given, there arises an increasing reliance upon 
the positive placebo effect. The act of drug administra- 
tion had become a ritualized ‘‘termination strategy” 
that protected both the nurse-patient relationship and 
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the social unit (9). On the negative side, this reliance 
Jed to reduced attempts at other management ap- 
proaches that have potential for teaching self-regula- 
tion and control. An awareness of this tendency to rely: 
on medication is critical in order to promote a fulfer 
use of strategies that encourage behavioral changes. 
The administration of medication would then pe re- 
served for situations in which its use was primarily 
pharmacologic rather than a part of a treatment rit- 
ual. . 
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Hepatic Inadequacy and Alcoholic Delirium 


Sir: Apparent refractoriness to the sedating influences of 
massive doses of benzodiazepines by a man in acute alcohol 
withdrawal was reported by Elaine Woo, M.D., and David J. 
Greenblatt, M.D., in the June 1979 issue of the Journal. The 
authors did not mention the subject’s hepatic function at the 
time of this delirium, although they indicated that he had had 
clinically significant hepatic inadequacy with enlargement 
and ascites during previous hospitalizations for acute alcohol 
withdrawal. Appropriate tests include bilirubin, BUN, blood 
ammonia, serum glucose, electrolytes, PTT, PT, SGOT, 
SGPT, arterial pH and Pos, and an EEG. 

Such information is important because of the possibility 
that this subject's delirium had a component of hepatic ori- 
gin, the so-called portosystemic encephalopathy. This condi- 
tion is believed to result from unusually high systemic con- 
centrations of false neurotransmitters permitted by the mal- 
functioning liver. The course of delirium resulting from 
hepatic failure is consistent with the clinical course and ob- 
servations in this article. 


CONRAD SWARTZ, M.D., PH.D. 
Iowa City, Iowa 


Dr. Woo Replies 


Sir: The consideration of concurrent hepatic encephalop- 
athy in this patient's clinical course is appropriate given the 
previous history of liver dysfunction. However, I do not 
agree that the patient's course was consistent with either 
acute or chronic hepatic encephalopathy. Some irritability 
and dementia may be observed in chronic encephalopathic 
states; characteristic mental status changes in acute er.ceph- 
alopathy range from lethargy to frank coma but do rot in- 
clude violent delirium as described in this patient's course. 
Neither syndrome describes the patient's initial course as ac- 
curately as acute alcohol withdrawal syndrome. 

Admission liver function tests were mildly and transiently 
abnormal: SGOT, 160; alkaline phosphatase, 14.9; and bili- 
rubin, 2.7. Tests of liver synthetic function were all normal: 
albumin, 3.7 g/100 ml; PT and PTT both normal. The diagno- 
sis of underlying hepatic encephalopathy was considered 
late in the patient's course when disorientation persisted af- 
ter sedative medications were discontinued. Serum ammonia 


was elevated at 277 pg/100 ml, but the patient had con- 
current GI bleeding. An EEG, the most sensitive diagnostic 
test for hepatic encephalopathy, was normal. High concen- 
trations of active benzodiazepines were detected in the pa- 
tient's serum throughout the hospitalization. Some degree of 
subclinical hepatic dysfunction may have contributed to the 
patient's apparent sensitivity to these persistent drug levels, 
but a diagnosis of hepatic encephalopathy was not estab- 
lished. 


ELAINE Woo, M.D. 
Boston, Mass. 


Misidentification Syndromes 


Str: Recent discussion of misidentification syndromes by 
John L. Barton, M.B., Ch.D. (November 1978 issue) and 
George N. Christodoulou, M.D., and Demetrics E. Mal- 
liaras, M.D. (July 1979 issue) have focused atteniion on the 
multiplicity of organic contributors in these unusual psychot- 
ic conditions. In attempting to discover what particular dis- 
turbance of higher cortical functions may predispose pa- 
tients to misidentification syndromes, we have recently stud- 
ied several cases of the Capgras syndrome and found 
remarkable deficits in the area of facial recognition, i.e., 
prosopagnosia (1). One of our patients had epilepsy and 
erotomanic elements accompanying her disturbance. It ap- 
pears quite possible that certain behavioral expressions of 
sexuality may be manifestations of neurophysiologic altera- 
tions in the brain (2). 

Although these unusual psychiatric disturbances lend 
themselves to psychodynamic explanations, we must contin- 
ue to study the role of organic disturbances in derersonaliza- 
tion, derealization, misidentification, and sexual dis- 
orientation to understand the etiologies and possible treat- 
ment interventions. Prosopagnosia and its relationship to 
right hemispheric dysfunction may be the core contributor in 
the expression of the Capgras syndrome and other misidenti- 
fication syndromes. 
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WILLIAM D. WEITZEL, M.D. 
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SIR: Capgras syndrome—a delusional belief that one or 
more individuals are '"'substitutes'' of closely similar or iden- 
tical appearance—occurs most commonly in the context of 
paranoid schizophrenia but has been described also in the 
course of involutional melancholia and organic brain syn- 
drome. A similar misidentification in which the substitution 
is of inanimate objects rather than people has been described 
but is much rarer in the literature, We wish to describe brief- 
ly such a case of misidentification in a woman who was re- 
cently under our care. 

Ms. A, an unmarried 42-year-old Norwegian woman, was 
working on a postgraduate degree in England. Some six 
months after she began her course, her absence from the uni- 
versity aroused anxiety. It transpired that she had presented 
little or no work and had shut herself away in a small hotel 
room, having contact with no one and eating irregularly. One 
of us (M.W.F.) visited Ms. A and found that she was ex- 
tremely agitated, thin, and only partially dressed. The room 
was chaotic. At first she spoke reasonably, but she soon be- 
gan to misinterpret questions in an accusatory way and be- 
came angry and verbally aggressive. She firmly believed that 
she was being observed and persecuted by the Norwegian 
and possibly the British police because of a political pam- 
phlet she had once written. She could offer no evidence, 
apart from her interpretation of the author's presence, to 
support this contention. In view of her dangerous self-ne- 
glect she was subsequently admitted to the hospital on an 
involuntary basis. 

During her hospitalization she remained deluded and sus- 
picious despite treatment with phenothiazines. Prominent 
among her delusions was the belief that various personal ob- 
jects, including her luggage, purse, items of clothing, and 
even her passport, had been substituted with exact replicas. 
She maintained these beliefs, supporting them by elaborate 
descriptions of the articles concerned, despite challenges. 

Ms. À insisted she had been visited in her hotel by a Dr. 
Ford, when she was in fact seen by Dr. Forth. This mistake 
in pronunciation might seem commonplace, but she was in- 
sistent about it and it was obviously of importance to her. 
After treatment with Modecate her persecutory delusions 
abated at times. but the object-related misidentification re- 
mained unshaken. 

We were convinced that Ms. A's basic illness was para- 
noid schizophrenia and discovered that she had a history of 
psychotic episodes so diagnosed. She has now been repat- 
riated for continuing care. 

We think the symptoms of Capgras syndrome essentially 
result from a defensive hypothesis. The sequence would thus 
be—‘‘People appear different in a very strange way" —''I 
could be going mad" —''No, that is unthinkable'' —*'The 
people must have somehow been changed" ' —and then elab- 
oration as to how the change has taken place. That the pri- 
mary cognitive change usually concerns people with whom 
the patient has close emotional ties supports the contention 
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that the fundamental dysfunction is at the level or the in- 
tegrating percept with affect. 

We conjecture that this patient’s object-related Capgras 
syndrome occurred because there were no emotiorally im- 
portant people in her environment and the objects cited 
therefore had an unusually high emotional significance .for 
her. The form taken by the Capgras type of delus:on may 
have some constancy, but the social and material erfviron- 
ment influences the content. 


M.W. FonTH, M.B., D.P.M., M.R.C.PsvcH. ws 


N. THEOFILOPOULOS, M.B., D.P.M., M.R.C.Psvcu. 
Liverpool, U.K. 


More on Drug History and Tardive Dyskinesia 


Sir: In Drug History and Tardive Dyskinesia" (Novem- 
ber 1978 issue) Robert C. Smith, M.D., Ph.D., and associ-. 
ates mentioned several factors that need to be considered 
when interpreting their results. One important factor they 
did not mention specifically is that a particular neuroleptic is 
not prescribed randomly. The authors did not give details of 
the patients’ tardive dyskinesia scores before fluphenazine 
was started, in particular before the enanthate. If these pa- 
tients’ movements had originally been diagnosed as schizo- 
phrenic mannerisms (stereotypies), fluphenazine enanthate 
might have been prescribed to achieve better antipsychotic 
control. High correlations would then simply reflect the 
practice of prescribing fluphenazine for patients already li- 
able to tardive dyskinesia. 

Two other problems arising from the authors’ statistical 
analysis are as follows: 

1. The authors selected patients through stratified -andom 
sampling, presumably by setting value ranges for tardive 
dyskinesia scores and taking samples of patients within each 
range. Straightforward product-moment correlation coeffi- 
cients based on stratified samples need careful handling be- 
cause they can be misleading. Did the authors allow for strat- 
ification in the calculation of correlation coefficients? 

2. There appears to be a bias in the reporting of the corre- 
lation coefficients in table 1. Correlations with amount and 
those with proportion reflect different aspects of the relation- 
ships between the ranges and tardive dyskinesia scores. In 
order to compare like with like, one would correlate the 
amounts of fluphenazine with the tardive dyskinesia scores. 


ANTHONY A. SCHIFF, M.D. 
Twickenham, England 

JOHN A. ANDERSON, PH.D. 
Newcastle-Upon-Tyne, England 


Dr. Smith Replies 


Sir: In the chronic-care state hospital where our drug his- 
tory was done most of the physicians were foreign, and phy- 
sician coverage changed frequently. Thus the drug assign- 
ment rationale for many of the patients with schizophrenia 
came closer to a random model than preferential drug selec- 
tion based on efficacy. 

Our study, done in the mid-1970s, retrospectively surveyed 
patients’ drug history data for 7 or 8 years and compared 
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those data with current tardive dyskinesia scores. Thus we 
could not evaluate patients’ movement disorders before they 
received fluphenazine or any other drug. In most instances 


. Schizophrenic mannerisms can be distinguished from the pri- 


mary and major accessory symptoms of tardive dyskinesia 
(1, 2). Also, there is no apparent reason why clinicians wculd 
administer fluphenazine more frequently to patients with 
schizophrenic stereotypies than another neuroleptic. 

The authcrs’ question about correlation coefficients be- 
tween amount of fluphenazine versus ratios has been re- 


ews ponded to in a previous letter published in the Journal (Au- 


gust 1979 issue). 

The association of fluphenazine with a higher risk of :ar- 
dive dvskinesia has now been reported by several investiga- 
tors working independently in the United States, Canada, 
and Ergland (3-5). These studies used different designs and 
statistical approaches. Although each of the studies might be 
faulted on some statistical or substantive grounds, the stud- 
jes’ similar conclusions about fluphenazine and tardive dys- 
kinesia suggest a need to at least consider these findings 
when ceciding about appropriate treatment for patients with 
schizophrenia who require long-term maintenance on anti- 
psychotic medication. 

This matter requires more definitive research before any 
firm conclusions are drawn. 
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ROBERT C. SMITH, M.D., PH.D. 
Houston, Tex. 


Design in Studies of ‘‘Irreversible’’ Treatments 


Sig: I regard the article "Acupuncture Treatment of 
Schizophrenia" by Jonathan Kane, M.D., and William J. 
Di Scipio, Ph.D. (March 1979 issue) as an important contri- 
bution. The authors tried to evaluate a medical treatment as 
part of their clinical practice. There is a great need in medi- 
cine, psychiatry, and clinical psychology for evaluation to 
become an integrated part of practice (1). I hope that article 
will stimulate such applied research. 

However, a close inspection shows that the authors’ con- 
clusions are not supported by the data presented. There 
were in fact two experimental designs: ABA and ACA 
(A-no treatment, B=acupuncture, C=sham acupuncture). 
This seems to reflect an assumption that acupuncture has an 
immediate effect on schizophrenic behavior. In view of the 
lengthy medical treatment that schizophrenic patients re- 
quire (2) this is a dubious assumption. Even if we accept this 
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assumption, I would make other observations ab ut the 
methodology. Hp "d 

On the four dependent measures the best resylts were nev- 
er observed in the acupuncture periods. Only one of the four 
measures revealed fewer instances of sick behevior under 
the false acupuncture than under control cond tiors. The 
second ''successful patient” showed the same pa-ern: three 
of the four measures showed the best results under control 
conditions. The relationship between sham acupuncture and 
the control condition revealed the same pattern. 

The authors argued that the lowest value under the second 
control condition was caused by the treatment. The experi- 
mental design, however, cannot answer this question. Thus 
this conclusion was not experimentallv verified. To check 
this point one would need to use a design with lorger phases 
and to measure the trend in each phase. The ABA design is 
not appropriate for irreversible treatments (2). A multiple 
baseline design across subjects is preferable in such cases. 
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HELGE BOÓRVEN 
Albertslund, Denmark 


Drs. Di Scipio and Kane Reply 


SIR: A careful inspection of our studv shows that the de- 
sign was ABACA, not ABA and ACA. Conditioa A (base- 
line) was not repeated four times, as would be implied by the 
ABA-ACA approach. More importantly, the ABACA se- 
quence enabled us to use each patient as his/her o n control 
because each of the three patients received all conditions. 
The order effects relating to postacupuncture ‘B-A) and 
postpseudoacupuncture (C-A) could therefore be assessed 
for each patient separately. The resulting imorovement 
noted during postacupuncture control periods, which Dr. 
Borven says does not relate to the effects of acupuacture, we 
interpreted as ''latent'' effects. This phenomenon has been 
noted clinically in the acupuncture literature (1, 2). The im- 
provement of patient B during the second control period 
could not be attributable to acupuncture, however, as Dr. 
Borven suggests. This was not because of design imitations 
but because the period was confounded by the iritiation of 
medication, as noted in the article. 

Dr. Borven's statement that we were employing *'irrevers- 
ible treatments’’ and therefore should have used a multiple 
baseline design across subjects is surprising because we nev- 
er stated or presented any evidence to indicate t3at the ef- 
fects of acupuncture were irreversible. The multip_e baseline 
design would present new problems, given the wide dif 
ference in the three patients' symptoms that would make it 
impossible to compare patients’ improvements in terms of 
particular symptoms (some of which were not exhibited by 
all patients). 

Clinical research with human subjects must conform not 
only to the scientific methodology but also to the rights and 
privileges of the patients. We weighed ethical concerns care- 
fully in relation to the selection of time periods du-ing which 
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aw 
“our paNents would be subjected to an unproven, untradi- 
tional foNe of treatment in the absence of medication. We 
hope our stiMy has served as a first step in further clini- 
cal validation of the use of acupuncture for the treatment of 
the psychosis. 
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WILLIAM Di ScIPIo, PH.D. 
Bronx, N.Y. 

JONATHAN KANE, M.D. 
Southbeach, N.Y. 


The Symptoms of Institutionalization 


Sir: In the review of my book, Cultural Conceptions and 
Mental Illness: A Comparison of Germany and America 
(February 1979 issue) Dr. Eric Wittkower claimed that I be- 
lieve that psychiatrically disturbed patients initially "put 
on’’ their disturbed behavior. This is not true. I did discuss 
the evidence that some patients feign disturbed behavior, but 
my emphasis lay elsewhere. I proposed that through the ef- 
fects of institutionalization initial psychiatric symptoms be- 
come molded into an amalgam of deviant behavior. With 
long-term patients it becomes difficult to untangle the effects 
of long-term confinement from intrapsychic disturbances. 
This view emerged from John Wing’s pioneering studies of 
institutionalism in the early '60s (1). 

Dr. Wittkower found my approach confusing because I 
used some psychiatric terms in a different sense. I did dis- 
cuss Erving Goffman's use of the term ‘‘conversion’’ but I 
attempted to demonstrate that institutionalism does not nec- 
essarily consist of conversion, 1.e., adopting a sick role. My 
portrait of institutionalism was perfectly consistent with the 
empirical evidence, including that presented by leading psy- 
chiatrists (1, 2). Furthermore, words like ''conversion'' are 
part of the English language and are used in various ways by 
different professions. This should present no problem, assum- 
ing specialists do not insist that their usage is the only proper 
one. 

Dr. Wittkower missed the point when he claimed that the 
development of additional symptoms in patients who are 
hospitalized may be caused by ego regression rather than 
institutionalization. The symptoms of institutionalism may 
be termed "ego regression,” but they are the product of the 
institution (1-3). Dr. Wittkower displayed a disregard for the 
literature on institutionalization by stating, '' Length of hospi- 
talization depends more on their [the patients'] clinical con- 
dition than on other considerations.” Empirical studies con- 
sistently demonstrate that symptomatology interacts with 
other variables in determining outcome. Symptoms are not 
necessarily the most important determinant of length of hos- 
pitalization and their influence is frequently overshadowed 
by other variables, e.g., family desires (2, 3). 

Dr. Wittkower considered my disregard for intrapsychic 
problems regrettable. As I carefully demonstrated in my 
book and elsewhere (4), diagnostic reliability in psychiatry is 
generally poor enough to suggest extreme caution and care- 
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ful controls in framing cross-cultural comparisons (5). Pre- 
vious attempts in this direction have typically lacked such 
controls. Consequently, from a purely scientific viewpoint, a 
comparison of cross-cultural intrapsychic problems seems. 
somewhat premature. 

Finally, Dr. Wittkower's criticism seemed to focus onthe 
unconventional psychiatric perspective of my book. As a be- 
havioral scientist, I attempted to demonstrate the "impor- 
tance of my comparative work in Germany and America to 
both clinicians and social scientists. I tried to rationalize and 


reconcile the clinical and social role approaches to mentakes 


disorders within the confines of empirical evidence. Had I 
failed to do this, I could be legitimately criticized. 
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JOHN MARSHALL TOWNSEND 
Syracuse, N.Y. 


Dr. Wittkower Replies 


Str: The divergences between Mr. Townsend and myself 
arise from the different orientation of our respective dis- 
ciplines. As a social scientist, Mr. Townsend focuses on the 
social environment. As a psychiatrist, I focus on the psyche. 

I have been aware of the harmful effects of institution- 
alization for many years (1). However, institutionalization is 
an agent and ego regression is an effect. These two terms are 
by no means interchangeable, just as a driver and his moving 
car are hardly identical. Common sense tells us that a person 
who is already in a state of ego regression is likely to regress 
further under the influence of institutionalization. Mr. Town- 
send is behind the times if he believes that social control is 
the main function of mental hospitals. With the growth of 
community psychiatry, mental hospitals have increasingly 
become therapeutic centers rather than custodial institu- 
tions. Consequently, the repressing effect of institution- 
alization has been greatly reduced. 

In regard to cross-cultural comparison of symptom- 
atology, Mr. Townsend emphasized the molding effect of 
mental hospital personnel where I would stress differences 
in national character. It is hardly surprising that German 
menta] patients conform in their symptomatology to stan- 
dard descriptions more than American patients do. Mr. 
Townsend is mistaken in his belief that intrapsychic prob- 
lems do not lend themselves to transcultural comparison. In 
particular, I refer to Paul Parin's work concerning a com- 
parison between the Dogan people in Mali and the Agni 
people in the Ivory Coast (2). 
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During the many years of my transcultural psychiatric re- 
search, I have carefully avoided the trap of becoming an 
amateur social scientist. Divergences between representa- 

, tives of our two fields can be overcome through cooperation. 


REFERENCES 


1. Wittkower ED: A Psychiatrist Looks at Tuberculosis. London, 
Staples Press, 1955 

2. Parin P, Margenthaler F, Parin-Matthey G: Die Weissen Den- 
ken Zuviel. Zurich, Atlantis Verlag, 1963 


Eric D. WITTKOWER 
Montreal, Que., Canada 


Affective Flattening, Schizophrenia, and Akinesia 


Sir: In “Affective Flattening and the Criteria for Schizo- 
phrenia" (July 1979 issue) Nancy C. Andreasen, M.D., 
Ph.D., acknowledged that phenothiazines may partiallv ac- 
count for her findings, but she recommended affective flat- 
tening as a criterion for schizophrenia because it is reliable 
when carefully defined and may be related to important is- 
sues such as prognosis. 

Although I agree with this, I would emphasize a different 
aspect. Affective flattening, as defined by Dr. Andreasen, 
overlaps wita the criteria for akinesia (1). This extra- 
pyramidal side effect can be misdiagnosed easily (1. 2). 
When affective flattening is present, the clinician shoulc ini- 
tially try to rule out the diagnosis of akinesia and thus avoid 
considering the symptoms as part of the illness. Also, the 
predictive value of affective flattening should not be assessed 
until its possible confounding by the presence of akinesiz has 
been eliminated. This can only be done adequately by using 
antiparkinsonian drugs or by stopping the antipsychotic 
medication. 
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ARTHUR RIFKIN, M.D. 
New York, N. Y. 
Rapid Neuroleptization Reconsidered 


Sir: The review by Patrick T. Donlon, M.D., and associ- 
ates of the technique of rapid neuroleptization (March 1979 


issue) was comprehensive and useful. However, it may have | 


been misleading in terms of the specific antipsychotic effects 
of acute high-dose parenteral neuroleptic treatment. The au- 
thors cited uncontrolled studies showing a rapid improve- 
ment of psychotic symptoms with high-dose parenteral 
neuroleptic and controlled studies showing that high-dose 
parenteral neuroleptic is rapidly superior to placebo. How- 
ever, Dr. Donlon and associates did not question whether 
this early improvement is a specific antipsychotic effect or an 
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early sedative-tranquilizing effect. Classical research 
neuroleptic treatment suggested that early impri 
similar with chlorpromazine or phenobarbitalAnd that'the 
two drugs diverge in efficacy only after weeks of treatment 
(1). Lerner and associates (2) recently did a controlled study 
of parenteral high-dose haloperidol versus parenteral diaze- 
pam in the first 24 hours of treatment of acute psychosis. The 
drugs resulted in rapid and equal improvement. This sug- 
gested that rapid neuroleptization is really rapic sedatión. 
Those symptoms that improve, including many florid psy- 
chotic symptoms, may well be secondary to anxiety. 

There are at least two potentially serious consequences of 
Dr. Donlon and associates' interpretation of existing data on 
rapid neuroleptization. First, clinicians may give up too soon 
when no early improvement occurs, forgetting tkat optimal 
neuroleptic benefits require weeks of persistent and consis- 
tent therapy. Second, neurochemists in collaboration with 
psychiatrists may be tempted to look for acute rather than 
chronic neurochemical effects of neuroleptics in animals as 
correlates of the neuroleptic antipsychotic effect. 
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ROBERT H. BELMAKER, M.D. 
YAKOV LERNE3, M.D. 
RICHARD P. EBSTEIN, PH.D. 
Jerusalem, Israel 


Dr. Donlon and Associates Reply 


SIR: Dr. Belmaker and associates’ letter and Dr. Lerner 
and associates’ paper (1) addressed important issues. They 
reported that I. V. diazepam is an effective agent for the rapid 
treatment of acute psychosis and also touched on the associ- 
ation between cognitive disruption and subjective distress. 
Is anxiety primary, secondary, or does a ''vicious cycle" 
make both worse? Investigators have generally concluded 
that the therapeutic effects of neuroleptics in schizophrenia 
result directly from reduction of cognitive disruption and are 
not secondary to anxiolytic effects (2). Investigators have al- 
so held that sedative-hypnotics and anxiolytic agents have 
limited efficacy in schizophrenia. We do not think Dr. Lerner 
and associates’ data prove these two assumptions incorrect. 

We find it helpful to separate acute and chronic psychotic 
disorders. There are distinct differences (3) between the two, 
including unique psychopathologic and psychopaysiologic 
features. Many acutely ill patients with functional psychoses 
will not move into chronic schizophrenia. Also the acute 
forms are typically associated with dysphoria ard require 
higher dosages of neuroleptics. Thus it makes serse to re- 
search each separately and provide careful follow-up for 
both. Many acute patients will not respond optimally to 
treatment and require continued management. 

A few comments on our experience with sedative-hypnot- 
ics and anxiolytic agents in these two psychotic grcups are in 
order. First, we have found that I. V. pentobarbitol is very 
effective in producing a calming or soporific effect in acute 
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ic psychotic states (response to p.o. and I.M. pen- 
is less predictable). We have not systematically 
collected daly on a possible antipsychotic effect, but we have 
looked for an antipsychotic effect in chronic patients on 
maintenance neuroleptics when diazepam was given (nor- 
mally 5 mg p.o. t.i.d.) for akathisia. We conclude that 
diazepam in this dosage and population can reduce akathisia 
and anxiety but has minimal if any antipsychotic effects (4). 
To consolidate our findings with Lerner and associates’ 
data and the relevant psychiatric literature, one must con- 
clude that a ‘‘vicious interactional effect" may occur in acute 
schizophrenia that exacerbates both the cognitive disruption 
and dysphoria. Which comes first remains debatable, al- 
though we are biased toward an underlying cognitive distur- 
bance. Perhaps both anxiolytic (sedative-hypnotics) and 
neuroleptic agents produce rapid control of acute functional 
psychosis but by different mechanisms of action. Further re- 
search is indicated to document better the long-term thera- 
peutic effects of diazepam in acute functional psychosis. 
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PATRICK T. DONLON, M.D. 
JOHN T. HopKIN, M.D. 
Joe P. Tupin, M.D. 
Sacramento, Calif. 


Maintenance Treatment with Benzodiazepines 


Sir: In "Diazepam Withdrawal Syndrome: A Case with 
Psychosis, Seizure, and Coma’’ (January 1979 issue) Mark 
C. DeBard, M.D., suggested that *'to prevent the develop- 
ment of even minor physical dependence, one should refrain 
from outpatient prescription of diazepam for longer than a 
month in any individual patient." Despite such cases of ben- 
zodiazepine addiction, most psychopharmacologists feel 
that the incidence of true physical dependence on ben- 
zodiazepines is very small. Greenblatt stated that ‘‘the haz- 
ards of benzodiazepine addiction and habituation probably 
have been greatly exaggerated” (1). A recent monograph 
estimated the risk of benzodiazepine dependence as ! case 
per 5 million patient months of benzodiazepine use (2). Con- 
cern about chronic benzodiazepine use commonly arises 
from a general feeling among physicians that these drugs are 
prescribed too frequently for minor problems of living (3). A 
recent survey estimated that 4% of the adult population in 
the United States may be taking minor tranquilizers on a 
chronic basis (4). 

Many psychopharmacologists feel that short-term ben- 
zodiazepine treatment is most appropriate but others dis- 
agree. Rickels (5) suggested that ‘‘short-term treatment may 
well prove inadequate for more chronically ill anxious pa- 
tients.” He sees the possible necessity of ''a form of mainte- 
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nance treatment similar to that of diabetics receiving insulin 
or hypertensive patients receiving antihypertensive medica- 
tion" for some chronically anxious patients (5). The essen- 
tial problem is a lack of data regarding the maintenance effi-, 
cacy of benzodiazepines for chronic anxiety. Most studies of 
benzodiazepine efficacy in the treatment of anxiety have 
been short-term. Maintenance versus withdrawal studies 
similar to those done with neuroleptics and lithium shOuld be 
conducted with patients on long-term benzodiazepine treat- 


ment to justify or refute this practice. 
. 
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THOMAS P. LAUGHREN, M.D. 
Providence, R.I. 


Dr. De Bard Replies 


Sir: Dr. Laughren's cautious appraisal of the possible, al- 
though unproven, long-term efficacy of benzodiazepine 
treatment of severe chronic anxiety, seems basically accu- 
rate. I would note only two areas of disagreement. 

First, minor to moderate physical dependence on ben- 
zodiazepines is common, but severe dependence and there- 
fore withdrawal are rare. In my article I suggested that.the 
common symptoms of restlessness, insomnia, and anxiety 
that occur after discontinuation of diazepam may well be 
withdrawal symptoms rather than the return of the pre- 
treatment anxiety state. The patient we treated suffered the 
more uncommon severe withdrawal syndrome. 

Second, unlike diabetes or hypertension, anxiety is not a 
disease produced by external stimuli and therefore subject to 
cure or remission. How does one regularly check for anxiety 
in a patient unwilling to stop drug treatment for fear of un- 
pleasant withdrawal symptoms? What right does one have to 
subject a patient to the long-term hazards of drug treatment 
when there is ‘‘a lack of data regarding the maintenance effi- 
cacy of benzodiazepines for chronic anxiety’’? I prefer the 
maxim, ‘‘First, do no harm.” 


MARK L. De Barb, M.D. 
Dayton, Ohio 


Observation Room Therapy for Aggressive Adolescents 


Sir: We have developed a method to keep all members of 
an aggressive hospitalized adolescent group present while 
preventing escalation of hostilities. This method could be ap- 
plied to any group therapy room that has a one- way mirror 
and an observation room. 
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We expect the 8 or 9 boys on our inpatient unit for children 
age 12-16 to attend the twice weekly boys’ group. There ere 
usually several boys with a history of violence and/or of im- 
pulsiveness, instigation, and manipulation. When firm limits, 


` interpretation, and appeals to group cohesiveness and peer 


cooperation are not sufficient to maintain order, we found it 
necessary to send one of the boys back to the unit. However, 
this process was reinforcing to some of the boys, who 
wished to get out of the group. Excluding them from the 
group process, when they were already having trouble inte- 


Peng into the group, did not seem therapeutic. 


An unusually volatile mix of boys prompted us to tempo- 
rarily isolate in the observation room those who threatened 
to disrupt the group. We explained the one-way mirror and 
microphone listening arrangements and told the boys that 
anyone who wished to go behind the mirror could do so at 
any time. A disruptive boy who was sent behind the mirror 
was allowed to return to the group only when the staff felt he 
had settled down. At least one staff member accompanied 
‘any patient who went behind the mirror. 

During the first session nearly every boy wandered behind 
the mirror for 5 or 10 minutes; two were sent involuntarily. 
Several boys again went back voluntarily during the second 
session. It took about three group sessions to establish that 
it was a privilege to be in the large group room and not be- 
hind the mirror. Some of the boys said it was a ‘“bummer’’ to 
be behind the mirror, hear what people were saying, and be 
unable to respond. 

By the fourth session, the boys verbalized two themes: 1) 
a concern with how many were left in the main room, 
coupled with attempts to communicate with the ‘‘missing”’ 
ones through the mirror, and 2) feelings of pleasure and satis- 
faction with the constructive direction the remaining group 
was able to take, By the seventh or eighth session, the threat 
of banishment to the observation room was usually sufficient 
to abort disruptive tendencies. 

On one occasion, the threats of others panicked a retarded 
boy who in group meetings yelled nonsense and was scape- 
goated and used by the others to avoid emotional topics. He 
was sent to the observation room partly for his own pro- 
tection and partly to prevent his being used to avoid group 
problems. The rest of the group objected to this and prom- 
Ised to stop scapegoating and exploiting him if he were al- 
lowed to return. 

The flexible use of the observation room for ‘‘time out,” 
isolation, and protection while keeping the youngster in con- 
tact with the rest of the group auditorally and visually seems 
a useful addition to the techniques needed to treat very dis- 
turbed adolescent inpatients in a group. Its success hinges on 
these essential points: 

l. There must be enough staff for both the large group 
room and the observation room. The identified group leader 
should always stay in the group room to emphasize the locus 
of the therapy. 

2. The staff must expect and outlast a period of testing 
while the patients explore the novelty of the observation 
room. Forbidding a patient to go to the observation room 
undermines the entire concept. However, this does not con- 
traindicate interpretations to individual group members that 
they are avoiding hot issues or peer confrontation. 

3. The staff should be supportive in the observation room. 

4. The stat needs to remember that observation room 
time is not punishment but a way of preserving the group and 
salvaging the member's place in it. However, staff members 
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do not need to convince the patients of this nor cef 
procedure. 

5. When the patient returns to the large groyf room, the 


staff should help him assume a nondestructive role. 


L. EUGENE ARNOLD, M.ED., M.D. 
HERMAN A. TOLBERT, M.D. 
VICTOR J. MOLINARI, PH.D. 

ANN Pass, R.N? 
Columbus, Chio 


Investigating the Effects of Combat 


Sir: In ‘‘Depression in Viet Nam Veterans and Civilian 
Controis” (April 1979, Special Issue) John E. Helzer, M.D., 
and associates stated that after their three-year follow-up of 
combat veterans and nonveterans they found no significant 
difference in the degree of depression experienced by the 
two groups. In a study designed to determine whether com- 
bat causes depression, one wonders whether the authors 
have not misdirected their inquiry into the war's impact on 
veterans. 

One suspects that such a catastrophic event affected veter- 
ans profoundly, influencing the quality of their lives and their 
level of adaptation. Does the veteran continue to think about 
his experience a great deal? Has he attempted to integrate 
his experience, or does he attempt to deny it? Is it too painful 
to think about? Does he feel his life has been al:ered im- 
measurably in a direction of pain and unhappiness? 

It is commonly assumed that the Viet Nam War affected 
veterans tremendously and left deep psychological scars. 
Perhaps different questions need to be asked before we can 
really know the impact of combat on soldiers. 


PAUL PERRY, M.D. 
New York, N.Y. 


Drs. Helzer and Robins Reply 


SIR: Dr. Perry thinks we may have misdirected cur inquiry 
about the psychological impact of the Viet Nam War by at- 
tempting to relate combat experiences to later depression 
among veterans. We think not. 

Depressive symptoms commonly follow stressful life 
events (1, 2). Thus it would seem that inquiry about depres- 
sion is one reasonable way of assessing the impact of combat 
on veterans. In a previous follow-up of these veterans 9 
months after their return from Viet Nam, we found that com- 
batants did indeed report significantly more depressive 
symptoms than did noncombatants (3). 

As Dr. Perry pointed out, the impact of the war on its vet- 


 erans is multifaceted. Our paper dealt with only one facet, 


but a definable and important one. We are currently looking 
at a number of other areas, such as unemployment. divorce, 
drinking, illicit drug use, and violence, by comparing veter- 
ans with a matched group of nonveterans. So far we have 
found only minor differences between the veterans and non- 
veterans regarding these problems 3 years after Viet Nam. 
For example, Viet Nam veterans use more illicit drugs but 
are not excessively dependent on drugs; they have had 
somewhat more arrests, but only for misdemeanors; and 
they report somewhat more fighting, but no excess arrests | 





3 years after Viet Nam show little evidence of 
more serious maladjustment compared with nonveterans. 
However, our data cannot answer some of the questions Dr. 
Perry asked, such as whether the veterans attempted to in- 
tegrate their Viet Nam experiences. 

One investigation cannot address every aspect of such a 
complex issue. Our study did explore some issues not yet 
examined in veterans, e.g., the prevalence of postwar prob- 
lems. Dr. Perry pointed out the common assumption that the 
Viet Nam War left deep psychological scars. The war af- 
fected some veterans profoundly. But in the absence of other 
studies that compare the psychological status of a random 
sample of veterans with matched control subjects, anecdotes 
remain the only basis for these assumptions. We welcome 
studies that would systematically address the additional is- 
sues that Dr. Perry raised. 
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JOHN E. HELZER, M.D. 


LEE N. Rosins, PH.D. 
St. Louis, Mo. 


More on the Psychoanalyst at Mid-Career 


Sin: I read ‘‘A Psychoanalyst Reports at Mid-Career'' by 


John E. Gedo, M.D. (May 1979 issue) with mixed emotions. | 


I experience a certain pleasure hearing a respected therapist 
refiect on his practice, particularly when his observations are 
based on the lengthy exposure to patients that is virtually 
exclusive to psychoanalysis or longitudinal research. Our lit- 
erature is full of studies reporting 6-week or 6-month out- 
come of treatment with a psychotropic medication, group 
therapy, or brief therapy. Such studies often miss the rich- 
ness of human behavior that a less product-oriented, more 
intensive involvement with the patient provides. 

However, I was disappointed by Dr. Gedo’s seemingly 
casual attitude toward the rules of evidence. If psychoanaly- 
sis is poetry, as a venerable psychoanalyst recently said, 
then subjective impressions are enough. But if psychoanaly- 
sis is a scientific enterprise, more objective findings are es- 
sential. No matter how pleasurable or interesting are the 
words of an observer of the human condition, the scientific 
reader cannot be satisfied with the implied assurance, ‘‘ You 
can believe me.” 

I cannot consider Dr. Gedo’s article separately from its 
context, one in which the future of psychotherapy as a signif- 
icant aspect of American psychiatry is at issue for many rea- 
sons. Among these are the burgeoning knowledge in the 
areas of biological psychiatry and psychophermacology; in- 
creasing evidence for the efficacy of therapeutic inter- 
ventions for specified problems, including behavior modifi- 
cation, biofeedback, and family therapy; the claims of other 
_ disciplines to provide the same or better kinds of psychologi- 
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cal interventions at less cost; and the skepticism of public 
and private underwriters of the health care system about the 
cost-effectiveness of psychotherapy. Evidence has accumu- 
lated in the scientific literature that would seem to justify a. 
cautious optimism about the efficacy of psychotherapy. But 
where is psychoanalysis in this contemporary context? . 

Dr. Gedo’s article only briefly mentioned scientific meth- 
odology. He remarks, ‘‘Obviously, this is a matter of judg- 
ment; only a formal follow-up study of long-term perform- 
ance after termination can substantiate its validity'' (p. 648). 
Dr. Gedo's judgment regarding outcome includes the fdeaw, 
that, in the absence of systematic follow-up of his patients, 
no news is good news. How long will it be before public 
rs, department chairmen, third-party 
payors, and all individuals dedicated to making psychiatry a 
more scientific discipline simply dismiss such evidence out- 
of-hand? I believe psychoanalysis is the treatment of choice 
for certain individuals. This belief does not excuse psycho- 
analysis from adhering to the rules of evidence and scientific, 
methodology. Without such an approach, the outlook for 
psychoanalysis in American psychiatry is even more uncer- 
tain than the as yet undecided role of psychotherapy. 


RONALD A. MOLINE, M.D. 
Chicago, Ill. 


Sir: Dr. John Gedo’s modest description of his clinical ex- 
perience in ‘‘A Psychoanalyst Reports at Mid-Career'' high- 
lights a number of basic issues in this time of professional 
and political confusion. These include the effectiveness of 
therapeutic psychoanalysis when the treatment is conducted 
by a competent analyst, the folly of guessing about prog- 
nosis after a few interviews, and the important correlation 
between therapeutic results and the therapist's experience, 
skill, training,.and ‘‘total immersion” in refining a particular 
set of therapeutic skills. This belies the assumption by so- 
cial planners and other third parties that all ‘‘providers’’ 
can be regarded as equals and that years of study and'ex- 
perience in psychotherapy are unnecessary if the provider 
has good intentions or is simply a nice person. 

Finally, while statistical and phenomenologic diagnoses 
may have value in some areas of psychiatric practice, they 
are meaningless when applied to individuals who might be 
helped by psychoanalysis. 

The Journals publication of Dr. Gedo's paper demon- 
strates the kind of evenhanded editoral policy that one ex- 
pects of a scientific, professional organization. 


GEORGE H. KLUMPNER, M.D. 
Qak Park, Il. 


Dr. Gedo Replies . 


Sir: I fully agree with Dr. Klumpner that any therapeutic 
method is only as good as the person performing the work. I 
also share Dr. Moline’s distress about my inability to docu- 
ment just how good I really am. But I plead innocent to Dr. 
Moline’s charge that I have a casual attitude toward the rules 
of evidence: it is precisely because I do not have the kind of 
data he demands that I wrote a report called ‘‘modest’’ in 
Dr. Klumpner's generous assessment. I am firmly com- 
mitted to psychoanalysis as a scientific enterprise. I have 
consistently supported properly designed follow-up studies. 
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Most methodologists would agree that the therapist is not 
optimally suited to perform such studies of his own clinical 
work. I have not asked the reader to "believe me," as Dr. 
Moline suggests, but only to consider my impressions and 
'the therapeutic outlook they have engendered. 

My outlook does not underestimate the difficulty of alter- 
ing mental functioning; consequently, it is not very popular 
within*eur profession. It implies that mental health is a com- 
modity too expensive for the public purse. 


. JOHN E. GEpo, M.D. 
Chicago, Ill. 


Replication in Studies of the Insanity Plea 


SIR: We take issue with the misleading reference to our 
paper made by Richard A. Pasewark, Ph.D., and associates 
in "Characteristics and Disposition of Persons Found Not 
Guilty by Reason of Insanity in New York State, 1971-1976” 
(May 1979 issue). Our study (1) examined the records of all 
persons accused of homicide in Albany County in the period 
1963-1975. We compared this period with 1969-1975, a peri- 
od subsequent to the establishment in Albany County of a 
community-based psychiatric facility. We reported a signifi- 
cant increase in numbers of persons found not guilty by rea- 
son of insanity and in persons found guilty who also had a 
history of mental illness. Although we did point out the im- 
plications our findings held for community psychiatry, we 
cautioned specifically, both in that paper and in a follow-up 
article, against drawing sweeping conclusions. To quote 
from our articles: ‘‘Replication of the study in other areas, 
particularly those with high crime rates, might yield different 
results” (1). Before drawing any sweeping conclusions... 
the methodology should be repeated in other areas to deter- 
mine whether the apparent increase in violent crime is in- 
deed a trend" (2). 

We, too, were distressed by the findings in Albany County 
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and have urged replication. We would be happy to leer 
our results represented a singular situation rather 
alarming trend. 

Dr. Pasewark and associates suggestec that it is in- 
appropriate to extend a generalization from Albany County 
to the rest of New York State. However, they also indicated 
that there is variation among all the counties in the state. Are 
we also to assume that Kings County, which had an acquittal 
by reason of insanity rate of .05, is too atyp:cal for general- 
ization? Without measures of central tendency and appropri- 
ate statistical analysis, the suggestion that Albany County is 
too atypical for generalization is merely a personal opinion. 
Regarding the presumed atypicality of Albany County, I 
would point out the resemblance between our data (2) and 
those of Dr. Pasewark and associates on the ¿ge range of the 
population and on the relationship to the victim. Since the 
data were available, a breakdown of the number of individ- 
uals for each offense who had a history of psychiatric nospi- 
talization would have been extremely valuable. ! 
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Correction 


In the December 1979 table of contents, the article be- 
ginning on page 1540, by Elissa P. Benedek and Richard 
S. Benedek, should be titled, "Joint Custody: Solution or 
Illusion?" The staff regrets this error. 
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Individual Psychotherapy and the Science of Psychodynamics, 
by David H. Malan, D.M. Boston, Mass., Butterworths, 
1979, 257 pp., $16.95. 


In this excellent and instructive work, the author, a psy- 
choanalyst at the Tavistock Clinic and a pioneer in the field 
of brief dynamic psychotherapy, presents a sequential de- 
scription of the principles of dynamic psychotherapy and 
“the science of psychodynamics." A unique feature of his 
presentátión is that, to buttress his exposition, every step of 
the way is enlivened by a rich array of fascinating clinical 
vignettes. 

Although the material is presented in an engaging and al- 
most conversational manner that makes it particularly suit- 
able for trainees, its level of sophistication is such that even 
experienced psychotherapists will find it rewarding. The fo- 
cus of the book is on documenting the clinical evidence for 
the existence of repression and of unconscious mechanisms 
of defense. The author considers one of the central tasks of 
dvnamic psychotherapy to be the interpretation of what he 
calls the ‘triangle of conflict," which consists of 1) "devices 
adopted for avoiding mental pain, conflict, or unacceptable 
feelings (the defence)," 2) ‘‘the feared consequences of ex- 
pressing these hidden feelings (the anxiety), and 3) “the 
nature of the hidden feclings themselves." Although Malan 
places greater emphasis on the importance of insight in ef- 
fecting therapeutic change than recent research on the na- 
ture of the psychotherapeutic process would seem to justi- 
fy, his clinical examples are persuasive and enlightening. 

The author presents descriptions of the psychodynamic 
factors underlying sexual problems in women, problems of 
masculinity in men, depression, regression, obsessional phe- 
nomena, and the transference relationship with the therapist. 
He also devotes several chapters to a discussion of how to 
assess whether patients are suitable for dynamic psychother- 
apy and to problems encountered in the beginning, middle, 
and later phases of therapy as well as termination itself. 

Malan is deeply committed to the basic psychoanalyuc 
principles of transference, conflict, repression, and uncon- 
scious mechanisms of defense as ‘‘scientific facts" solidly 
grounded in clinical observations. However, he rejects much 
of the metaphysical superstructure of classical analytic theo- 
ry, particularly the libido theory and the concept of "oral, 
anal, and genital," which he considers *'oversimplifications 
based on a narrow and unsatisfactory view of human in- 
3tincts.”’ 

Malan is also quite objective in admitting the limitations of 
dynamic psychotherary, particularly its applicability to only 
a ''small proportion of the total psychiatric population,” and 
he recognizes that for many patients other techniques, alone 
or in combination with dynamic psychotherapy, may be 
needed. Among these he lists Gestalt techniques, techniques 
of encounter groups, and techniques of behavior therapy. He 
considers behavicr therapy ''the most important new form of 

therapy to emerge in the last two decades.” Regardless of 
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the therapeutic approach used, however, the author insists 
(and I heartily concur) that the understanding provided by a 
sound grasp of psychodynamic principles should be an zs- *« 
sential component of every therapist’s equipment. 


Jupp MARMOR, M.D. 
Los Angeles, Calif. 


The Death of the Asylum: A Critical Study of State Hospital 
Management, Services, and Care, by John A. Talbott, M.D.« 
New York, N.Y., Grune & Stratton (Harcourt Brace Jovamo- 
vich), 1978, 174 pp., $22.50. 


"State hospitals as they are currently constituted do not 
work, seem designed not to work, and have never worked." 
This is the thesis John Talbott develops and defends in his 
book. Forced to abide by rules that would drive any business 
into bankruptcy, the state hospital's only accomplishment, 
dubious as it may be, is its ability to survive. Unfortunately, 
it survives, not as a hospital in any sense, but as a warehcuse 
that provides neither excellent treatment nor excellent zus- 
todial care. The state hospital serves a function for society 
rather than for its patients. Society asks no more of it. In 
turn, it gives no more than is asked. It is forced to live w-thin 
a bureaucracy that is insensitive to the needs of its patents 
and to abide by civil service laws that ensure the employ- 
ment of staff who are poorly paid, often poorly trained, and 
largely unappreciated. 

The physical facilities in which staff and patients are 
forced to work or live are usually antiquated, isolated, and 
so geographically and psychologically remote from the main- 
stream of the health care sector and the community that 
when treatment occurs at all it is as poor as it is irrelevant. 
State hospital administrators are constantly forced into 
choices between undesirable alternatives. Managemert by 
crisis is the order of the day. When good staff can bz at- 
tracted into the system they find themselves in a losing tattle 
against despair, cynicism, or the need to leave the system 
altogether. At all levels, state hospital administrators are giv- 
en overwhelming responsibility without either authority or 
resources. The state hospital’s vulnerability to political and 
economic pressures has resulted over the years in a cycle of 
underfunding, overregulation, misdirection, and scandalous 
inadequacies. In addition to all of their realistic external 
problems, there is in the fabric of the institution at all levels a 
tendency to maintain its custodial orientation: ''"This pres- 
sure, from society, the professions, and the mental L-ealth 
system itself for retention of its traditional custodial rcle by 
state hospitals is overwhelming evidence of our wish tc keep 
things as they are” (p. 104). Compounding this inertia is the 
lack of any strong, organized advocacy for the mentzlly ill 
that could serve as a countervailing force. The inevitable re- 
sult is that the chronically mentally ill continue to live in ab- 
ject poverty and utter abandonment. 
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Having delineated in detail just why state hospitals do not 
function effectively, Talbott concludes the first section of his 
book with the statement that "continuing the charade of ex- 
pecting state facilities to take care of the seriously and 

' chronically mentally ill without adequate resources and then 
scapegoating them for their failures to do so is neither in the 
public's nor the patient's interest’’ (p. 71). He then goes on 
to diseuss and ultimately reject four possible alternatives to 
the current state hospital dilemma. 

The first alternative is the "conservative solution": make 
sorge minor improvements but basically maintain the status 
quo. Talbott rejects this alternative as solving nothing. 
“What is certain,” he states, ‘‘is that business as usual will 
worsen the situation for thousands of chronic mental pa- 
tients." 

The second alternative is the ‘‘reformist solution." This 
would require a fundamental reform of stultifying personnel 
policies, anachronistic civil service laws, antiquated budget 
procedures, custodial staffing patterns, low salary scales, 

“outmoded physical plants, and inefficient administrative 

structures. Talbott concludes his discussion of this option by 
stating that ‘‘despite the argument that state hospitals ought 
to be given a fair chance before they are abandoned. it seems 
clear that without a total push aimed at remedying all of their 
deficiencies, they will never succeed."' Unfortunately, how- 
ever, "the massive investment of money, energy aud time 
needed to bring about this reform will probably not appeal to 
enough persons to have it become a vital force" (p. 138). 
Talbott goes on to say that it is clear to anyone who has had 
contact with state hospitals that this reformist solution re- 
quires the most fundamental changes inside and outs:de the 
state hos»ital and for that reason is unlikely to occur. 

The third alternative is the ‘‘pragmatic solution."' It basi- 
cally requires a change in the role and function of the state 
hospital without requiring a fundamental alteration of its in- 
ternal and external underpinnings. Although this alternative 
is appealing to some because it does not radically alter the 
status quo, it would not change the kind of care that has been 
associated with the state hospital. Thus, according to Tal- 
bott, the factors that make this solution politically possible 
also make it relatively worthless. 

The last alternative is the “radical solution”: closing the 
state hospital. Talbott says that the virtue of this solution is 
the promise of finally being rid of a completely bankrupt sys- 
tem of care. He believes, however, that ‘the backlash 
against this solution and the failure to provide adequate and 
effective community alternatives to state mental hospitals 
have probably doomed its viability as an option at this 
point’ (p. 148). 

In this section of his book, then, Talbott successively pro- 
poses and criticizes the conservative solution as maintaining 
the problems of the status quo, the reformist solution as un- 
realistic though desirable, the pragmatic solution as a change 
in form but not in substance, and the radical solution as un- 
desirable because it wil] be done poorly and will be impos- 
sible to effect given the coalition of forces against it. Having 
rejected each of these solutions in turn, the author turns his 
attention to a discussion of guidelines in a chapter titled 
"Guidelines, Not Solutions." These guidelines, he says, 
should underlie any approach to improving the state hospital 
and the lot of the chronic mental patient. Beginning with the 
idea that the patient must be at the center of all his guide- 
lines, Talbott calls for a radical change in the patterns of 
funding for services for the chronically mentally ill, a shift in 
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attitudes toward this population, an improved chan 
cess, a new kind of clinical and administrative leadgf 
the mental health system, improved accountabil of service 
programs, and the development of an organizéd public con- 
stituency for the chronically and severely mentally ill. 

There is no question that this excellent boak is an impor- 
tant contribution to the psycLiatric and socia. science litera- 
ture. Its strength lies in its careful and persuasive delineation 
of the factors that make state hospitals a failure. Talbott 
clearly illustrates that state hospitals are a! the mercy of 
powerful external and internal economic, social, political, 
and administrative forces militating against the humane 
treatment of their patients. These forces, hes asserts, are 
unyielding. However, it is at this point that Talbott's logic 
begins to falter. Having led the reader to tre inescapable 
conclusion that the state hospital can never function proper- 
ly as it is currently designed and having despaired of the pos- 
sibility that it can ever be trulv reformed or cFanged, he pro- 
ceeds to reject the only conclusion to which his own in- 
exorable logic has led: the state hospital must be abolished 
and replaced with an altogether different svstem of care. 
Moreover, he presents his rejection of that solution in such a 
perfunctory and inconsistent manner that it is Zifficult for the 
reader to draw his or her own conclusion abcut its wisdom, 
desirability, or practicality. 

Whether or not one believes that this radizal solution to 
the unyielding problems of the state hospital is desirable or 
possible, it is my opinion that both the expectations gener- 
ated by the title of the book and the directicn of Talbott's 
persuasive logic require that this potential solution be more 
thoughtfully treated instead of being dismissed. Moreover, 
since Talbott rejects this and all other possiole alternative 
solutions to the problems of the state hospital, his ''Guide- 
lines, Not Solutions,” although interesting and provocative, 
are puzzling. Earlier in the book he rejects :he possibility 
that the state hospital could be significantly improved. In this 
chapter he contradicts this rejection by aiming his guide- 
lines toward improving the state hospital. In addition, it is 
not clear what purpose is served by guidelines when all pos- 
sible solutions to which they might lead have been syste- 
matically rejected. Finally, Talbott seems to prepose and then 
accept guidelines that are neither more nor less realistic than 
some of the alternative solutions he rejects. 

Despite these considerations, I warmly recommend this 
book. It is thoughtful, provocative, and illuminating. The au- 
thor's personal practical experience in dealirg with ail as- 
pects of the system he describes so well gives the book a 
depth and persuasiveness that is rare in the social science 
literature. No one can read this volume without the sense 
that the author is grappling w:th some of the most difficult 
problems in the mental health field. 


ROBERT L. OKIN, M.D. 
Boston, Mass. 


The Psychological World of the Juvenile Delingient, by Dan- 
iel Offer, Richard C. Marohn, and Eric Ostro;. New York, 
N.Y., Basic Books, 1979, 214 pp., $15.00. 


This book is well titled in that its main contribution is an 
in-depth approach to the underlying dynamics of delinquent 
adolescents. Using as its base the detailed study of 55 hospi- 
talized delinquent boys, it provides a greater legree of un- 
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whether they have formulated a new theory on the etiology, 
treatment, and prevencion of juvenile delinquency with a 
definite no. ‘‘We are er piricists,’’ they say, pointing out that 
in their opinion, ‘‘the first priority for investigation . . . is to 
collect more reliable ar.d valid data.” 

"The data they have zollected from extensive testing and 
minute observation of their inpatient group add considerably 
. to our knowledge. The» have shown us a way to predict but 
not to explain violent behavior through the administration of 
the Adolescent Behavior Check List and the interpretation 
of responses to the Rorschach. They found that their sub- 
jects showed more init:ative and creativity than normal sub- 
jects. In addition, the authors distinguish four distinct cate- 
gories of delinquents and süggest the treatment methods 
most likely to succeec for each. The depressed borderline 
delinquent responds test to insight-oriented therapy. The 
empty borderline patiezt is most difficult to treat, more likely 
to develop transient psychotic episodes, and usually needs 
rsychotropic medication. The impulsive delinquent re- 
sponds best to milieu therapy and limit setting. Finally, those 
classified as narcissist-c need the help of professional staff 
and therapist to regulate their self-esteem. 

This book reviews the literature in a narrative manner and 
is bluntly critical of scme theories and the studies that pur- 
port to validate them. The authors admit to purposely avoid- 
ing discussion of social, economic, and ethnic factors. In- 
stead, they feel that they have ‘‘added clinical and psycho- 
logical depth to the findings presented in other case studies." ' 
Indeed they have. 


GRAHAM B. BLAINE, JR., M.D. 
. Cambridge, Mass. ` 


Task Force Report 14: Electroconvulsive Therapy, by the 
American Psychiatric Association Task Force on Elec- 
iroconvulsive Therapy. Washington, D.C., APA, 1978, 200 
pp., $7.50 (paper). 


Stimulated by professional controversies over the use of 
ECT, the public’s negative reactions, and the heavy burden 
of regulation now surrounding its administration, APA com- 
missioned a comprehensive review of the present status of 
ECT by a carefully chosen group of experts. A similar re- 
view was undertaker at the behest of the Department of 
Mental Health of Mzssachusetts in 1973 (1). Both reports 
were produced under :he chairmanship of Fred H. Frankel, a 
wise, thoughtful, and objective psychiatrist. The other APA 
task force members, who must be commended for a first- 
class job, were T. Gecrge Bidder, Max Fink, Michel R. Man- 
. del, Iver F. Small, George J. Wayne, Larry R. Squire, Ed- 
ward N. Dutton, and Lee Gurel. Together, they have amply 
demonstrated what a fine and balanced study APA can gen- 
erate in evaluating current therapies. The report is much 
more satisfying than the superficial examination of this com- 
plicated technical field by some mission-minded legislators. 

The review begins with a report of a survey of the opinions 
of APA members on the use of ECT. About 6796 of the re- 
spondents had some degree of favorable attitude toward it, 
83% believed that any psychiatric institution claiming to of- 
. fer comprehensive care should be equipped to provide ECT, 
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41% felt that ECT is likely to produce slight or subtle brain 
damage, and 5796 felt that ECT should not be administered 
to children 16 years old or younger. A vast majority (86%) 
rated ECT appropriate for major depression. The respond-_ 
ents expressed satisfaction with the results in 8326 of pa- 
tients treated, and 92% of the respondents reported that 
none of their patients were permanently unable to perform 
specific vocational tasks after receiving ECT. E, 

Successive chapters deal with the efficacy of ECT in af- 
fective disorders and schizophrenia; adverse effects of. ECT 
on memory and on the nervous system; methods of admsnis- 
tration; physiological and biochemical concomitants; social 
ethical, and legal aspects; training and education; future re- 
search; and, finally, a summary of recommendations. The 
appendix includes a useful format for obtaining informed 
consent and a copy of the questionnaire used in the survey. 

A masterful review of the literature accompanies each 
chapter. Controversial areas, such as the question of short- 
and long-term memory damage and possible brain damage, 
are thoroughly and objectively examined. Legal and ethical 
factors that have recently complicated the administration of 
ECT and, in some instances, sharply limited its prescription, 
are considered in depth. The analysis of the recent California 
statute virtually restricting the use of ECT to a small number 
of physicians willing to abide by its many regulations is 
thoughtful and will be supported by a large number of so- 
phisticated physicians. i 

The task force report goes into detail on the clinical, bio- 
chemical, and physiological chánges accompanying electri- 
cally induced convulsions as well as the changes accom- 
panying suppressed seizures—the current practice in admin- 
istration of ECT. Some clues as to the physiochemical bases 
for the efficacy of ECT are suggested, but although hypothe- 
ses abound, the etiology of ECT clinical cures remains ob- 
scure. 

APA and its task force deserve much praise for a careful, 
exhaustive, and judicious review of the field. I know of no 
other statement that approaches this one in comprehensive- 
ness and excellence. Every psychiatrist and trainee should 
be encouraged to read it. Program directors should ask 
whether ECT is being used according to its obvious merits; 
they should also ask whether trainees in psychiatry are being 
adequately taught both the theory and the practice of ECT. 
This document could also be of great value to judicious legis- 
lators interested in a total evaluation of ECT rather than pro- 
hibitive regulation motivated by often unfounded anxieties. 
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Future Issue in Health Care: Social Policy and the Rationing of 
Medical Services, by David Mechanic. New York, N.Y., Free 
Press (Macmillan Publishing Co.), 1979, 188 pp., $13.95. 


Contrary to the implications of its title, this book is con- 
cerned more with an assessment of current health policies 
than with predicting what directions they will take in the fu- 
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' ture. Nonetheless, it is a succinct and readable survey of the 


economics of health care in the United States. Its relative 
brevity permits the author to examine a wide array of prob- 
lems and vossible solutions under the same glass. The per- 
spective thus given the reader is one that most health plan- 
ners and policy makers have yet to gain. 

Méchanic demonstrates that rationing of medical care is 
already.firmly established. There is disagreement only on 
what to call it (because the term seems too bitter a pill for 
either planner or potential patient to swallow) and on how to 
make it work more effectively than it has to date. Two types 

*of rationing can be distinguished: 1) implicit rationing, which 
involves limiting such resources as number of beds, number 
of specialists, or number of dollars and forces the physician 
to decide which patient gets what part of the services avail- 
able, and 2) explicit rationing, which involves administrative 
decisions that determine what will and what will not be cov- 
ered in a health care plan. Neither one works very well, but 
they barelv work at all when combined haphazardly and ap- 
ptied inconsistently on the basis of assumptions that are 
largely unfounded. As the author points out, “In trying to 
preserve the mirage of a ‘private medical-care sector’ we 
have deveioped more regulation and cumbersome bureau- 
cratic procedures than would be necessary for a completely 
nationalized system'' (p. 8). 

Among the particular problems that continue to elude reg- 
ulatory nets are 1) the rising demand for medical care that 
bears little relationship to its efficacy, 2) conflicts between 
health-promoting behavior and other social goals or personal 
needs, 3) the degree of social control to be exerted over indi- 
vidual preferences, 4) the number of new providers created 
by any advance in technology or development of al:ernate 
forms of care, 5) imposing standards without eliminating the 
very resource they were designed to improve, 6) the absurdi- 
ties and injustices created by standardization and centraliza- 
tion, and 7} the profligate squandering of medical capital on 
bureaucracy's obsession with systems, counting, and forms. 

The mos: important future problem is long-term care for 
the mentally ill and the elderly. The social technologies in- 
volved are still in their developmental stage; they will need 
more stable funding and greater efforts for their coordination 
with the medical sector if they are to do an adequa-e job. 
Needed also is continuing evaluation of the advantages of 
traditional patterns of psychiatric care as compared with oth- 
er alternatives, such as community support systems and edu- 
cational and rehabilitative models. Finally, the growing ten- 
dency to "medicalize" any number of society's ills and 
everyday headaches in living requires a definition of the 
boundaries of mental illness and a delineation of the roles of 
those who will care for the mentally ill. This book poses the 
questions; the profession must seek the answers. 


ROBERT J. CAMPBELL, M.D. 
New York, N.Y. 


Behavior Therapy: Toward an Applied Clinical Science, bv W. 
Stewart Agras, Alan E. Kazdin, and G. Terence Wilson. San 
Francisco, Calif., W.H. Freeman and Co., 1979, 167 pp., 
$12.00. 


This incisive little book is an outgrowth of a project at the 
Center for Advanced Study in the Behavioral Sciences to 
evaluate the current status of outcome research bearing on 
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behavior therapy. Three of the seven original rellows offne .. 


project authored the present volume; all are outstanding be- 
havioral scientists who have been major contr:bujers to the’ 
development of behavior therapy and behavior módifcation. 

This book is most timely because of the current, long 
overdue interest in the assessment of the relative efficacy of 
various forms of psychotherapy. Although the focus of the 
book is the development and assessment of behavioral pro- 
cedures, it also addresses the broader field of psychological 
treatments in general. 

The volume begins appropriately with a description of the 
basic concepts and characteristics of behavior modification 
therapy. The authors point out that the whole concept of be- 
havior therapy has grown in recent years so that a number of 
overlapping and complementary approaches can be cefined. 
They identify four of these, which differ in emphasis and the 
kinds of problems to which they are usually applied. 

The first approach, applied behavior analysis, is rooted in 
the experimental procedures and terminology of Skinner. 
The emphasis here is on the modification of overt behavior in 
applied settings using operant conditioning procedures. Ex- 
amples of this approach are improving the social functioning 
of institutionalized psychotic or retarded people, the rehabil- 
itation of disturbed adolescents, and the removal of specific 
habit disturbances in outpatients. The second approach is 
the neobehavioristic mediational S-R model, which is identi- 
fied with the basic research of Eysenck and the development 
of clinical applications of Wolpe. Here classical (Pavlovian) 
conditioning is stressed as well as courterconditioning. Clas- 
sical neurotic disorders have possibly been the most fre- 
quent targets of these procedures. The third approach identi- 
fied is social learning theory and is associated with the name 
of Bandura. This approach emphasizes the idea that psycho- 
logical functioning is the product of the reciprocal inter- 
action among three interlocking sets of influences: behavior, 
cognitive processes, and the environment. A wide range of 
human disorders has been conceptualized and treated within 
this framework, including habit disturbances anc the classi- 
cal neuroses. The final approach is cognitive behavior modi- 
fication and is associated especially with Beck and Meichen- 
baum. Here the cognitions of the patient are given center 
stage and are the immediate focus of psychotherapettic in- 
tervention. This approach is epitomized by the treatment of 
depression. The patient is helped to identify, examine, and 
correct faulty or distorted ideas about himself, others, and 
the world. A wide range of psychiatric disorders has been 
treated by these procedures as well. 

The four categories of procedures are not mutually exclu- 
sive. Indeed, behavioral clinicians are usually knowledge- 
able of them all, and many procedures are often necessary in 
the treatment of an individual patient. Despite the diversity 
apparent in these approaches, all share common elements 
and assumptions that make them part of the growing behav- 
ioral tradition. These include an emphasis on the current de- 
terminants of behavior (rather than analyses of possible his- 
torical antecedents), specificity in behavioral assessment 
and treatment (the person is best understood and described 
from a clinical point of view by what he does in a particular 
situation), the treatment program is individually tailored to 
the needs of the individual patient, and :he procedures them- 
selves as well as the conceptual framework in which they are 
seen are stated explicitly and in a form that makes experi- 
mental verification possible. 

The principal focus of the book is the issue of assessment: 
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ho*wdoes one determine the efficacy of particular psycho- 
therapeutic procedures and what is the evidence for the ef- 
feetivenesa of various behavior therapy procedures at this 
time? The Specificity that characterizes the behavioral ap- 
proach in general— identifying the problem to be treated, de- 
signing and implementing the treatment intervention, for ex- 
ample—also characterizes the evaluation of treatment re- 
sults. The question asked is, What is the relative efficacy of 
various well-specified procedures (including placebo treat- 
ments in some studies) for the treatment of well-specified 
disorders. The evidence for the effectiveness of a wide range 
of behavior therapy procedures for a corresponding wide 
range of disorders is impressive. 

There have been several attempts to compare behavioral 
procedures with other forms of psychotherapy (e.g., dynam- 
ically oriented psychotherapy) for groups of patients. A limi- 
tation of much of this research is that treatment procedures 
have usually been poorly specified or global in nature and the 
procedures have been applied to heterogeneous disorders. 
The authors argue that this accounts for the frequent and 
misleading finding of little or no differences among the treat- 
ment procedures. Thev argue that these features of conven- 
tional clinical outcome research tend to blur differences in 
general and lead to the premature and unwarranted con- 
clusion that everything works about equally well. In fact, 
none of the comparative studies published to date show be- 
havior therapy to be inferior to nonbehavioral psychothera- 
py in the studies of heterogeneous disorders. They have of- 
ten shown behavior therapy to be marginally or substantially 
more effective than the alternative psychotherapeutic inter- 
ventions. The authors believe that real progress in this field 
requires more sophisticated research designs, better and 
more comprehensive methods of assessing clinical status, 
and much better specification of the treatment procedures as 
well as the clinical conditions being treated. They also stress 
the fact that one must differentiate among the initial induc- 
tion of therapeutic change, its transfer to the natural environ- 
ment, and its maintenance over time. It happens that a major 
emphasis in treatment research in behavior therapy is cur- 
rently directed at the crucial problems of generalization of 
the benefit of treatment to the natural ecology of the patient 
and its persistence over a substantial period of time. 

The volume ends with a succinct set of recommendations 
for service delivery, training, and research that follow from 
the previous discussion. This is an excellent book and an 
important one. It is particularly important reading for those 
who propose-to conduct clinical outcome research involving 
psychological treatments—and the people who evaluate the 
research grant applications for agencies that fund much of 
the research in this area. 


JOHN PAUL BRADY, M.D. 
Philadelphia, Pa. 


Community Care for the Mentally Disabled, edited by J.K. 
Wing and Rolf Olsen. New York, N.Y., Oxford University 
Press, 1979, 185 pp., $12.95 (paper). 


This brief but comprehensive volume brings together the 
more than 25 years of experience of the editors and their 
many co-authors with the issues and problems faced by 
those who attempt to develop effective programs for the 
chronically mentally disabled and the mentally retarded. The 
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recommendations provided are particularly helpful because 
they are derived from empirical studies, many of them longi- 
tudinal, that have explored alternative’ approaches to this 
problem. Furthermore, although all the studies reported 
were conducted in Great Britain, their results are still rele- 
vant for mental health care providers in the United States. 

In a chapter titled ‘Schizophrenia and the Family," Kui- 
pers and Priestly present an excellent summary of tbe prob- 
lems faced by parents and spouses who live at home with 
schizophrenic relatives. The research studies cited lead to 
excellent suggestions that can assist health care provjders 
and family members to construct a more supportive home 
environment for people with chronic mental illness. This 
chapter also presents the results of a project that led to the 
formation of a ‘‘self-help group'' consisting of parents and 
other relatives of schizophrenic people. They used a group 
format to reduce individual stresses, which often interfered 
with the relatives’ capacity to give effective assistance to 
people with schizophrenia living in their homes. 

In a chapter titled ‘‘Day Services and the Mentally Ill" 
Edwards and Carter present a comprehensive review of day 
programs in Great Britain. Their report specifically attempts 
to distinguish between day hospitals, where acute treatment 
is provided, and day centers, where the primary com- 
mitment is to social care of people with chronic mental dis- 
ability. Although this conceptual approach is not new, the 
authors point out that the distinction may be more theoreti- 
cal than practical. They present considerable data describing 
the similarities and differences between these two settings 
but leave unanswered the question as to whether further at- 
tempts to distinguish between these two types of day settings 
should be pursued or the potential negative repercussions for 
staff and patients should lead to a change in this approach. In 
view of the directions taken by many day programs in the 
United States, the information provided and the questions 
raised in this chapter should be of substantive interest to 
those involved with day treatment services here. 

In "Residential Care for the Mentally Disabled" Ryan 
provides considerable information regarding the purposes 
and characteristics of a variety of residential settings, :nclud- 
ing short-stay hostels, long-stay hostels, and group homes. 
Ryan's descriptions and comparisons of these settings can 
provide assistance to those who determine differentia! selec- 
tion criteria for people with chronic mental disability who 
require residential care. 

Of somewhat less value to providers of health care in the 
United States is Leach's chapter, ‘‘Providing for the Desti- 
tute." He reviews public and private responses in Great 
Britain to the financial and social needs of people with chron- 
ic mental disability who do not have sufficient income to sup- 
port themselves. He concludes that efforts by non- 
government organizations in this area appear to have been 
more successful than those sponsored bv the government 
but that, on the whole, much still needs to be done if a sup- 
portive social environment is to be created. 

In an especially important chapter, Olsen reviews the in- 
creasing problems encountered in the attempt to provide 


services to elderly mentally disabled people. In his presenta- ` 


tion of this emerging problem, which we are encountering in 
the United States as well, Olsen describes the many impor- 
tant differences in strategic approaches required for this pop- 
ulation in comparison with younger people with chronic 
mental disability. Olsen specifically examines the important 
question of care versus rehabilitation as well as describing 
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current patterns of care and making recommendations for 
the future. 

Of less interest to mental health providers are the chapters 
concerning care to the mentally retarded, The authors pro- 
vide a comprehensive description of the range of services 
with specific emphasis on the problems associated with non- 
hospital residential care for mentally retarded adults. 

The final chapter, by Wing and Olsen, brings together all 
of the suggestions made in the previous chapters and out- 
lines a series of principles for community care that I hope 
will be relevant for the future. The multiple strategy ap- 


* proach delineated is consistent with the goals and objectives 


enunciated by APA's Ad Hoc Task Force on the Chronic 
Mentally IIl. 

I highly recommend this book to those with a primary in- 
terest in the provision of improved care to people with 
chronic mental disability and, in particular, to those who are 
involved in the provision of direct care, either in mental 
health or social service settings. 

ALLAN BEIGEL, M.D. 
Tucson, Ariz. 


States of Mind: Analysis of Change in Psychotherapy, by Mar- 
di J. Horowitz, M.D. New York, N.Y., Plenum Press. 1979, 
276 pp., $22.50. 


A clinician’s attempt to understand a patient begins with 
observation and history taking. Within minutes of embarking 
on the task, one is beset by the problem of how to order and 
conceptualize the mass of observational data that comes at 
once to hand. Countless schemata have been devised in the 
effort to cope with this problem, from mental status forms, 
check lists, and rating scales to sophisticated, comprehen- 
sive case Summary outlines. At best, one often has a sense of 
doing some injustice to the individuality of the patient being 
fitted into an outline, typology, or diagnosis. Segmenting the 
wholeness of human experience into such fragments as part 
processes, object relationships, defensive operations, and 
core conflicts is necessary; yet, like a dissection, it may 
seem to destroy what it seeks to grasp. 

In his famous case histories, Freud solved the problem by 
writing as a novelist, and the continued usefulness of his ac- 
counts after almost a century attests to the wisdom of his 
stylistic choice. Few clinicians qualify for the Goethe prize 
in literature, yet all must capture patients' difficulties and 
trace their changes through the written word. Dr. Horowitz 
offers ‘‘configurational analysis" as a promising method of 
accomplishing this goal. It is an interesting method, even an 
exciting one, in that it takes into account the complexity of a 
personality and the multiplicity of patterns and levels of ex- 
perience within it. 

As the title suggests, there are many states of mind. Horo- 
witz' method begins with the identification of the character- 
istic and problematic ‘‘states’’ experienced by a patient. Of 
course, many ''diagnoses'"' are actually descriptions of states 
of mind: depression, mania, anxiety, and phobia, to mention 
a few. Rather than resorting to these standard labels, Horo- 
witz uses the words of the patient, whose treatment record 
forms the clinical substrate of the book, to describe the pa- 
tient's significant states. Thus, rather than labeling a patient 
"depressed'' or '*withdrawn," he uses the patient's phrase 
"hurt and not working" to capture a particularly painful 
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state. A patient's escape from that state is deszribed net as 
"euphoria" but, as that patient put it, ‘‘tra-lz- la," which 
captures the falseness of her gaiety. 

Each state is associated with a particular view ^ the selfi in 
relation to a particular internal representation of another per- 
son in a complementary state of mind. A constellation of 
ideas is associated with each self-other experience, and ef- 
forts are made internally to ward off those idezs when they 
are painful. Thus the ''configuration" to be analyzed con- 
sists of the state, the self and object images, the conflicting 
ideas, and the processes mobilized to control them until con- 
ditions supervene to bring about a new state. Identifying 
those conditions guides a therapist in helping a patient to 
develop more comfortable and realistic self-imazes and rela- 
tionship models and to integrate dissociated images and rela- 
tionships, that is, to foster structural change. 

At first reading, this book may seem tedious and cumber- 
some with its many detailed diágrams and repetitive working 
over of the case material, a psychotherapy that was com- 
pleted in 12 sessions. However, the text gathers. momentum 
as the research possibilities of the method begin to emerge in 
the final chapters. Horowitz addresses the perennially 
thorny problem of matching patients in order to compare 
their responses to different treatment strategies by suggest- 
ing that we identify characteristic clusters of states. We 
would thus group people in a new typology that nay capture 
characteristic problems emerging under stress, typical vul- 
nerabilities to particular kinds of stress, charactzristic prob- 
lematic role relationships and self-image constellations, spe- 
cific styles of information processing, and ways of respond- 
ing emotionally and defensively to certain ideational 
conflicts. 

This book should be regarded as a preliminary report in 
that it describes a method and demonstrates its applicability 
to the study of a single psychotherapy. Clearly, configura- 
tional analysis is a contribution to the study of therapy pro- 
cesses, whether lengthy psychoanalyzic efforts, brief psy- 
chotherapies, or records of single sessions. It is appplicable 
to any sort of intervention because the issue is 79 study the 
conditions under which states change. Horowitz suggests 
that a Rolfing session could be compared with a transactional 
analysis session, given patients matched for state patterns. 
He acknowledges that much work must be done to flesh out 
the research value of the method. Meanwhile, psychothera- 
py supervisors may find it very useful as a teaching tool. 

Horowitz’ discourse is informed by a scholacly, critical, 
and respectful study of a wide range of psychological view- 
points, including classical psychoanalytic theory, object re- 
lations theory, academic psychology, cybernetics, learning 
theory, behaviorism, ego psychology, and transactional 
analysis. He moves easily among these diverse approaches, 
and his brief critiques and summaries make readirg the theo- 
retical chapters a pleasure. 


ANN HALSELL APPELBAUM, M.D. 
Leawood, Kans. 


Applied Dream Analysis: A Jungian Approach, by Mary Ann 
Mattoon. New York, N.Y., Halsted Press (Jokn Wiley & 
Sons), 1978, 240 pp., $12.50. 


This book provides the reader with a compact summary of 
everything Jung had to say about the nature and function of 
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dreams. In a straightforward step-by-step manner, the au- 
thor presents Jung's ideas with a clarity that Jung himself did 
not'always maintain. Jung's own writings on dreams abound 
with conflicting, even contradictory, statements, which I be- 
lieve were due to his animated engagement with the reader 
about the fascinating pictures and stories thrown up each 
night in dream life. The dream was a living phenomenon to 
Jung, full of the individuality of living things, not easily given 
to"abstract reduction or consistent theorizing, but always 
commanding respectful observation and personal response. 
` From this perspective came Jung's famous statement that a 
dream walks in like an animal and his advice to analysts-in- 
training to learn all they could about dream theory and then 
forget it in the face of each new dream presented by patients. 

Dr. Mattoon has provided a valuable resource book for 
anyone interested in Jungian theory and particularly for 
practitioners working with dreams. In addition to her gather- 
ing Jung's theories about dreams in one place, she adds in- 
sights from her own experience as an analyst; these lend a 
freshness to the text and promise much to those who work 
professionally with dreams. 

Jung is noted for his original hypotheses about the con- 
tent, function, and interpretation of dreams. He understood 
dreams as natural, not as disordered, phenomena, as state- 
ments of psychic facts—attitudes, affects, and complexes in 
the personality —that consciousness needs to take into ac- 
count if it would enlarge. Dreams contain images of personal 
material from a dreamer's past and present day-to-day life 
and cultural contexts and also contain archetypal motifs, im- 
ages that transcend cultural and historical conditioning to ex- 
press universal human experiences. Mattoon arranges all 
these contents of dreams in an orderly fashion that makes 
Jung's breadth of coverage easily accessible to the reader. 

Jung understood the function of dreams to be mainly com- 
pensatory. Dreams present disregarded parts of the psyche 
for the ego's consideration if it wants to move beyond its 
own narrow perspective to take into account the whole of 
the psyche. Dr. Mattcon calls to our attention the useful dis- 
tinction between compensatory dreams that occur to in- 
dicate what is needed for greater wholeness and what Jung 
called ‘‘prospective dreams," those which occur when our 
conscious attitude is unsatisfactory. These dreams point out 
what the dreamer must develop to rectify the situation and 
prompt a move toward that adaptation. Rarely. we are told, 
a dream may function in either a telepathic o7 a prophetic 
way. l 

Jung’s theories about interpreting dreams have been so 
widely accepted over the years that they are now incorporat- 
ed into various schools of depth psychology, often without 
memory of their origin. For example, Jung’s distinction be- 
tween objective and subjective levels of interpretation has 
proved useful to a variety of different theoretical orienta- 
tions. In objective interpretation, the dream figure is taken to 
refer to the dream-object actually dreamed about and the 
dreamer’s attitudes toward that object. Subjectively inter- 
preted, that same dream figure is understood to refer to an 
unconscious aspect of the dreamer’s personality. Jung also 
stressed thorough examination of the context of the dream, a 
point that Dr. Mattoon elaborates on to include the environ- 
mental-cultural context of the associations as well as the 
more purely autobiographical memories. Jung distinguished 
between a reductive-analytic interpretation of a dream— 
tracing its roots to an unconscious complex that needs to be 
_examined consciously—and a synthetic-constructive inter- 
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pretation—one that asks for what purpose, toward what en- 


larging of consciousness the dream has been dreamed, thus 
supporting, as Jung said, "'the realization of a part of the 
personality which. . . is still in the process of becoming" (p. 


127). Finally, Jung felt that the dream makes accessible to : 


consciousness psychic energy that properly received and un- 
derstood can be won over into the conscious business of Iife, 
forwarding and supporting its fulfillment. 

This volume forwards and supports our grasp of the fasci- 
nating subject of dreams in a useful, practical, and engaging. 
way. The author comments on how we can tell when ar, in- 
terpretation is correct (chapter 16) and how we can digest 
long series of dreams with recurrent motifs (chapter 8). I 
would have liked her comments on countertransference phe- 
nomena and dreams, as well as more material relating mod- 
ern dream-research findings to Jung's theories because she is 
an absorbing and authoritative Jungian observer. 


ANN BELFORD UrLANov, PH.D. 
New York, N.Y. * 


C.G. Jung: Word and Image. Bollingen Series 97:2, edited by 
Aniela Jaffe. Princeton, N.J., Princeton University Press, 
1979, 256 pp., $25.00. 


Aniela Jaffe, who worked with Jung from the 1930s until 
his death in 1961, has brought forth a handsome volume 
highlighting Jung's life with photographs, memorabilia, 
documents, diary, and letters, many of which have not been 
published before. She has let Jung speak for himself, adding 
brief continuity and perspective without editorializing. 

The book is rather large but not overly thick and contains 
205 illustrations, 47 of which are in color, including 11 of 
Jung's impressive paintings. The illustrations, often covering 
two pages, are crisp and telling. The sorting of words and 
images, is done with disciplined precision and welcome suc- 
cinctness. This book is a valuable addition to the psychiatric 
literature, illuminating complex ideas that have befuddled 
many people. 

Jung is seen in various guises—as father and husband, as 
analyst and psychotherapist, as central scholarly figure in 
the important Eranos conferences in Switzerland, as a man 
evolving ideas about religion and the self, and as a traveler. 

The material in this book underlying the creation of analyt- 
ical psychology is devoid of sentimentality and polemic. It de- 
mands attentive reading. The words are printed in large type- 
face, and important statements are occasionally set off in 
larger bold print. The whole production bears the mark of 
simplicity, restraint, and solidity. 

The relationship of Freud and Jung is presented with clari- 
ty and merciful brevity. ''Like every true researcher," Jaffe 
says, ‘‘Jung felt strongly bound by what he perceived as the 
truth, and that is the standpoint from which his relationship 
must be interpreted.” He took up ideas from Freud. *‘ With- 
out Freud's ‘psychoanalysis,’ ’’ Jung wrote, ‘‘I would not 
have had a clue.” After a short time he arrived at his own 
conclusions, which Freud could not accept. 

The strength of the book rests in its clarity, substance, and 
organization, while its weakness is that it never gives one the 
depth each idea seems to need, and we are left without much 
information on Jung's colleagues. Jung often said that his 
outer life was relatively uninteresting. The book does not 
bear this out, but it does bear out his introverted manner and 
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his contribution that introversion is as normal a personality 
attitude as extraversion. The definition of technical terms at 
the end of the book clarify terms for those not conversant 
with Jungian terminology. 

At Bollingen, on the far south of the Lake of Zurich, stand 
two towers and an enclosure of stone that Jung himself built 
as a Sanctuary, where he could be close to nature, cut wood, 
write, read, paint, cook, and carve stones. On the side of one 
such stone Jung carved a translation of an inscription by the 
14th-century alchemist Arnaldus de Villanove referring to 
the lapis philosophorum: 


Here stands the mean, uncomely stone. 
‘Tis very cheap in price! 

The more it is despised by fools, 

The more loved by the wise. 


Word and Image should be in all libraries of psychiatry 
and in all collections of studies of Western thought. I highly 
recommend it for all psychiatrists and students who want to 
learn about Jung. As a sophisticated introduction it is unsur- 
passed. 


Harry A. WILMER, M.D., PH.D. 
San Antonio, Tex. 


Schizophrenia: A Philosophical Reflection on Lacan’s Struc- 
turalist Interpretation, by Alphonse de Waelhens; transiated 
by W. Ver Eecke. Pittsburgh, Pa., Duquesne University 
Press (Atlantic Highlands, N.J., Humanities Press, distrib- 
utor), 1978, 256 pp., $15.00. 


This deceptively titled volume is anything but another 
book on schizophrenia. Neither biologic nor psychodvnamic 
in the usual sense, it attempts an interpretation of schizo- 
phrenia from the perspective of the contemporary French 
psychoanalyst Jacques Lacan. In addition to carrying out 
that task the author, a Belgian philosopher who is known for 
his work in phenomenology, intends a larger goal: bridging 
the gap between the principal themes of contemporary phe- 
nomenology and those of classical psychoanalysis. The 
bridge is found in the psychoanalysis of Lacan. 

Lacan remains little known in the United States, but his 
influence in France is enormous. His writings, which have 
been appearing recently in translation (1, 2), are opaque and 
unreadable to many. His terminology is so alien, his prose so 


difficult, that only a serious conviction that the work is worth . 


the trouble would motivate one to give Lacan the attention 
he requires to be understood. The present volume by Al- 
phonse de Waelhens is so interesting that it may win Lacan a 
few readers, but it is, alas, not an introduction to Lacan. De 
Waelhens clarifies and develops many of Lacan's core con- 
cepts, but he also assumes a knowledge of Lacan's 
thought—not to mention that of contemporary phenome- 
nology. 

In its barest outline the presentation of schizophrenia à la 
Lacan is similar to that with which we are all familiar. The 
condition is seen as a developmental failure in the pericd of 
earliest relationships. However, the differences are strik- 
ing—and interesting. A core concept is that of language; de- 
velopment is seen as the gradual constitution of the speaking 
subject. Language for Lacan is something the infant is in- 
troduced into, which he or she must assume, and through 
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which he or she becomes human. The critical Bnguistic wa- 
tershed is the Oedipus complex, interpreted structurally as 
the stage in which the infant is fully introduced -nto the sym- 
bolic, linguistic order. Schizophrenia is interpreted as a fail- 
ure at every level of development. The schizopLEranic person 
does not surmount the Oedipus complex and remains cauzht 
up in a language that betrays his or her patholo2v and is not 
truly symbolic. . 
The final section of the book is devoted to a confrontation 
of classical psychoanalysis and phenomenology. The author 
here joins a tradition with which the reader may be familiar 
through Paul Ricoeur’s Freud and Philosophy (3). To the 
naturalistic conception of man as an organism with ego func- 


tions and defenses and concerned primarily with adaptation, x 


De Waelhens opposes the idea of man as speaking subject, 
forever engendering and yet enveloped by the meanings Anat 
comprise his existence. The features De Waelhens empha- 
sizes in this analysis are subjectivity. language, discourse, 
meaning, and the world. Freud is viewed as the “conguist 
dor" who begins in nineteenth-century biologism and énds in 
inaugurating in psychoanalysis a "science" of the the evolv- 
ing subject. Finally, I might mention three ways in which De 
Waelhens' study differs from most phenomeralogical ap- 
proaches to psychopathology. It is not hostile to psychoanal- 
ysis, it is very interested in psychogenesis, and it emphasizes 
language. 

In Schizophrenia De Waelhens attempts a kind of fusion of 
Freud, phenomenology, and Lacan. He has succeeded in 
this and produced a very interesting book. 
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The Teaching of Psychosomatic Medicine and Consultaticn- 
Liaison Psychiatry: Reactions to Illness, edited b» C.P. Kim- 
ball and A.J. Krakowski, Basel, Switzerland, S. Karger, 
1979, 188 pp., $54.25 (paper). 


The teaching of psychosomatic medicine and consultaticn- 
liaison psychiatry has, in the space of a relatively few years, 
gone from a rather esoteric topic concerning only a small 
number of people to one that commancs increasingly greater 
attention from medical schools, psychiatric residency pro- 
grams, and liaison psychiatry fellowships. This shift is the 
result of several overlapping factors, including the dramatic 
increase in the number of consultation-liaison se-vices in tae 
last several years, the *'remediczlization"" of psychiatry, te 
interest in medical circles in such issues as death and dying 
and diseases of medical progress, and the emphasis NIMH 
has given to liaison psychiatry. Unfortunately, thus volume is 
not likely to provide substantial answers to psychiatry's 
need for more refined conceptualizations and techniques in 
the teaching of psychosomatic medicine. 

The majority of the papers included were originally pre-, 
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sented at the Consultation-Liaison Symposium at the Fourth 
Congress of the International College of Psychosomatic 
Medicine held in Kyoto, Japan, in September 1977. Only a 
few were added subsequently. Actually, only 10 of the 17 
articles and half the pages are relevant to the title of the 
book. The remainder are loosely organized around the theme 
of the subtitle, Reactions to Illness.” The contributors 
represent 9 different nations; authors from the United States 
provided nearly half of the papers. 

The articles vary considerably in their focus. Krakowski 
briefly reviews the recent developments in liaison psychiatry 
in the United States and then provides a discussion of how a 
consultation is conducted and what resistances are encoun- 
tered. Greenhill comments on six models for the delivery of 
psychological care to the medically ill and then reviews ob- 
stacles to their successful implementation. Kimball restates 
the historical concepts in psychosomatic medicine and fol- 
lows: with some brief remarks on their relevance to medical 
student education. Schuffel offers the interesting hypothesis 
that dependency and hostility problems in medical students 
and house staff may be the main difficulty in teaching psy- 
chosomatic medicine. Bastiaans provides several complex 
and cumbersome models for the teaching of psychological 
medicine that simply would put off most of the medical stu- 
dents I have encountered. Freyberger writes of how a short- 
age of therapists for psychosomatic patients led to teaching 
medical students psychotherapy in a Balint group setting. I 
think the system as he describes it would require unusually 
interested students, 2 long rotation, and a devoted medical 
school administratior. Kimball examines the relatively un- 
touched area of confidentiality in the consultation-liaison 
process but offers few guidelines. 

In the second section are such varied papers as Gaddini's 
provocative but anecdotal discussion of the relationship of 
reactions to iliness to developmental stages and Musaph's 
sketchy review of aggression, which he concludes by sug- 
gesting that it is best not to attempt to define the concept of 
aggression at all. Here, also, can be found Ramsay's ex- 
cellent review of the clinical and experimental aspects of 
pain and Krakowski’s compact and useful review of geriatric 
psychiatric consultations in the general hospital. Silverman 
provides brief but cozent discussions of each section. 

It is a hazardous business to attempt to generalize about 
the deficiencies of a volume that represents the work of so 
many different authors. However, it seemed to me that too 
often the articles suffer from repeating what was readily 
available elsewhere, a paucity of clinical examples, an ab- 
sence of hard data to support the contentions made, and no 
attempt at outcome studies to evaluate the efficacy of the 
various techniques. Finally, the publisher ought to have 
some qualms about charging more than $50 for such a slim 
volume with a binding so poorly glued. 


HOWARD L. BERKOWITZ, M.D. 
Brooklyn, N.Y. 


Psychotherapeutics in Medicine, edited by Toksoz B. Karasu, 
M.D., and Robert I. Steinmuller, M.D., with Betty Meltzer, 
M.A. New York, N.Y., Grune & Stratton (Harcourt Brace 
Jovanovich), 1978, 338 pp., $24.50. 


Being a consultation/liaison psychiatrist can be something 
of an occupational hazard when it comes to reviewing books. 
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I recently received in the same mailing a volume covering 32 
topics in general psychiatry by 24 authors and this book, 
which deals with 15 topics by 19 contributors. After review- 
ing several of these compendia, one runs the risk of not only 
knowing too much for one's own good, but simply running 
short of time and perspective as well. There is peraaps a 
point to be made of this concerning the field of liaisg n/con- 
sultation psychiatry, within which I would include' general 
hospital psychiatry, psychosomatics, behavioral medicine, 
hypnosis, psychopharmacologic interventions, and zsycho- 
therapies directed at medical patients. We are currertly ex- 
periencing something of an explosion in attention to, pub- 
lication about, and application of psychiatric princip.es and 
techniques in medical settings (1-5). 

In their introduction the editors discuss the expansion of 
the interface between psychiatry and medicine and cite the 
demand it places on us to develop different skills as practi- 
tioners so that we can deliver appropriate and useful zare to 
a special patient population. Not directly said but imolied is 
the need to strengthen and expand our capacities as teachers 
of medical psychology to our nonpsychiatric colleagues. 

It is the stated intention of this book to explore specific 
psychiatric and psychological therapeutic modalites for 
medical patients. The need for more explicit, rigoroms, and 
reproducible management strategies for the most common 
clinical problems seen by psychiatrists working in primary 
medical settings is something few would debate. Pain man- 
agement, noncompliance with medical regimens, anxiety 
and depression secondary to physical illness, zmd dif 
ferentiation of ‘‘organic’’ and "functional" syndromes are 
the compelling and often challenging issues the liaison psy- 
chiatrist must confront. 

In its attempt to add to the literature of therapeutiz tech- 
niques in liaison/consultation psychiatry, which the =ditors 
describe as having been ‘‘historical’’ and *‘psychodyramic’”’ 
in nature ''rather than [dealing with] definitive psycho- 
therapeutic treatment,” the book covers the uses of psycho- 
analytic, psychotherapeutic, psychopharmacologic, b:ofeed- 
back, hypnotic, behavioral modification, group, and family 
therapeutic modalities with medical patients. In acdition, 
there are chapters on historical perspectives of the psycho- 
logical treatment of medical illness, therapeutic milu and 
medical care, and research problems in psychosoma-ics. 

Unfortunately, a number of the chapters devoted zo spe- 
cific therapeutic modalities are somewhat cursory rev ews of 
the subject with little that is especially new or that has not 
been covered elsewhere in more useful detail (generally by 


the same authors writing here). In fact, the writers them- 


selves seem very conscious ofthis fact, ahd apologies for the 
circumscribed scope and depth of their productions szem to 
abound. For example: ‘‘The broad field of behaviora meth- 
ods has burgeoned so enormously in the past decade, it is 


' quite impossible to review and illustrate the full spectrum of 


possible applications in the space available'' (p. 84), * Limit- 
ing the scope of the discussion . . . will serve to keep the 
paper within manageable limits’’ (p. 63), ‘‘Our limited goal at 
this time is to summarize" (p. 169), and "This very cursory 
digression . . . has been included . . . to whet the apoetite"' 
(p. 186). These comments seem to point to the heart of the 
problem with this work. One can only wonder why the edi- 
tors hesitated to produce a larger work allowing greater rich- 
ness, detail, and specificity. One cannot apply the werd ‘‘de- 
finitive” to any of the contributions included here. I suspect 
that the bottom line of the balance sheet of educational pub- 


a 
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lication plays a role here. My wish for a more expanded pro- 
duction takes on the aura of the much-dreaded ‘‘textbook,”’ 
which (except perhaps in the case of Samuelson's In- 
troduction to Economics) is seldom a moneymaker. 

This is not to say that there are no successful contributions 
here* Dr. Waltzman's chapter on treatment of the dying pa- 
tient agd the family is a well-written, useful review of the 
literature in this area, held together with informative and in- 
cisive observations drawn from the author's own clinical ex- 
perience. Dr. Frankel's chapter is reminiscent of the best of 


. his papers cn the clinical application of hypnosis, a highly 


polished gem that transcends the limitations of space to say a 
great deal tnat is understandable and eminently practical. 
Dr. Castelnuovo-Tedesco's section on teaching psychother- 
apy to the nonpsychiatric physician is a paradigm for what a 
pragmatic approach to liaison didacticism should be. He dis- 
cusses the rationale behind his model, clearly describes his 
methods, and predicts the likely difficulties in its implementa- 
tion. One feels heartened by Dr. Castelnuovo-Tedesco's su- 
preme confidence in the value of teaching practical psychiat- 
ric strategies and techniques to our medical colleagues. - 

Other contributions simply do not work as well. An ex- 
ample is the chapter on group therapy with medically ill pa- 
tients. Rather traditional, analytically oriented summaries of 
process material are offered, drawn mostly from a group 
conducted during residency training by one of the authors. 
Based on this and similar anecdotal case material from other 
sources, the authors conclude, ''It is because of these find- 
ings that we consider group psychotherapy as a specific and 
usually quite effective form of treatment with psychosomatic 
and certain types of physical illness, and for many it is the 
treatment of choice.” As a succinct, if anonymous, reviewer 
of a paper concerning an unevaluated approach to teaching 
psychopathology once wrote to me, ''Saying something is 
good doesn’: necessarily make it so.” 

To extend this thought a bit further, to say, as the editors 
do here, that a work is “comprehensive” does not necessari- 
ly make it so. It is difficult to strongly recommend the pur- 
chase of this book unless one feels that a basic and “‘limited”’ 
introduction to a variety of psychotherapeutic modalities 
bound together in conjunction with extensive bibliographies 
justifies owning it. Despite the recent proliferation of refer- 
ence works in the consultation/liaison field, we are still wait- 
ing for the first truly comprehensive text on applications of 
psychotherapeutics in the medical setting. 


REFERENCES 


1. Abram HS (ed): Basic Psychiatry for the Primary Care Physi- 
cian. Boston, Little, Brown and Co, 1976 

2. Lipowski ZJ, Lipsitt DR, Whybrow PC (eds): Psychosomatic 
Medicine: Current Trends and Clinical Applications. New 
York, Oxford University Press, 1977 

3. Strain JJ, Grossman S: Psychological Care of the Medically Ill: 
A Primer in Liaison Psychiatry. New York, Appleton-Century- 
Crofts, 1975 

4. Wittkower ED, Warnes H (eds): Psychosomatic Medicine: Its 
Clinical Applications. Hagerstown, Md, Harper & Row Medical 
Department, 1977 

5. Hackett TP, Cassem NH (eds): Massachusetts General Hospital 
Handbook of General Hospital Psychiatry. St Louis, CV Mos- 
by Co, 1978 


DANIEL C. SILVERMAN, M.D. 
Boston, Mass. 


BOOK REVIEWS 


Manic Illness, edited by Baron Shopsin, M.D. New Yors, 
N.Y., Raven Press, 1979, 228 pp., $18.00. 

This volume is extraordinary in several respects. It is the 
first book in a long time to focus on the manic side of ef- 
fective illnesses instead of depression. Although it has :1 
contributors, more than half of the book was written by 
Shopsin himself. Further, it provides a wealth of timely in- 
formation on the topic of mania at a reasonable price. 

The book has three major sections: 1) Psychoanalytic, 
Epidemiologic, Familial-Genetic, and Clinical Aspects In- 
cluding Differential Diagnosis, 2) Neuropharmacology ard 
Neuroendocrinology of Mania, and 3) Treatment of Mania: 
Pharmacological and Electroseizure Approaches. After a 
laudatory foreword by Nathan Kline, a refreshing chapter by 
Ginsberg follows on the psychoanalytic aspects of mania. 
Ginsberg provides a good historical perspective and states 
flatly that manic patients are not candidates for in-depth psv- 
chological exploration. Other psychological anc neuropsy- 
chological characteristics of manic illness are not discussed. 
The chapters on epidemiology by Krauthammer and Kler- 
man and on morbid risks for mania by Waters are clear y 
written, detailed interpretations of currently available data. 
Shopsin contributes descriptions of the phenomenology of 
mania, drawing on his extensive clinical experience. He crit- 
icizes the use of inappropriate rating scales in studies of 
manic symptoms and dissects complex diagnostic issues in- 
volved in discriminating among affective, schizo-affective, 
and schizophrenic disorders. Differential diagnosis is further 
considered in terms of response to lithium; the author con- 
cludes that there is no convincing demonstration of a dif 
ferential lithium response in patients with classic manic-de- 
pressive disease and those with good prognosis schizophre- 
nia. 

Shopsin and Annitto describe the neuropharmacology of 
mania, including sleep dysfunctions and studies cf metabolic 
processes, cyclic AMP, histocompatibility antigens, and the 
biogenic amines. Carroll’s chapter on neuroendccrine funz- 
tions presents the limited data available on this subject and 
includes a number of previously unpublished o-servations 
by the author. It appears that neuroendocrine functions .n 
mania are neither the same as nor opposite to these functions 
in depression. 

Shopsin, Georgotas, and Kane provide a historical review 
and discussion of the experimental drugs used m mania as 
well as a detailed description of the use of lithium and neuro- 
leptics. These authors list nearly 200 references. but all are 
not cited in the text. Fink's brief chapter on electroseizure 
therapy is appropriately conservative given the lack cf firm 
data on the use of this therapy in mania. 

I highly recommend this succinct volume to clinicians arid 
researchers from all professional disciplines wha deal with 
patients afflicted with manic illness. 


JOYCE G. SMALL, M.D. 
Indianapolis, Ind. 


Sexual Deviation, 2nd ed., edited by ismond Rosen. New 
York, N.Y., Oxford University Press, 1979, 529 pr.. $45.00. 


Having reviewed a number of books on the suzject of sex 
with chapters written by different authors, I would like to 
offer this advice to those who might be tempted tc edit such a: 


je 
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author’s theoretical conclusions and suggestions for therapy. 
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book: resist the temptation. If that is not possible, I suggest 


one try to do the following: 1) edit the chapters carefully to 
avoid overlapping and duplicated material as much as pos- 
sible, 2) write introductory material to each chapter so that 
the reader can relate the chapter to what came before and 
what comes after, and 3) have the chapters written by au- 
thorities in the field who have something new to say. It is this 
third requirement that makes compiling a sex book so diffi- 


cult. Authorities write their own books; by the time they be- . 


come authors of chapters for someone else they present ma- 
terial already familiar to those interested in the field. 

This book is the second edition of one that originally con- 
tained only British writers; it has now been expanded to in- 
clude prominent American authorities. In his preface Rosen 
states, "Chapters are intended to express individual points 
of view on major issues rather than to comprise a systematic 
textbook account." This I see as a weakness of the book. 
Dr. Rosen writes so well in the two chapters he has prepared 
himself; ‘‘The General Psychoanalytic Theory of Per- 
version” and ''Perversion as a Regulator of Self-Esteem,” 
that I wish he had used his considerable skill to relate other 
material in this book to his own presentation. I also wish he 
had elucidated the major points of agreement and the bases 
for conflicting points of view. Chapters by Phyllis Greenacre 
(on fetishism), Robert Stoller (on gender disorders), and 
Charles Socarides (on the psychoanalytic theory of homo- 
sexuality), for instance, present generally familiar material 
by well-known authors. The only reason one would want to 
read these chapters would be to get the benefit of the editor’s 
incisive comments, and these are lacking. 

All of the chapters, however, are well written. Of particu- 
lar interest was Richard Michael and Doris Zumpe’s chapter 
on biological factors in the organization and expression of 
sexual behavior. These authors report original research 
work with rhesus monkeys in a clear, understandable man- 
ner. They present data and speculate on their tmplications 
for humans. For instance, they conclude that variations in 
sexual behavior among their monkeys were important for the 
maintenance of adequate levels of arousal and sexual po- 
tency. The implication of this conclusion for modern man, 
who is capable of an almost continuous sexual life, is that 
social and cultural devices are used to provide the needed 
variability. This is seen in “‘1) the imposition of periodicity 
on sexual activity . . . , 2) the use of cultural means for peri- 
odicallv altering one’s stimulus properties (clothing, adorn- 
ment, coiffure, odour), and 3) a tendency to break and re- 
make consort bonds (new partners and easier divorce).’’ Mi- 
chael and Zumpe’s relating of biological to sccial factors in 
sexual behavior is a useful way to interpret their basically 
biological work. 


HARVEY BLUESTONE, M.D. 
Bronx, N.Y. 


Ego Psychology II: Psychoanalytic Developmental Psychology, 
by Gertrude and Rubin Blanck. New York, N.Y., Columbia 
University Press, 1979, 267 pp., $17.50. 


Unlike the authors' first book (1), this volume will prob- 
ably be of more interest to scholars and students of psycho- 
analysis than to general psychiatric readers. It should be 
read after reading the original volume because it has just 
. enough clinical material and literature review to illustrate the 


The authors' main thesis is based on Freud's idea that in- 
ternal structure (ego and superego) are built on abandoned 
objects and the cathexis attached to them and that separation 
from the object is essential for internalization. The Blancks 
do not regard the aggressive drive as a death wish directed 
outward nor as a desire to destroy objects. Its aim is inde- 
pendence (individualization-separation). * cus 

The parents' temporary absences, their aggressive frustra- 
tion of the child, and the child's own aggressive drive con- 
tribute to individualization-separation and internalizdtion. 
Narcissistic neurosis (psychosis) and the narcissistic border- 
line states described by Kohut (2) do not represent independ- 
ence from objects but an intense and unresolved symbiosis, 
a sort of immature version of Freud's secondary narcissism. 
True transference requires a reasonably successful trip 
through the pregenital stages, past symbols, to at least the 
beginning of separation-individualization. Pregenital diffi- 
culties are revealed in dreams and in'the patient's fantasies 
about and behavior toward the therapist. For the child to 
internalize a good object representation of himself or herself 
and others, he or she may have to use splitting as a tempo- 
rary defense. If the child precociously sees the parents’ 
flaws or if the mother and child fail to sustain the delicate 
balance of libido and aggression, closeness and separation, 
there will be some pregenital fixation and an increased possi- 
bility of regression. 

Suggested ego-building therapeutic techniques follow logi- | 
cally from the Blancks' theoretical point of view. Most pa- 
tients require or can use a more effective ego. The presence 
of sophisticated defenses and resistances indicates a good 
ego and a desire to grow via separation. Their presence also 
indicates ‘‘good”’ internal objects and an adequate internal 
structure. They should be so interpreted and not treated as 
hostile affects directed toward the therapist in his or her real 
or transference role. Narcissism should also be regarded as 
the beginning of healthy self and object images. What is usu- 
ally described as narcissism is actually unresolved symbiotic 
longing. From the symbiosis eventually will come good 
enough internal objects. i . 

I was slightly surprised to find that the authors ignore Sul- 
livan and Jung, and I was very surprised that they make no 
mention of Guntrip's concept of the schizoid self (3) and 
Fairbairn's theory of a unitary ego (4). There is only one note 
referring to Winnicott, and they take little notice of Klein (5). 
Some of the Blancks' theories seem closely enough related 
to those of Sullivan, Erikson, Fairbairn, and Guntrip to 
make cross fertilization possible and useful. 

One important test of any psychoanalytic theory is its de- 
scription of the ideal or the normal. The Blancks seem to 
suggest that maturity is relative independence from external 
objects, adequate internal self and object esteem, and con- 
siderable psychic structure. They would probably regard a 
mature hysterical person as being too symbiotic, the person 
with cyclothymic personality as being too labile (unstruc- 
tured), and the passive-aggressive person as being too object 
dependent. 

The clinical examples suggest the authors' sensitive 
awareness of patients' desires to see themselves and others 
as “‘good’’ and their need to acquire good internal objects. 
Aggression and narcissism are interpreted as positive striv- 
ings. This, one hopes, will allow the patient to see himself or 
herself and the therapist as good. Appropriately titrated sep- 
arations and frustration will lead to internalization of these 
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good objects and not reinternalization of the origina. exces- Self. London, Psychoanalytic Library, 1968 

sive symbiosis or separation and frustration. 4, Guntrip H: The object relations theory of WRD Fairbairn, in 


American Handbook of Psychiatry, vol 3. Edited by Arieti S. 
New York, Basic Books, 1966 
REFERENCES 5, Money-Kryle RE: Melanie Klein and the Kleinian psycho- 


m analytic theory. Ibid 
1» Blanck G, Blanck R: Ego Psychology: Theory and Practice. y i 
New York, Columbia University Press, 1974 


2. K'ehut H: The psychoanalytic treatment of narcissistic person- 
ality disorders. Psychoanal Study Child 23:86-113, 19€8 FRANK M. KLINE, M. Ñ. 
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This listing acknowledges the receipt of recent books. Books 
of particular interest to the readers of this journal will be 
reviewed as space permits, and copies of the reviews will be 
sent to the publishers. Books cannot be returned to the 
publishers. 


The Social Worker Grid, by Robert R. Blake, Ph.D., Jane 
Srygley Mouton, Ph.D., Louis Tomaino, D.S.W., and Sha- 
Jon Gutierrez, M.S.W. Springfield, HI., Charles C Thomas, 
1979, 18] pp., $12.75. 


The Tao of Psychology: Synchronicity and the Self, by Jean 
Shinoda Bolen, M.D. San Francisco, Calif., Harper & Row, 
1979, 108 pp., $6.95. 


Hypnosis 1979; Proceedings of the 8th International Congress 
of Hypnosis and Psychosomatic Medicine, Melbourne, Austra- 
lia, 19-24 August, 1979, edited by Graham D. Burrows, Da- 
vid R. Collison, and Lorraine Dennerstein. Amsterdam, The 
Netherlands, Elsevier/North Holland Biomedical Press, 
1979, 352 pp., $58.50. 


Ethics in Social and Behavioral Research, by Edward Diener 
and Rick Crandall. Chicago, Ill., University of Chicago 
Press, 1978, 256 pp., $4.50 (paper). 


Drink, by Constantine Fitzgibbon. Garden City, N.Y., Dou- 
bleday & Co., 1979, 196 pp., $8.95. 


Stopping Wife Abuse: A Guide to the Emotional, Psychologi- 
cal, and Legal Implications, by Jennifer Baker Fleming, Gar- 
den City, N.Y., Anchor Books (Anchor PressiDoubleday), 
1979, 516 pp., $8.95 (paper). 


The Epileptic in Home, School and Society: Coping with the 
Invisible Handicap, by Stephen W. Freeman, Ed.D. 
Springfield, Ill., Charles C Thomas, 1979, 263 pp., $14.75. 


Autistic Children: Teaching, Community and Research Ap- 
proaches, compiled and edited by Barbara Furneaux and 
Brian Roberts. Boston, Mass., Routledge & Kegan Paul, 
1979, 193 pp., $6.50 (paper). 


147 


Against Ourselves: Disorders from Improvement; Under the 
Organic Limitedness of Man, by D.G. Garan, Ph.D., J.U.D., 
LL.D. New York, N.Y., Philosophical Library, 1979, 300 
pp., $9.75. 


Marital Interaction: Experimental Investigations. by John 
Mordechai Gottman. New York, N.Y., Academic Press 
(Harcourt Brace Jovanovich), 1979, 307 pp., $18.50. 


Sleep Less, Live More, by Everett Matilin. New York, N.Y., 
J.B. Lippincott Co., 1979, 166 pp., $8.95. 


The Savage and Beautiful Country, by Alan McGlashan. 
London, England, Chatto & Windus (Salem, N.H., Merri- 
mack Book Service, distributor). 1970, 135 pp., $5.95. 


Group Psychotherapy Research: Commentaries and Selected 
Readings, by Howard B. Roback, Ph.D., Stepken I. Abra- 
mowitz, Ph.D., and Donald S. Strassberg, Ph.D. Hunting- 
ton, N.Y., Robert E. Krieger Publishing Co., 1979, 239 pp., 
$14.50. 


Des Fous dans la Ville? Gheel (Belgique) et Sa Thérapie Sécu- 
laire, by Eugeen Roosens; translated by Maddy Buysee, 
Jacques Dumont, and Eugeen Roosens. Paris, France, 
Presses Universitaires de France, 1979, 207 pp., no price 
listed (paper). 


The Psychoanalytic Study of the Child, Vol. 34, edited by Al- 
bert J. Solnit, Ruth S. Eissler, Anna Freud, Mcr'anne Kris, 
and Peter B. Neubauer. New Haven, Conn., Ya!e University 
Press, 1979, 623 pp., $25.00. 


Examination of the Child with Minor Neurological Dysfunc- 
tion, 2nd ed., by Bert C.L. Touwen. London, Eng'and, Spas- 
tics International Medical Publications with Heinemann 
Medical, 1979, 141 pp., $25.00. 
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Lithobíd mr 
Slow-Release Lithium Carbonate 300 mg. . 


Before prescriting, see complete prescribing information in Rowell literature. The 
following is a brief summary. 


WARNING 

Lithium toxicity is closely related to serum lithium ievels, and can occur at 
doses close to therapeutic levels. Facilitizs for prompt and accurate serum 
lithium determinations should be available hefore initiating therapy. 
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Indications: Treatment of manic episodes of manic-depressive illness. Maintenance 
therapy prevents or diminishes the intensity of subsequent episodes in manic- 
depressive patients with a history of mania. 


Warnings: Lithium should generally not be given to patients with significant renal or 
cardiovascular disease, severe debilitation or dehydration, sodium depletion? or to 
patients receiving diuretics. 


Lithium therapy has been reported in some cases to be associated with morphologic 
changes in the «idneys. 


Caution patient and family to watch for diarrhea, vomiting, tremor, mild ataxia, drowsi- 
ness, or muscular weakness as signs of lithium toxicity, and to discontinue therapy 
and contact a physician should they occur. Patients receiving combined therapy with 
lithium and an antipsychotic should be monitored closely for early evidence of neuro- 
logic toxicity and treatment discontinued promptly if sich signs appear. Caution 
patients about activities requiring alertness (e.g., operating vehicles or machinery). 


Lithium should not be used in pregnancy, especially ici the first trimester, unless 
potential benefits outweigh possible hazards. 


Not recommended for children under 12. 


Precautions: Lithium tolerance is greater during the acute manic phase and decreases 
when manic symptoms subside. 


Lithium therapy may lead to sodium depletion. Normal diet (including salt) and adequate 
fluid intake (2500-3000 ml) must be maintained, at least during initial stabilization 
period. Protracted sweating or diarrhea can decrease tolerance; in Such cases, 
administer supp'emental fluid and salt. 


Each tablet contains 40 mg of sodium chloride, equivalent to 15.7 mg of sodium. 


Sweating, diarrhaa, and concomitant infection with elevated temperatures may require 
temporary reduction or cessation of dosage. 


Adverse Reactions: Mild to moderate toxic reactions may occur at serum lithium 
levels from 1.5 to 2.5 mEq/L, and moderate to severe reactions at levels from 2.0 ta 
2.5 MEQ/L. Fine hand tremor, polyuria, and mite thirst may occur during initial therapy 
and persist. Transient and mild nausea and general discomfort also appear during 
initial therapy. These effects usually subside with continusd treatment or temporary 
reduction or cessation of dosage. if persistent, discontinue dosage. 


Diarrhea, vomiting, drowsiness, muscular weakness, and lack of coordination may be 
early signs of toxicity and may occur at levels below 2.0 mEq/L. At higher levels, 
ataxia, giddiness, tinnitus, blurred vision, and a large outrut of dilute urine may be 
seen. Serum levels above 3.0 mEq/L may produce a complex clinical picture, involving 
multiple organs and systems. Serum levels should not exceed 2.0 mEq/L during 
acute phase. . 


The following reactions appear to be related to serum lithium levels, including levels 
within the therapeutic range: Neuromuscular — tremor, muscle hyperirritability (fascicu- 
lations, twitching, clonic movements of whole limbs), ataxia, choreo-athetotic move- 
ments, hyperactive deep tendon reflex; Central Nervous System—blackout spells, 
epileptiform seizures, slurred speech, dizziness, vertigo, incontinence of urine or 
feces, somnolense, psychomotor retardation, restlessness, confusion, stupor, coma; 
Cardiovasculat—cardiac arrhythmia, hypotension, peripheral circulatory collapse; 
Gastrointestinal —anorexia, nausea, vomiting, diarrhea; Genitourinary — albuminuria, 
oliguria, polyuria, glycosuria, Dermatologic — drying and thinning of hair, alopecia, 
anesthesia of skin, chronic folliculitis, exacarbation of psoriasis, xerosis cutis; 
Autonomic — blurred vision, dry mouth; Thyroid Abnormalities — euthyroid goiter and/or 
hypothyroidism (inciuding myxedema) with lower Ts and T4. 1131 uptake may be elevated; 
EEG Changes — diffuse slowing, widening of the frequency spectrum, potentiation and 
disorganization of background rhythm, EKG Changes—reversible flattening, isoelec- 
tricity or inversion of T-waves; Miscellaneous — fatigue, lethargy, transient scotomata, 
dehydration, weight loss, tendency to sleep. 


Reactions unrelated to dosage include: transient EEG and EXG changes, leukocytosis, 
headache, diffuse nontoxic goiter with or without hypothyroidism, transient hyper- 
glycemia, generelized pruritus with or without rash, cutaneous ulcers, albuminuria, 
worsening of organic brain syndromes, excessive weight gain, edematous swelling 
of ankles or wrists, thirst or polyuria, sometimes resembling diabetes insipidus, and 
metallic taste. A single case of a syndrome resembling Raynaud's has been reported. 


Dosage and Administration: Acute Mania — 920 mg b.i.d. or 600 mg t.i.d. (1800 mg 
per day) usually will provide serum lithium levels ranging between 1.0 and 1.5 mEq/L. 
Serum levels should be determined twice per week until serum level and clinical 
condition have been stabilized. 


Long-Term Control —900 mg to 1200 mg per day in two or three divided doses usually 
will maintain serum lithium levels at 0.6 to 1.z mEq/L. Serum lithium levels should 
be monitored at least every two months. 


How Supplied: 300 mg peach-colored tablets, imprinted “ROWELL 7514" in red, 
are supplied in bottles of 100 and 1000. 
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Slow-Release Lithobid enables twice-a-day 
dosing as a practical route to better patient 
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new Lithobid at the same daily dose, 
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VALIUM 


(diazepam/Roche) 


HAS SUCHA_ 
WIDE RANGE OF 


CLINICAL INDICATIONS 


AS AN ANXIOLYTIC Only Valium is indicated for excessive m 


in the following range of clinical problems: 
ae 


INDICATIONS FOR THE ANXIOLYTIC ACTION OF VALIUM (diazepam/Roche) 


mem 


Excessive anxiety and tension due to stressful circumstances 
~ 
Psychoneurotic states characterized by tension, anxiety, apprehension, fatigue, depressive 
symptoms or agitation 
we 
Functional disorders — excessive anxiety in somatic complaints with no demonstrable organic cause 
A 


Emotional components of somatic disorders— excessive anxiety and tension associated with 
cardiovascular, gastrointestinal and other disorders 

A 
Anxiety-inducing hospital procedures— Injectable form. e.g., surgery (IM preferred), endoscopy 
(IV preferred, used adjunctively), cardioversion (IV only) 


=a 





AS A SKELETAL MUSCLE RELAXANT Valium has 


a record of proven efficacy as adjunctive therapy for skeletal muscle spasm due to reflex 
spasm to local pathology in the following disorders: 


INDICATIONS FOR THE 
SKELETAL MUSCLE RELAXANT ACTION OF VALIUM (diazepam/Roche) 


Skeletal muscle spasm due to local pathology such as acute muscle strain, inflammation of 
muscles or joints, and secondary to trauma 


Spasticity caused by upper motor neuron disorders (such as cerebral palsy or paraplegia), 
athetosis, stiff-man syndrome, and tetanus (IM or IV only) 


Its wide margin of safety is another clinical advantage of Valium. Drowsiness, ataxia and fatigue may occur 
but they are rare. As with all CNS-acting agents, patients should be cautioned against driving or drinking 
alcohol while on Valium. Periodic reassessment of the need for a psychotropic agent is also recommended. 


(diazepam/Roche) HAS SUCH A WIDE RANGE 
F DOSAGE FORMS AND FLEXIBILITY 


| Only Valium is provided in scored tablets in three strengths for precise yet 
ENS easy and convenient dosage titration. Injectable forms for | M or IV adminis- 
= tration come in 2-ml ampuls and 10-ml vials, and disposable syringes. 


: E ®) 1 
8 — 2-mg, 5-mg, 10-mg soored tablets 
A Tel-E-Dose® Reverse-Number Packs 
t 2-ml Tel-E-Ject® 
^ disposable syringes \ 5 mg/ml 
2-mi ampuls, 10-mi vials / 


diazepam Roche e 


Before prescribing, please see summary of product information on last page. 
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Befose prescribing, please consult complete product information, a 
summary of which follows: 
Indications: Tension and anxiety states; somatic complaints which are con- 
comitants of emotional factors; psychoneurotic states manifested by tension, 
anxiety, apprehension, fatigue, depressive symptoms or agitation; symptom- 
atic relief of acute agitation, tremor, impending or acute delirium tremens and 
hallucinosis due to acute alcohol withdrawal; adjunctively in: relief of skeletal 
muscle spasm due to reflex spasm to local pathology; spasticity caused by 
upper motor neuron disorders; athetosis; stiff-man syndrome. Oral form may 
be used adjunctively in convulsive disorders, but not as sole therapy. Inject- 
able form may also be used adjunctively in: status epilepticus; severe recurrent 
seizures; tetanus; anxiety, tension or acute stress reactions prior to endo- 
scopic/surgical procedures; cardioversion. 
The effectiveness of Valium (diazepam/Roche) in long-term use, that is, more 
than 4 months, has not been assessed by systematic clinical studies. The 
physician should periodically reassess the usefulness of the drug for the indi- 
vidual patient. 
Contraindications: Tablets in children under 6 months of age; known hyper- 
sensitivity; acute narrow angle glaucoma; may be used in patients with open 
angle glaucoma who are receiving appropriate therapy. 
Warnings: As with most CNS-acting drugs, caution against hazardous occu- 
pations requiring complete mental alertness (e.g., operating machinery, driv- 
ing). Withdrawal symptoms (similar to those with barbiturates, alcohol) have 
occurred following abrupt discontinuance (convulsions, tremor, abdominal/ 
muscle cramps, vomiting, sweating). Keep addiction-prone individuals (drug 
addicts or alcoholics) under careful surveillance because of predisposition to 
habituation/dependence. 

Usage in Pregnancy: Use of minor tranquilizers during first 

trimester should almost always be avoided because of increased 

risk of congenital malformations, as suggested in several 

studies. Consider possibility of pregnancy when instituting 

therapy; advise patients to discuss therapy if they intend to or do 

become pregnant. 
ORAL: Advise patients against simultaneous ingestion of alcohol and other CNS 
depressants. 
Not of value in treatment of psychotic patients; should not be employed in lieu 
of appropriate treatment. When using oral form adjunctively in convulsive dis- 
orders, possibility of increase in frequency and/or severity of grand mal sei- 
zures may require increase in dosage of standard anticonvulsant medication; 
abrupt withdrawal in such cases may be associated with temporary increase in 
frequency and/or severity of seizures. 
INJECTABLE: Jo reduce the possibility of venous thrombosis, phlebitis, local 
irritation, swelling, and, rarely, vascular impairment when used l.V.: inject 
Slowly, taking at least one minute for each 5 mg (1 ml) given; do not use small 
veins, i e., dorsum of hand or wrist; use extreme care to avoid intra-arterial 
administration or extravasation. Do not mix or dilute Valium with other solutions 
or drugs in syringe or infusion flask. If it is not feasible to administer Valium 
directly I.V., it may be injected siowly through the infusion tubing as close as 
possible to the vein insertion. 
Administer with extreme care to elderly, very ill, those with limited pulmonary 
reserve because of possibility of apnea and/or cardiac arrest; concomitant use 
of barbiturates, alcohol or other CNS depressants increases depression with 
increased risk of apnea; have resuscitative facilities available. When used with 
narcotic analgesic eliminate or reduce narcotic dosage at least 1/3, administer 
in small increments. Should not be administered to patients in shoc«. coma, 
acute alcoholic intoxication with depression of vital signs. 
Has precipitated tonic status epilepticus in patients treated for petit mal status 
or petit mal variant status. 
Withdrawal symptoms (similar to those with barbiturates, alcohol) have oc- 
curred following abrupt discontinuance (convulsions, tremor, abdominal/ 
muscle cramps, vomiting, sweating). Keep addiction-prone individuals under 
careful surveillance because of predisposition to habituation/dependence. Not 
recommended for OB use. 
Efficacy/safety not established in neonates (age 30 days or less); prolonged 
CNS depression observed. In children, give slowly (up to 0.25 mg/kg over 3 
minutes) to avoid apnea or prolonged somnolence; can be repeated after 15 to 
30 minutes. If no relief after third administration, appropriate adjunctive therapy 
is recommended. 
Precautions: If combined with other psychotropics or anticonvulsants, care- 
fully consider individual pharmacologic effects—particularly with known com- 
pons which may potentiate action of Valium, i.e., phenothiazines, narcotics, 

arbiturates, MAO inhibitors and antidepressants. Protective measures indi- 

cated in highly anxious patients with accompanying depression who may have 
suicidal tendencies. Observe usual precautions in impaired hepatic function; 
avoid accumulation in patients with compromised kidney function. Limit oral 
dosage to smallest effective amount in elderly and debilitated to preclude 
ataxia or oversedation (initially 2 to 2Y¥2 mg once or twice daily, increasing 
gradually as needed or tolerated). 
INJECTABLE: Although promptly controlled, seizures may return; readminister if 
necessary; not recommended for long-term maintenance therapy. Laryngo- 
spasmvincreased cough reflex are possible during peroral endoscopic 
procedures; use topical anesthetic, have necessary countermeasures avail- 
able. Hypotension or muscular weakness possible, particularly when used with 
narcotics, barbiturates or alcohol. Use lower doses (2 to 5 mg) for elderly/ 
debilitated. 
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VERSATILITY WITH CLINICAL ADVANTAGES 


VALIUM. 


diazepam/Roche | 


Adverse Reactions: Side effects most commonly reported were drowsiness, 
fatigue, ataxia. Infrequently encountered were confusion, constipation, de- 
pression, diplopia, dysarthria, headache, hypotension, incontinence, jaundice, 
changes in libido, nausea, changes in salivation, skin rash, slurred speech, 
tremor, urinary retention, vertigo, blurred vision. Paradoxical reactions such as 
acute hyperexcited states, anxiety, hallucinations, increased muscle spasticity, 
insomnia, rage, sleep disturbances and stimulation have been reported; 
should these occur, discontinue drug. 

Because of isolated reports of neutropenia and jaundice, periodic blood 
counts, liver function tests advisable during long-term therapy. Minor changes 
in EEG patterns, usually low-voltage fast activity, have been observed in pa- 
tients during and after Valium (diazepam/Roche) therapy and are of no known 
significance. 

INJECTABLE: Venous thrombosis/phlebitis at injection site, hypoactivity, syn- 
cope, bradycardia, cardiovascular collapse, nystagmus, urticaria, hiccups, 
neutropenia. 

In peroral endoscopic procedures, coughing, depressec respiration, dyspnda, 
hyperventilation, laryngospasm/pain in throat or chest have been reported. 
Dosage: Individualized for maximum beneficial effect. 

ORAL—Adults: Tension, anxiety, psychoneurotic states, 2 to 10 mg b.i.d. to 
q.i.d.; acute alcohol withdrawal, 10 mg t.i.d. or q.i.d. in first 24 hours, then 5 mg 
t.i.d. or q.i.d. as needed; adjunctively in skeletal muscle spasm, 2 to 10 mg 
t.i.d. or q.i.d.; adjunctively in convulsive disorders, 2 to 10 mg b.i.d. to q.i.d. 
Geriatric or debilitated patients: 2 to 2V» mg 1 or 2 times daily initially, increas- 
ing as needed and tolerated. (See Precautions.) Children: 1 to 2V» mg t.i.d. or 
q.i.d. initially, increasing as needed and tolerated (not for use under 6 months). 
INJECTABLE: Usual initial dose in older children and adults is 2 to 20 mg I.M. or 
I.V., depending on indication and severity. Larger doses may be required in 
some conditions (tetanus). In acute conditions injection may be repeated 
within 1 hour, although interval of 3 to 4 hours is usually satisfactory. Lower 
doses (usually 2 to 5 mg) with slow dosage increase for elderly or debilitated 
patients and when sedative drugs are added. (See Warnings and Adverse 
Reactions.) 

For dosages in infants and children see below; have resuscitative facilities 
available. 

I.M. use: by deep injection into the muscle. 

I.V. use: inject slowly, take at least one minute for each 5 mg (1 ml) given. Do not 
use small veins, i.e., dorsum of hand or wrist. Use extreme care to avoid 
intra-arterial administration or extravasation. Do not mix or dilute Valium with 
other solutions or drugs in syringe or infusion flask. If it is not feasible to 
administer Valium directly I.V., it may be injected slowly through the infusion 
tubing as close as possible to the vein insertion. 

Moderate psychoneurotic reactions, 2 to 5 mg I.M. or I.V. and severe 
psychoneurotic reactions, 5 to 10 mg I.M. or ILV., repeat in 3 to 4 hours if ° 
necessary; acute alcoholic withdrawal, 10 mg I.M. or I.V. initially, then 5 to 10 
mg in 3 to 4 hours if necessary. Muscle spasm, in adults, 5 to 10 mg I.M. or I. V. 
initially, then 5 to 10 mg in 3 to 4 hours if necessary (tetanus may require larger 
doses); in children, administer I.V. slowly; for tetanus in infants over 30 days of 
age, 1 to 2 mg I.M. or I.V., repeat every 3 to 4 hours if necessary; in children 5 
years or older, 5to 10 mg repeated every 3 to 4 hours as needed. Respiratory 
assistance should be available. 

Status epilepticus, severe recurrent convulsive seizures (I.V. route preferred), 5 
to 10 mg adult dose administered slowly, repeat at 10- to 15-minute intervals up 
to 30 mg maximum. Repeat in 2 to 4 hours if necessary keeping in mind 
possibility of residual active metabolites. Use caution in presence of chronic 
lung disease or unstable cardiovascular status. Infants (over 30 days) and 
children (under 5 years), 0.2 to 0.5 mg slowly every 2 to 5 min., up to 5 mg (I. V. 
preferred). Children 5 years plus, 1 mg every 2 to 5 min., up to 10 mg (slow I.V. 
preferred); repeat in 2 to 4 hours if needed. EEG monitoring may be helpful. 

In endoscopic procedures, titrate I. V. dosage to desired sedative response, 
generally 10 mg or less but up to 20 mg (if narcotics are omitted) immediately 
prior to procedure; if I.V. cannot be used, 5to 10 mg I.M. approximately 30 
minutes prior to procedure. As preoperative medication, 10 mg |.M.; in car- 
dioversion, 5 to 15 mg I. V. within 5 to 10 minutes prior to procedure. Once acute 
symptomatology has been properly controlled with injectable form, patient 
may be placed on oral form if further treatment is required. 

Management of Overdosage: Manifestations include somnolence, confusion, 
coma, diminished reflexes. Monitor respiration, pulse, blood pressure; employ 
general supportive measures, |.V. fluids, adequate airway. Use levarterenol or 
metaraminol for hypotension, caffeine and sodium benzoate for CNS- 
depressive effects. Dialysis is of limited value. 

Supplied: Tablets, 2 mg, 5 mg and 10 mg, bottles of 100 and 500; Tel-E-Dose® 
(unit dose) packages of 100, available in trays of 4 reverse-numbered boxes of 
25, and in boxes containing 10 strips of 10; Prescription Paks of 50, available 

in trays of 10. Ampuls, 2 ml, boxes of 10; Vials, 10 ml, boxes of 1; Tel-E-Ject® 
(disposable syringes). 2 ml, boxes of 10. Each ml contains 5 mg diazepam, 
compounded with 40% propylene glycol, 10% ethyl alcohol, 5% sodium ~ 
benzoate and benzoic acid as buffers, and 1.5% benzyl alcohol as preservative. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 





The American Psychiatric Association announces publication 


of two volumes reporting the Conference on Education of Psychiatrists hig 


held at Lake of the Ozarks, Missouri, June 9-15, 1975. Organized by the A.P.A. in cooperation with 
the American Academy of Child Psychiatry, the American Association of Chairmen of Departments 
of Psychiatry, and the American Association of Directors of Psychiatric Residency Training. 


1. PSYCHIATRIC EDUCATION: PROLOGUE TO THE 1980's, Library Bound, ` 


544 pages, $15.00. 


This is a substantive, highly readable, report of the Conference, written by Anne H. Rosenfeld with 
an Editorial Board comprising: Ewald W. Busse, M.D., Chairperson of the Conference, Walzer E. Bar- 
ton, M.D., Bernard Holland, M.D., Donna Norris, M.D., Melvin Sabshin, M.D., Jeanne Spurlock, 
M.D., and Robert L. Robinson, M.A. (Staff Consultant). 


The volume contains ten chapters covering the topical structure of the Conference: Goals and Values; 
Competence, Evaluation, and Quality Control; The Resident; Faculty; Educational Methods: Means 
in the Service of Ends; The Program Environment; Research; The Economics of Residency Training; 
Psychiatry in Its Social Context; and Retrospect and Prospect. It also contains nine apper dices de- 
scribing the organization of the Conference and its participants, together with selected model pro- 
grams and related informational materials of value. 


2. THE WORKING PAPERS OF THE 1975 CONFERENCE ON EDUCATION OF 
PSYCHIATRISTS Paper bound, 432 pages, $12.50. 


Sixty two leading psychiatric educators served on seven preparatory commissions, one for each of 
seven topic areas, and prepared advance working papers as a basis for Conference deliberations. The 
topics and Commission Chairpersons were: Social Issues and Needs (James N. Sussex, M.D.); Goals 
and Objectives (Morton F. Reiser, M.D.); The Resident (David R. Hawkins, M.D.); Content, Method- 
ology, Faculty and Environment (Milton Greenblatt, M.D.); Research (Daniel X. Freedman, M.D.); 
Economics (Herzl Spiro, M.D.); Evaluation and Quality Control (Eric Pfeiffer, M.D.). The Chairper- 
sons, together with the Conference Chairperson, served as the Editorial Board for this volume. 


Papers commenting on the reports of the commissions, published here for the first time, were pre- 
sented at the Conference by Melvin Sabshin, M.D., Eugene B. Brody, M.D., Jeanne Spurlock, M.D., 
Jack R. Ewalt, M.D., Robert J. Stoller, M.D., James R. Comer, M.D., and Bernard Holland, M.D. 


Publications Office 

American Psychiatric Association 
1700 18th Street, N.W. 
Washington, D.C. 20009 


Please send me: 


copies of PSYCHIATRIC EDUCATION: PROLOGUE TO THE 1980’s ORDER NO. 235 
AT $15.00 PER COPY. 


— ————— copies of THE WORKING PAPERS OF THE 1975 CONFERENCE ON EDUCATION 
OF PSYCHIATRISTS ORDER NO. 236 AT $12.50 PER COPY. 


sets of both volumes at $25.00 per set. 


ENCLOSED IS TOTAL PAYMENTOF$. | | | AM — 
(All domestic orders amounting to $35.00 or less must be accompanied by payment. All foreign 
orders, regardless of dollar amount, must be accompanied by payment.) 


Name: 
Address 
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~ You know what to expect trom: 


antidepressant therapy 





».Dut does your patient? 


You know that it generally takes two or 
three weeks for tricyclic therapy to begin 
working in depression..and that some 
side, effects may be encountered. But, in 
all likelihood, your patient doesn't. 


To lessen the time you spend in explana- 
tion and to increase patient compliance, 
we prepared a special patient information 
» booklet. Entitled “COMING BACK FROM DEPRES- 
SION," this booklet offers encouragement 
to depressed patients, helps you explain 
the basic facts about depression and 
outlines some of the things to be expected 
during therapy, the good and the bad. 


You can get a supply of this carefully 
written booklet simply by asking your 
Squibb Representative. And you can save 
your patients significant amounts of 
money by specifying Amitid on all your 
amitriptyline prescriptions. 


Amitid — a high quality, low cost 
amitriptyline from Squibb — is available 
in five separate strengths, and is bio- 
equivalent to the leading brand of amitrip- 
tyline. Amitid offers all the known 
clinical advantages of amitriptyline — 
relieving a wide range of depression- 


ea 





associated symptoms. Yet Amitid is priced 
considerably lower than other leading 
brands; bringing savings that should hélp 
ease the burden of depression for patients 
...]ust a little bit more! 


*Based on manufacturers’ published prices as of November, 1979. 
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= Amítid 
Amitriptyline Hydrochloride Tablets USP 


lowers the cost, not the quality, of antidepressant therapy 


Please see following page for brief summary. 
SQUIBB” 
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" Amitid Amitriptyline Hydrochloride Tablets USP) 


DESCRIPTION: Amitriptyline hydrochloride is a dibenzocycloheptadiene 
derivative available for oral administration as FILMLOK® tablets 
(FILMLOK is a Squibb trademark for veneer-coated tablets). 


INDICATIONS: For relief of symptoms of depression. Endogenous depres- 
sion is more likely to be alleviated than are other depressive states. 


CONTRAINDICATIONS: Contraindicated in patients with a history of 
hypersensitivity to amitriptyline. Do not administer concomitantly with a 
monoamine oxidase (MAO) inhibitor since hyperpyretic crises, severe convul- 
sions, and deaths occurred when tricyclic antidepressants and MAO inhibitors 
were administered simultaneously. When an MAO inhibitor is to be replaced 
by amitriptyline, allow 14 days to elapse after discontinuation of the former 
and then initiate amitriptyline cautiously and gradually increase dosage until 
optimum response is achieved. Amitriptyline is not recommended for use 
during the acute recovery phase following myocardial infarction. 


ietyl 


We want to cure cancer in your lifetime. 


WARNINGS: Amitriptyline may block antihypertensive action of gua- 
nethidine or similarly acting drugs. Use with caution in patients with history 
of seizures and (because of atropine-like action of amitriptyline) in patients 
with history of narrow-angle glaucoma (even average doses may precipitate an 
attack), increased intraocular pressure, or urinary retention. Closely watch 
patients with cardiovascular disorders since, in addition to having caused 
myocardial infarction and stroke, tricyclic antidepressants (including amitrip- 
tyline) particularly with high dosage have been reported to produce arrhyth- 
mias, sinus tachycardia, and prolongation of conduction time. Close supervi- 
sion is required when amitriptyline is given to hyperthyroid patients or those 
on thyroid medication. Amitriptyline may impair mental and/or physical 
abilities required for performance of hazardous tasks such as operating 
machinery or driving a motor veh:cle. Bear in mind that in patients who may 
use alcohol excessively the potentiation may increase the danger inherent in 
any suicide attempt or overdosage. 


We now have everything we need to save 


about half the people who get cancer. 
Please don't quit on us now. 


in from research laboratories all over the world. 
We're halfway there. 


American Cancer Soc 


Usage in Pregnancy: Safe use during pregnancy and lactation has not been 
established; therefore, in administering the drug to pregnant patients, nursing 
mothers, or women who may become pregnant, weigh the possible benefits 
against the possible hazards to the mother and child. Animal reproduction 
studies have been inconclusive, and clinical experience has been limited. 


Usage in Children: At the present time, not recommended for patients under 
12 years of age because of lack of experience with use in children. 


PRECAUTIONS: Schizophrenic patients may develop increased symptoms of 
psychosis; patients with paranoid symptomatology may have an exaggeration 
of such symptoms; manic depressive patients may experience a shift to the 
manic phase. In these circumstances the dose of amitriptyline may be reduced 
or a major tranquilizer may be administered concurrently. 

Closely supervise and carefully adjust dosage in concomitant use with anti- 
cholinergic or sympathomimetic drugs, including combination of epinephrine 
and local anesthetics. Paralytic ileus may occur with concomitant use of 
tricyclic antidepressants and anticholinergic-type drugs. Caution is advised if 
used concurrently with large doses of ethchlorvynol since transient delirium 
has been reported when one gram of that drug and 75 to 150 mg of amitrip- 
tyline HCl were administered. Amitriptyline may enhance response to alcohol 
and the effects of barbiturates and other CNS depressants. The possibility of 
suicide in depressed patients remains during treatment and until significant 
remission occurs. Potentially suicidal patients should not have easy access to 
large quantities of the drug. Prescriptions should be written for the smallest 
amount feasible. Limit concurrent administration of this drug and elec- 
troshock therapy to patients for whom it is essential since the hazards 
associated with such therapy may be increased. Discontinue this drug, when 
possible, several days before elective surgery. Both elevation and lowering of 
blood sugar levels have been reported. Use amitriptyline with caution in 
presence of impaired liver function. 


ADVERSE REACTIONS: NOTE: A few of the adverse reactions listed below 
have not been reported with this specific drug, but each of the reactions 
should be considered when administering amitriptyline because of pharma- 
cological similarities among tricyclic antidepressants. 

Cardiovascular: Hypotension, hypertension, tachycardia, palpitation, 
myocardial infarction, arrhythmias, heart block, and stroke. CNS and 
Neuromuscular; Confusional states; disturbed concentration; disorientation; 
delusions; hallucinations; excitement; anxiety; restlessness; insomnia; 
nightmares; numbness; tingling, and paresthesias of the extremities; 
peripheral neuropathy; incoordination; ataxia; tremors; seizures; alteration in 
EEG patterns; extrapyramidal symptoms; tinnitus; and syndrome of inappro- 
priate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth, 
blurred vision, disturbance of accommodation, increased intraocular 
pressure, constipation, paralytic ileus, urinary retention, and dilatation of the 
urinary tract. Allergic: Skin rash, urticaria, photosensitization, and edema of 
face and tongue. Hematologic: Bone marrow depression including 
agranulocytosis, leukopenia, eosinophilia, purpura, and thrombocytopenia. 
Gastrointestinal: Nausea, epigastric distress, vomiting, anorexia, stomatitis, 
peculiar taste, diarrhea, parotid swelling, and black tongue. Rarely hepatitis 
(including altered liver function and jaundice). Endocrine: Testicular swelling 
and gynecomastia in the male, breast enlargement and galactorrhea in the 
female, increased or decreased libido, and elevation and lowering of blood 
sugar levels. Other: Dizziness, weakness, fatigue, headache, weight gain or 
loss, increased perspiration, urinary frequency, mydriasis, drowsiness, and 
alopecia. Withdrawal Symptoms: Abrupt cessation of treatment after pro- 
longed administration may produce nausea, headache, and malaise. These are 
not indicative of addiction. 


For full prescribing information, consult package insert. 
HOW SUPPLIED: Available for oral administration in tablets providing 10, 
25, 50, 75, and 100 mg amitriptyline hydrochloride. The 10, 25, and 50 mg 
tablets are available in bottles of 100 and 1000. The 75 and 100 mg tablets are 
available in bottles of 100. 
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combine the “eyes” of X-ray machines with the 


brains” of computers. And successful new 


programs of combination therapies. 
And there are promising reports coming 


Thanks to your help, the tide is beginning 
1 


to turn. The past few ye 
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And new diagnostic techniques that 
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©1980 E.R. Squibb & Sons, Inc. 360-503 SQUIBB® This space contributed by the publisher as a public service. 


ANNOUNCING PUBLICATION OF 


THE CHRONIC MENTAL PATIENT 


; Report of a Conference held in January 1978 
à Edited by 
John A. Talbott, M.D. 


with contributions by James T. Barter, M.D., Paul R. Friedman, J.D., Raymond Glasscote, 

M.A., Trevor D. Glenn, M.D., Norman V. Lourie, M.S.W., W. Walter Menninger, M.D., 

Arthur T. Meyerson, M.D., Kenneth Minkoff, M.D., Samuel Muszynski, M.S.W., Lucy D. 
Ozarin, M.D., Gordon L. Paul, Ph.D., Ronald Peterson, Steven S. Sharfstein, M.D.. Judith 

Clark Turner, Jane Bloom Yohalem, J.D. 


This 277-page Report of the Conference, sponsored by APA and President Carter’s 
Commission on Mental Health, identifies the chronic mental patient population, spells out 
where they are and what their needs and rights are. It specifies what programs work and 
what programs do not work in meeting the needs of these patients. It elaborates on the ob- 
stacles to implementing effective programs and the economic issues involved. It delineates 
the pros and cons of case management and specifies responsibility for coordinating, im- 
plementing, and monitoring services to chronic mental patients. 


Finally, it proposes a Call to Action which opens with this statement: “There is ro more 
urgent concern than the needs of the chronic mentally ill who suffer from severe, persist- 
ent, or recurrent mental illnesses with residual social and vocational disabilities. As a result 
of the deinstitutionalization programs of the past decade and the continuing growth of high 
risk populations that generate chronically ill, the problems associated with the care of these 
patients constitute a national crisis.” 


Since the Conference, the APA Assembly and the Board of Trustees have both ap- 
_ proved the “Call to Action” which calls upon the APA to take the lead in undertaking pro- 
grams to elevate the prestige and value of work with chronic mentally ill patients. 


It follows that all APA members should be thoroughly versed in the current problems of 
this chronic patient population. This is best accomplished by reading this Conference Re- 
port now available from APA Publications Services at $11.00 a copy. 

Send coupon to: American Psychiatric Association 
Publication Sales 
1700 18th St., N.W. 
Washington, D.C. 20009 


copy(ies) of The Chronic Mental Patient 
order #242, @ $11.00 ea. 


ENCLOSED IS TOTAL PAYMENTOF$ | | | | 
(All domestic orders amounting to $35.00 or less must be accompanied by payment. All foreign or- 
ders, regardless of dollar amount, must be accompanied by payment.) 
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: He has 

ive years 

to fight for 
your life 








He is an American Heart Association 


Established Investigator, funded for five 
years to work on some phase of car- 
diovascular disease. He and his asso- 
ciates are researching ways to recognize 
a heart attack before severe damage 
occurs. 

His ultimate goal is to decrease the 
present toll from cardiovascular diseases. 
Of the four Americans that die every 
minute this year from all causes, two will 
die from these diseases. 

He is one of over 1,400 scientists sup- 
ported by the American Heart Association 
who are fighting for your life. 

But we need more money for more 
research that may produce earlier detec- 
tion and better methods of treatment and 
prevention of cardiovascular diseases. 

When a Heart Association volunteer 
asks for your money, think of the 1,400 
scientific invesiigators. Help them fight 
for your life. 


Please give generously to the 
American Heart Association $) 


WE’RE FIGHTING FOR YOUR LIFE 


Brief Summary of Prescribing Information 


Indications and Usage: Symptomatic relief of anxiety, tension, agitation, irritability and 
insomnia associated with anxiety neuroses and transient situational disturbances; anxiety - 
associated with depressive symptoms and as a treatment of symptoms of anxiety if such symp- 
toms are a significant feature of functional or organic disorders, particularly gastrointestinal or - 


cardiovascular. 


Effectiveness in long-term use, i.e., more than 4 months, has not been assessed by system- 


atic clinical studies. Reassess periodically usefulness of the drug for the individual patient. 
Contraindications: Known sensitivity to benzodiazepines or acute narrow-angle glaucema. 


Warnings: Not recommended in primary depressive disorders or psychoses. As with al! CNS- 
acting drugs. warn patients on lorazepam not to operate machinery or motor vehicles, and of 


diminished tolerance for alcohol and other CNS depressants. 


Physical and Psychological Dependence: Withdrawal symptoms like those noted with barbi- 
turates and alcohol have occurred following abrupt discontinuance of benzodiazepines 
(including convulsions, tremor, abdominal and muscle cramps, vomiting and sweatifig). Addic- 
tion-prone individuals, e.g. drug addicts and alcoholics, should be under careful surveillance 
when on benzodiazepines because of their predisposition to habituation and dependence. 
Withdrawal symptoms have also been reported following abrupt discontinuance of benzodi- 


azepines taken continuously at therapeutic levels for several months. 
Precautions: In depression accompanying anxiety. consider possibility for suicide. 


For elderly or debilitated patients, initial daily dosage should not exceed 2mg to avcid over- 


sedation 


Terminate dosage gradually since abrupt withdrawal of any antianxiety agent may result in 
symptoms like those being treated: anxiety, agitation, irritability, tension, insomnia anc occa- 


sional convulsions 


Observe usual precautions with impaired renal or hepatic function. 


Where gastrointestinal or cardiovascular disorders coexist with anxiety, note that lorazepam 
has not been shown of significant benefit in treating gastrointestinal or cardiovascular compo- 


nent 


Esophageal dilation occurred in rats treated with lorazepam for more than 1 year at 


6mg kg day. No effect dose was 1.25mg/kg/day (approximately 6 times the maximum numa 
therapeutic dose of 10mg day). Effect was reversible only when treatment was withdrawn withi 


d 


2 months of first observation. Clinical significance is unknown; but use of lorazepam for pro- 
longed periods and in geriatric patients requires caution and frequent monitoring for symptoms 


of upper G.I. disease 


Safety and effectiveness in children under 12 years have not been established. 


ESSENTIAL LABORATORY TESTS: Some patients have developed leukopenia; some have had 
elevations of LDH. As with other benzodiazepines, periodic blood counts and liver functien tests 


are recommended during long-term therapy. 


CLINICALLY SIGNIFICANT DRUG INTERACTIONS: Benzodiazepines produce CNS depressant 


effects when administered with such medications as barbiturates or alcohol. 


CARCINOGENESIS AND MUTAGENESIS: No evidence of carcinogenic potential emerged in 


rats during an 18-month study. No studies regarding mutagenesis have been performed 


PREGNANCY: Reproductive studies were performed in mice, rats, and 2 strains of rabbits. 
Occasional anomalies (reduction of tarsals, tibia, metatarsals, malrotated limbs, gastrcschisis, 
malformed skull and microphthalmia) were seen in drug-treated rabbits without relationship to 
dosage. Although all these anomalies were not present in the concurrent control group, they 
have been reported to occur randomly in historical controls. At 40mg/ kg and higher, there was 
evidence of fetal resorption and increased fetal loss in rabbits which was not seen at lower 
doses Clinical significance of these findings is not known. However, increased risk of congeni- 
tal malformations associated with use of minor tranquilizers (chlordiazepoxide, diazepam and 
meprobamate) during first trimester of pregnancy has been suggested in several studies. 
Because use of these drugs is rarely a matter of urgency. use of lorazepam during this period 
should almost always be avoided. Possibility that a woman of child-bearing potential may be 
pregnant at institution of therapy should be considered. Advise patients if they becorre preg- 


nant to communicate with their physician about desirability of discontinuing the drug. 


In humans. blood levels from umbilical cord blood indicate placental transfer of lorazepam 


and its glucuronide 


NURSING MOTHERS It is not known if oral lorazepam is excreted in human milk like other 
benzodiazepines. As a general rule, nursing should not be undertaken while on a drug since 


many drugs are excreted in milk 


Adverse Reactions, if they occur, are usually observed at beginning of therapy and generally 
disappear on continued medication or on decreasing dose. In a sample of about 3,500 anxious 
patients. most frequent adverse reaction is sedation (15.996), followed by dizziness (6.996), 
weakness (4.2%) and unsteadiness (3.4%). Less frequent are disorientation, depression, nau- 
sea. change in appetite. headache. sleep disturbance, agitation, dermatological symptoms, eye 
function disturbance. various gastrointestinal symptoms and autonomic manifestations. Inci- 
dence of sedation and unsteadiness increased with age. Small decreases in blood pressure 


have been noted but are not clinically significant, probably being related to relief of anx:aty. 


Overdosage: In management of overdosage with any drug, bear in mind that multiple agents 
may have been taken. Manifestations of overdosage include somnolence, confusion and coma. 
Induce vomiting and/or undertake gastric lavage followed by general supportive care, monitor- 
ing of vital signs and close observation. Hypotension, though unlikely, usually may be ccntrolled 


with Levarterenol Bitartrate Injection U.S.P Usefulness of dialysis has not been determined. 





Ativan: 
Anxiety 






Dosage: Individualize for maximum beneficial effects. Increase dose 
gradually when needed, giving higher evening dose before increasing 
daytime doses. Anxiety, usually 2-3mg/day given b.i.d. or t.i.d.; dosage 
may vary from 1 to 10mg/day in divided doses. For elderly or debili- 
tated, initially 1-2mg/day; insomnia due to anxiety or transient situa- 


tional stress, 2-4mg h.s. 
How Supplied: 0.5, 1.0 and 2.0mg tablets. 


Wyeth Laboratories 


| ; E PA 19101 


Copyright © 1979, Wyeth Laberatories 
Div. of AHPC, NLY., N.Y. All rights reserved. 
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in a private world of hallucinations, delusions and anxiety. For such patients, ‘Stelazine’ 
provides effective control of these and other psychotic symptoms. 


Also important, ‘Stelazine’ can help patients participate in your therapeutic programs. 
‘Stelazine’ usually does not cause excessive sedation and offers the convenience of 


b.i.d. dosage. 


After 19 years of extensive clinical and laboratory research and clinical experience, no 
other antipsychotic agent has demonstrated significantly greater overall effectiveness 
and significantly fewer adverse effects than Stelazine'. These facts make ‘Stelazine’ a first 


choice for therapy. 


Before prescribing, see complete 
prescribing information in SAGF 
literature or POR. The following is a 
brief summary. 
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Other adverse reactions reported with 
Stelazine (trifluoperazine HCI. SKGF) or 
other phenothiazines: Some adverse 
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TRIFLUOPERAZINE HCI 
A First Choice for Therapy 
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Morning inthe Bowl of Night 
Has flung the Stone 
that puts the Stars fo flight. 
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Brief Summary of Prescribing Information 
ADAPIN® (doxepin HC!) Capsules 
Indications—Relief of symptoms of anxiety and depression 


Contraindications—Glaucoma, tendency toward urinary retention, 
or hypersensitivity to doxepin 
Warnings—Adapin has not been evaluated for safety in pregnancy. 
No evidence of harm to the animal fetus has been shown in repro- 
ductive studies. There are no data concerning secretion in human 
milk, nor on effect in nursing infants 
Usage in children under 12 years of age is not recommended 
MAO inhibitors should be discontinued at least two weeks prior to 
e cautious initiation of therapy with this drug, as serious side- 
effects and death have been reported with the concomitant use of 
certain drugs and MAO inhibitors 


A RN 


in patients who may use alcohol excessively potentiation may 
increase the danger inherent in any suicide attempt or overdosage 
Precautions—Drowsiness may occur and patients should be 
cautioned against driving a motor vehicle or operating hazardous 
machinery. Since suicide is an inherent risk in depressed patients 
they should be closely supervised while receiving treatment Al- 
though Adapin has shown effective tranquilizing activity, the possi- 
bility of activating or unmasking latent psychotic symptoms should 
be kept in mind 
Adverse Reactions—Dry mouth. blurred vision and constipation 
have been reported. Drowsiness has also been observed 

Adverse effects occurring infrequently include extrapyramidal 
symptoms, gastrointestinal reactions, secretory effects such as 
sweating. tachycardia and hypotension. Weakness. dizziness, 
fatigue, weight gain, edema. paresthesias. flushing. chills, tin- 


nitus, photophobia, decreased libido, rash and pruritus may aiso 
occur 


Dosage and Administration—!n mild to moderate anxiety and/or 
depression: 25 mg t.i.d. Increase or decrease the dosage according 
to individual response. Daily dosage, up to 150 mg may be taken at 
bedtime without loss of effectiveness. Usual optimum daily dosage 
is 75 mg to 150 mg per day not to exceed 300 mg per da 

Antianxiety effect usually precedes the antidepressant effect by 
two or three weeks 


How Supplied—Each capsule contains doxepin, as the hy- 
drochloride: 10 mg, 25 mg, 50 mg, and 100 mg capsules in bottles 
of 100 and 1000 

For complete prescribing information please see package insert 
or PDR 





in anxiety/depression... 


a good awakening 
from a good night’ sleep 


Most depressed patients experience some form of sleep 
disturbance. Adapin® helps relieve the accompanying 
anxiety, and restores a more normal sleep pattern right from 
the start of therapy. 


O convenient, flexible therapy 

The usual optimal dose is 75 to 150 mg daily. The entire dose 
may be given at night without loss of therapeutic effect. 
Adapin is available as 10 mg, 25 mg, 50 mg, and 100 mg 


capsules. 


Adapin ™ 
(doxepini HCI) 


useful adjunctive 
therapy in your ~ 
psychiatric practice 
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help them see life 


in all its colors 
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" — Haldol i 


haloperidol) 


tablets/concentrate/injection 
wo 


For long-term management 
of psychotic patients... 
with minimal riskof 

adverse effects 


Highly effective in 


a wide range of acute and 


Minimal risk of 


Common side effects easily 
hypotension, oversedation, 


controlled 


chronic psychotic 
disorders ' 


Permits aggressive titration 


to effective dosage levels 
for optimal control" 


Usually leaves patients 
alert and responsive... 
easier to reach with supportive 
measures" 


*Not an actual case history, this situation 
illustrates the action of HALDOL 
haloperidol as reported in various clinical 
studies (available on request). 


or troublesome 

anticholinergic effects 
Transient hypotension occurs 
rarely; severe orthostatic hypo- 
tension has not been reported. 
Although some instances of 
drowsiness have been reported, 
marked sedation is rare. 


3-5,7-9 


Although extrapyramidal symp- 
toms (EPS) have been reported 
frequently, they ere usually 
dose-related and readily con- 
trolled with dose adjustment or 
antiparkinson drugs. EPS often 
diminish spontaneously with 
continued use of HALDOL halo- 
peridol. 


References: 1. Man, P.L.: Dis. Nerv. Syst..34:113 (Feb.) 1973. 2. Sugerman, A.A., et al.: Am. J. Psychiatry 
129:1190 (June) 1964. 3. Ayd, FJ., Jr.: Med. Sci. 18:55 (Oct.) 1967. 4. Howard, J.S.: Dis. Nerv. Syst. 35:458 
(Oct.) 1974. 5. Abuzzahab, ES., Sr.: Psychosomatics 11:188 (May-June) 1970. 6. Darling, H.F: Dis. Nerv. 
Syst. 34:364 (Oct.-Nov.) 1973. 7. Gerle, B.: Clin. Trials J. 3:380 (Feb.) 1966. 8. Snyder, S.H., et al: Science 
184:1243 (June 21) 1974. 9. Stimmel, C.L.: Dis. Nerv. Syst. 34:219 (Apr.) 1976. 
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Please turn page for summary of prescribing information. 
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A rapid-acting injection for JS hiatric emer- 
gencies: 5 mg per ml,* with 1.8 mg methylpara- 
ben and 0.2 mg propylparaben per ml, and 
lactic acid for pH adjustment to 3.4 + 0.2 


TERES 


HALDOL (haloperidol) 


concentrate 


A tasteless, odorless, colorless 
liquid concentrate for better patient 
compliance: 2 mg per ml. i: 


" io. Pi 
Pex-—- ^ 5 tablet strengths for convenience in 
3 individualizing dosage 


1mg 2mg 5mg 


"og 738 





tablets / concentrate /injection 


A dosage form for every therapeutic need 


Summary of Prescribing Information 

Contraindications: Severe depression, coma, CNS depression due to cen- 
trally-acting depressants, Parkinson's disease, hypersensitivity to the drug. 
Warnings: Usage in Pregnancy: Safe use in pregnancy or in women likely 
to become pregnant has not been established; use only if benefit clearly 
justifies potential hazards. Infants should not be nursed during drug treat- 
ment. 

Usage in Children: Safety and effectiveness not established, not recom- 
mended in pediatric age group. 

Combined Use With Lithium: Patients receiving lithium plus haloperidol 
should be monitored closely for early evidence of neurological toxicity. 
General: Bronchopneumonia, sometimes fatal, has followed use of major 
tranquilizers, including haloperidol. Prompt remedial therapy should be insti- 
tuted if dehydration, hemoconcentration or reduced pulmonary ventilation 
occurs, especially in the elcerly. Decreased serum cholesterol! and; or cuta- 
neous and ocular changes have been reported with chemically-related 
drugs, although not with haloperidol. Mental and/or physical abilities 
required for hazardous tasks or driving may be impaired. Alcohol should be 
avoided due to possible additive effects and hypotension 

Precautions: Administer cautiously to patients: (1) with severe cardiovascu- 
lar disorders, due to the possibility of transient hypotension and/or precipita- 
tion of anginal pain (if a vasopressor is required, epinephrine should not be 
used since HALDOL haloperidol may block its vasopressor activity and 
paradoxical further lowering of blood pressure may occur). (2) receiving 
anticonvulsant medication since HALDOL haloperidol may lower the convul- 
sive threshold; (3) with known allergies or a history of allergic reactions to 
drugs; (4) receiving anticoagulants. Concomitant antiparkinson medication, if 
required, may have to be continued after HALDOL haloperidol is discontin- 
ued because of different excretion rates; if both are discontinued simulta- 
neously, extrapyramidal symptoms may occur. Intraocular pressure may 
increase when anticholinergic drugs, including antiparkinson drugs, are 
administered concomitantly with HALDOL haloperidol. When HALDOL halo- 
peridol is used for mania in cyclic disorders, there may be a rapid mood 
Swing to depression. Severe neurotoxicity may occur in patients with thyro- 
toxicosis receiving antipsychotic medication, including HALDOL haloperidol. 
Adverse Reactions: CNS Effects: Extrapyramidal Reactions: Neuromuscu- 
lar (extrapyramidal) reactions have been reported frequently, often during the 
first few days of treatment. Generally they involved Parkinson-like symptoms 
which were usually mild to moderately severe and usually reversible. Other 
types of neuromuscular reactions (motor restlessness, dystonia, akathisia, 
hyperreflexia, opisthotonos, oculogyric crises) have been reported far less 
frequently, but were often more severe. Severe extrapyramidal reactions have 
been reported at relatively low doses. Generally, extrapyramidal symptoms 
are dose-related since they occur at relatively high doses and disappear or 
become less severe when the dose is reduced. Antiparkinson drugs may be 


* hadoeridol present as the lactate 
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required. Persistent extrapyramidal reactions have been reported and thi 
drug may have to be discontinued in such cases. 

Withdrawal Emergent Neurological Signs: Abrupt discontinuation of short 
term antipsychotic therapy is generally uneventful. However, some patient: 
on maintenance treatment experience transient dyskinetic signs after abrup 
withdrawal. In certain cases these are indistinguishable from "'Persisten 
Tardive Dyskinesia" except for duration. It is unknown whether gradue 
withdrawal will reduce the occurrence of these signs, but until further evi 
dence is available haloperidol should be gradually withdrawn. 

Persistent Tardive Dyskinesia: Although rarely reported with HALISOL halo 
peridol, tardive dyskinesia may appear during or after long-term therapy. The 
risk appears to be greater in elderly patients on high-dose therapy, especiall’ 
females. Symptoms are persistent and sometimes appear irreversible; there i 
no known effective treatment and all antipsychotic agents should be discon 
tinued. The syndrome may be masked by reinstitution of drug, increasinc 
dosage, or switching to a different antipsychotic agent. 

Other CNS Effects: Insomnia, restlessness, anxiety, euphoria, agitation 
drowsiness, depression, lethargy, headache, confusion, vertigo, grand me 
seizures, and exacerbation of psychotic symptoms. 

Cardiovascular Effects: Tachycardia and hypotension. Hematologic 
Effects: Reports of mild, usually transient leukopenia and leukocytosis, mini 
mal decreases in red blood cell counts, anemia, or a tendency towarc 
lymphomonocytosis; agranulocytosis rarely reported and only in associatior 
with other medication. Liver Effects: Impaired liver function and/or jaundice 
reported. Dermatologic Reactions: Maculopapular and acneiform reac 
tions, isolated cases of photosensitivity, loss of hair. Endocrine Disorders 
Lactation, breast engorgement, mastalgia, menstrual irregularities, gyneco 
mastia, impotence, increased libido, hyperglycemia and hypoglycemia. Gas 
trointestinal Effects: Anorexia, constipation, diarrhea, hypersalivation 
dyspepsia, nausea and vomiting. Autonomic Reactions: Dry mouth, blurrec 
vision, urinary retention and diaphoresis. Respiratory Effects: Laryngo 
spasm, bronchospasm and increased depth of respiration. 

The injectable form is intended only for acutely agitated psychotic patients 
with moderately severe to very severe symptoms. 

Caution: Federal law prohibits dispensing without prescription. 

Full directions for use should be read before HALDOL haloperidol is 
administered or prescribed. 

HALDOL tablets are manufactured by McNeil Laboratories Co., Dorado 
Puerto Rico 00646. 


McNeil Laboratories, McNEILAB, Inc. 
Fort Washington, PA 19034 


| Increase your professional library— 
* order APA's three most recent E 
Task Force Reports now | 


Electroconvulsive Therapy, Task Force Report 14 


Prepared by the APA Task Force on Electroconvulsive Therapy; Fred Frankel M.D., Chair- 
person 


This new report presents a comprehensive study of one of the most controversial issues in psychiatry 
today. The efficacy of ECT for affective disorders, schizophrenia, and for other mental illnesses is dis- 
cussed, as are its adverse effects. Chapters included contain information on the social, ethical, and 
legal aspects of ECT; the methods of its administration and the training and education which the use 
of it requires; and its physiological and biochemical concomitants. Possible future research is also 
discussed. 


The History of American Psychiatry: 
A Teaching and Research Guide, Task Force Report 15 


Prepared by the APA Committee on History, Library, and Museum; Daniel! Blain, M.D. and 
Michael Barton, Ph.D. 


This report presents a compilation of reading and resource materials related to the history of the 
science of psychiatry and the learning and teaching of its historic development. Attention is given to 
the actions of citizens, professionals and government which have affected this historical development, 
and a chronology of psychiatry (primarily in the United States) is included. 


Relating Environment to Mental Health and lliness: 
The Ecopsychiatric Base, Task Force Report 16 


Prepared by the APA Task Force on the Ecopsychiatric Data Base; Jay T. Shurley, M.D., 
Chairperson 


' This report details the work of the Task Force in giving a conceptual framework to the linkage of en- 
vironment with mental health and illness. A comprehensive bibliography, sections of which are an- 
notated, is given. 


Send coupon to: 


Publication Sales Department 
American Psychiatric Association 
1700 18th St. N.W., Washington, D.C. 20009 


Please send me: copies of Task Force Report 14, order #228, @ $7.50 ea. 
copies of Task Force Report 15, order #146, @ $4.00 ea. 


copies of Task Force Report 16, order #147, @ $4.00 ea. 


ENCLOSED IS TOTAL PAYMENT OF $ 


(All domestic orders amounting to $35.00 or less must be accompanied by payment. 
All foreign orders, regardless of dollar amount, must be accompanied by payment.) 
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LORAZEPAM PLASMA LEVELS (ng/ml) 


y (4 Labor atories Each point represents the mean of 8 subjects. 
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Pharmacokinetics Anxiety neuroses 


Ativan (lorazepam) is eliminated more rapidly In many nationwide studies involving 

than other benzodiazepines; generates no thousands of patients with anxiety neuroses, 
clinically active metabolites. The half-life of Ativan (lorazepam) consistently provided 
free lorazepam is about 12 hours; steady-state significant relief of anxiety, tension, agitation 
blood levels are attained in 2-3 days. and irritability as measured by standard 
(Comparable data for diazepam: 20-50 hours Hamilton, Global (physician rated) 

and at least 7-10 days.) Ativan shows no and 35-Item (patient self-rated) scales. 
evidence of accumulation, even when given in 

high doses for as long as 6 months. 

(The pharmacokinetic profile of a drug can 

define such characteristics as absorption, 

distribution, metabolism and elimination but 

cannot, at present, be directly related to its 

therapeutic effectiveness.) 


N 
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Anxiety in 

Cardiovascular disorders 

Ativan (lorazepam) has been specifically 
avaluated and found effective in seven 
zommon protocol, double-blind studies 
nvolving 423 patients (211 on Ativan) 
whose anxiety was related to organic 
and functional cardiovascular disorders. 
‘he cardiovascular component 

1as not, of course, been shown to be 
significantly benefited by such therapy. 


Anxiety in 
gastrointestinal disorders 


So far, nine common protocol, double-blind 
studies of Ativan have focused on anxious 


patients with functional or organic 


gastrointestinal complaints (457 patients, 
234 on Ativan). Ativan was clearly effective 
in reducing the anxiety of these patients. 
The gastrointestinal component has not, 
of course, been shown to be significantly 





Anxiety in 

the aging patient 

Because its simple metabolism is not readily 
impaired with advancing age, and 
accumulation is not likely to present a 
problem, Ativan is a good choice for older 
patients. Those who have trouble swallowing 
solid medication appreciate *he small Ativan 
tablet, which is tasteless and disintegrates 
within seconds in water or fruit juice. 


benefited by such therapy. 
Ativan. 
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See important information on following page. 


: - Brief Summary of Prescribing Information 


Indications and Usage: Symptomatic relief of anxiety, tension, agitation, irritability and 
insomnia associated with anxiety nauroses and transient situational disturbances; anxiety 
associated with depressive symptoms and as a treatment of symptoms of anxiety if such symp- 
toms are a significant feature of functional or organic disorders, particularly gastrointestinal or 
cardiovascular. 

“Effectiveness in long-term use, i.e., more than 4 months, has not been assessed by system- 
atic clinical studies ,Reassess periodically usefulness of the drug for the individual patient. 


Contraindications: Known sensitivity to benzodiazepines or acute narrow-angle glaucoma. 


Warnings: Not recommended in primary depressive disorders or psychoses. As with all CNS- 
acting drugs, warn patients on lorazepam not to operate machinery or motor vehicles, and of 
diminished tolerance for alcohol and other CNS depressants. 

Physical and Psychological Dependence: Withdrawal symptoms like those noted with barbi- 
turates and alcohol have occurred following abrupt discontinuance of benzodiazepines 
(including convulsions, tremor, abdominal and muscle cramps, vomiting and sweating). Addic- 
tion-prone individuals, e.g. drug addicts and alcoholics, should be under careful surveillance 
when on benzodiazepines because of their predisposition to habituation and dependence. 
Withdrawal symptoms have also been reported following abrupt discontinuance of benzodi- 
azepines taken continuously at therapeutic levels for several months. 


Precautions: In depression accompanying anxiety, consider possibility for suicide. 

For elderly or debilitated patients, initial daily dosage should not exceed 2mg to avoid over- 
sedation. 

Terminate dosage gradually since abrupt withdrawal of any antianxiety agent may result in 
symptoms like those being treated: anxiety, agitation, irritability, tension, insomnia and occa- 
sional convulsions. 

Observe usual precautions with impaired renal or hepatic function. 

Where gastrointestinal or cardiovascular disorders coexist with anxiety, note that lorazepam 
has not been shown of significant benefit in treating gastrointestinal or cardiovascular compo- 
nent. 

Esophageal dilation occurred in rats treated with lorazepam for more than 1 year at 
6mg/kg/day. No effect dose was 1.25mg/kg/day (approximately 6 times the maximum human 
therapeutic dose of 10mg/day). Effect was reversible only when treatment was withdrawn within 
2 months of first observation. Clinical significance is unknown; but use of lorazepam for pro- 
longed periods and in geriatric patients requires caution and frequent monitoring for symptoms 
of upper G.I. disease. 

Safety and effectiveness in children under 12 years have not been established. 


ESSENTIAL LABORATORY TESTS: Some patients have developed leukopenia; some have had 
elevations of LDH. As with other benzodiazepines, periodic blood counts and liver function tests 
are recommended during long-term therapy. 


CLINICALLY SIGNIFICANT DRUG INTERACTIONS: Benzodiazepines produce CNS depressant 
effects when administered with such medications as barbiturates or alcohol. 


CARCINOGENESIS AND MUTAGENESIS: No evidence of carcinogenic potential emerged in 
rats during an 18-month study. No studies regarding mutagenesis have been performed. 


PREGNANCY: Reproductive studies were performed in mice, rats, and 2 strains of rabbits. 
Occasional anomalies (reduction of tarsals, tibia, metatarsals, malrotated limbs, gastroschisis, 
malformed skull and microphthalmia) were seen in drug-treated rabbits without relationship to 
dosage. Although all these anomalies were not present in the concurrent control group, they 
have been reported to occur randomly in historical controls. At 40mg/kg and higher, there was 
evidence of fetal resorption and increased fetal loss in rabbits which was not seen at lower 
doses. Clinical significance of these findings is not known. However, increased risk of congeni- 
tal malformations associated with use of minor tranquilizers (chlordiazepoxide, diazepam and 
meprobamate) during first trimester of pregnancy has been suggested in several studies. 
Because use of these drugs is rarely a matter of urgency, use of lorazepam during this period 
should almost always be avoided. Possibility that a woman of child-bearing potential may be 
pregnant at institution of therapy should be considered. Advise patients if they become preg- 
nant to communicate with their physician about desirability of discontinuing the drug. 

In humans, blood levels from umbilical cord blood indicate placental transfer of lorazepam 
and its glucuronide. 
NURSING MOTHERS: It is not known if oral lorazepam is excreted in human milk like other 
benzodiazepines. As a general rule, nursing should not be undertaken while on a drug since 
many drugs are excreted in milk. 


Adverse Reactions, if they occur, are usually observed at beginning of therapy and generally 
disappear on continued medication or on decreasing dose. In a sample of about 3,500 anxious 
patients, most frequent adverse reaction is sedation (15.996), followed by dizziness (6.996), 
weakness (4.296) and unsteadiness /3.496). Less frequent are disorientation, depression, nau- 
sea, change in appetite, headache, sleep disturbance, agitation, dermatological symptoms, eye 
function disturbance, various gastrointestinal symptoms and autonomic manifestations. Inci- 
dence of sedation and unsteadiness increased with age. Small decreases in blood pressure 
have been noted but are not clinically significant, probably being related to relief of anxiety. 

Overdosage: In management of overdosage with any drug, bear in mind that multiple agents 
may have been taken. Manifestaticns of overdosage include somnolence, confusion and coma. 
Induce vomiting and/or undertake gastric lavage followed by general supportive care, monitor- 
ing of vital signs and close observetion. Hypotension, though unlikely, usually may be controlled 
with Levarterenol Bitartrate Injection U.S.P. Usefulness of dialysis has not been determined. 


_ Ativan: 
Anxiety 


Dosage: Individualize for maximum beneficial effects. Increase dose 
gradually when needed, giving higher evening dose before increasing 
daytime doses. Anxiety, usually 2-3mg/day given b.i.d. or t.i.d.; dosage 
may vary from 1 to 10mg/day in divided doses. For elderly or debili- 
tated, initially 1-2mg/day; insomnia due to anxiety or transient situa- 
tional stress, 2-Amg h.s. 


How Supplied: 0.5, 1.0 and 2.0mg tablets. 
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the Mental Health Association releases Two New Volumes That 





Focus on the 


Elderly 


Joint Information Service of the American Psychiatric Association 


ri This carefully documented book reports a field study of ten programs, four in America 


Creative 
Mental 
Health 
Services. 
for the 
Elderly 


several trailer parks 


needs of the elderly 


Raymond Glasscote access to many kinds of services 


Jon E. Gudeman 
Donald Miles 


PREFACE BY JACK WEINBERG 


JOINT INFORMATION SERVICE 





guidelines for action are right here." 
190 pages. Casebound. Price $8.50. 


a Sy ee 


Concerned about the very bad reputation that nursing homes have received from 
many quarters in recent years, the Joint Information Service set up a field study to 
visit a systematically chosen sample of nursing homes, and board-and-care homes as 
well, to see to what extent the care of and the quality of life for the patients differed 
ftom the geriatrics units of state hospitals. Altogether, sixty nursing homes and 31 
board-and-care homes in ten locales were visited, in each case by the senior author 
accompanied by two mental health professionals. 

The teams were surpised to learn that care and quality of life in many of the nursing 
and board-and-care homes they visited were better—sometimes dramatically better— 
than that in the mental health facilities and often at lower cost. 

This unique publication provides an overview of all facilities visited plus vignettes 
of approximately half. Federal and state rules and regulations are also expertly syn- 
thesized into brief and readable style. 

148 pages. Casebound. Price $6.50 


Publication Sales Division 
American Psychiatric Association 
1700 18th St., N.W., Washington, D.C. 20009 


Please send: 





copies of Old Folks at Homes @ $6.50 per copy 








over the regular combined price of $15.00) 
ENCLOSED IS TOTAL PAYMENT OF $ 


e and many other innovative, successful approaches. 

Each program is subjected to intensive scrutiny. The resulting document becomes a 
handbook, and, as well, a forum through which some of the world's most experienced 
practitioners of "the psychiatry of old age" present their views. 

Dr. Wilma Donohue, director of the International Center for Social Gerontology, 
characterizes this volume as "a masterful job of putting everything in relief . . . the 


e a high school for the elderly which sends its students abroad for study trips 
e a "Human Development Project" that focuses on responding to the 5sychological 
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copies of Creative Mental Health Services for the Elderly @ $8.50 per copy 


and six in England and Scandinavia, which serve as practical demonstrations of 
creative mental health services for the elderly. They include: 
e a novel "Neighborhood Family” providing vigorous support to elderly residents of 


e a carefully coordinated system of “respite hospitalization,’ which promotes the 
health of the elderly while allowing maximum use of hospital beds and family resources 
e a “Lucy Booth,” patterned after the Peanuts comic strip, which provides easy 


sets (one copy of each volume) at the special combination price of $13.50 (a savings of $1.50 
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Impressive improvement in the often critical first two days In a series of 

clinical studies '-4 involving hospitalized and ambulatory schizophrenics, there was a 
particularly impressive decrease in key target symptoms such as conceptual 

disorganization, thinking disorder, hallucinatory behavior, and anxiety-depression during 

the first two days. Particularly notable was an almost 4096 mean symptomatic improvement in 
BPRS reported in 18 acute schizophrenic patients after 48 hours of treatment.’ (See chart) 


Steady progress facilitates earlier resocialization Throughout the early weeks of therapy, 

the LOXITANE difference continues to be apparent. In clinical trials, near maximal control 

has been reported'-* by week four and behavior patterns often approached normal. 

Mean overall symptom improvement of almost 96% in BPRS has been observed within 28 days.’ 
Prompt therapeutic response permits approximate psychotherapy for a rapid return to 

more normal activities. 


Symptom improvement in18 acute schizophrenics | 4 
on LOXITANE* Loxapine Succinate Xi ne 
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See LOXITANE Brief Summary for indications, 
warnings and precautions and for more 
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lime Atter Drug Administration (days) Adapted trom Sharma’ 


BPRS (Bnet Psychiatric Rating Scale) 


CGI (Cancal Global Impressions) 
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For the difference 
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with rapid action... 





Brief Summary 

LOXITANE' Loxapine Succinate Capsules 

LOXITANE® C Loxapine Hydrochloride Oral Concentrate 
INDICATIONS: Manifestations of schizophrenia 
CONTRAINDICATIONS: Comatose or severely depressed states: 
hypersensitivity to the drug 

WARNINGS: Safe use during pregnancy or lactation has not been 
established; weigh potential benefits to possible hazards. Not 
recommended.for use in children under 16. May impair mental and/ 
or physical abilities especially during early therapy, warn ambula- 
tory patients about activities requiring alertness and concomitant 
use of alcohol or other CNS depressants. Not recommended for 
management of behavioral complications in mentally retarded 
patients. 

PRECAUTIONS: Use with extreme caution in patients with a history 
of convulsive disorders; use with caution in patients with cardio- 
vascular disease or in those with glaucoma or a tendency to urinary 
retention particularly when on concomitant anticholinergic medica- 
tion. Loxapine has an antiemetic effect in animals which might occur 
in man masking signs of overdosage of toxic drugs and obscuring 
intestinal obstruction or brain tumor. Since possible ocular toxicity 
cannot be excluded, observe carefully for pigmentary retinopathy 
and lenticular pigmentation 

ADVERSE REACTIONS: CNS effects, other than extrapyramidal, 
infrequent. Mild drowsiness may occur at beginning of therapy or 
upon dosage increase, usually subsides with continued therapy 
Sedation, dizziness, faintness, staggering gait, muscle twitching, 
weakness and confusional states have been reported. Extrapyrami- 
dal reactions often occur early in treatment manifested by 
Parkinson-like symptoms (tremor, rigidity, excessive salivation, 
masked facies, akathisia) controllable by dosage reduction or anti- 
parkinson drugs at usual dosages. Dystonic and dyskinetic reac- 
tions, while less frequently occurring, may be more severe, 
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Loxitane ' 


SUCCINATE . 






Recommended Daily Dosage 


Dosage Initially: 20-50 mg 

During first 24 hours: up to 100 mg 
Usual therapeutic level: 150 mg/day 
Maintenance: 60-100 mg/day 


Maximum: 250 mg/day 


Dosage may be divided as necessary. 
Reduced dosage in geriatrics and 
adolescents should be consicered. 


requiring dosage reduction or temporary withdrawal plus approp 
ate counteractive drugs. Persistent Tardive Dyskinesia may appe. 
during prolonged therapy or following discontinuance, the risk 
greater in the elderly, especially females, on high dosage. Symp- 
toms, persistent and in some patients apparently irreversible, are 
characterized by rhythmical involuntary movement of the tongue, 
face, mouth and jaw sometimes accompanied by involuntary mov 
ment of extremities. Since there is no known effective treatment, c 
continue all antipsychotic drugs if symptoms appear. Reinstitutios 
treatment, increased dosage, or switching to another agent may 
mask syndrome. The syndrome may not develop if medication is 
stopped when fine vermicular movements of the tongue first appe 
Cardiovascular Effects: Tachycardia, hypotension, hypertension, 
lightheadedness and syncope. ECG changes, not kncwn to be re 
lated to loxapine use, have been reported. Skin: Dermatitis, ederr 
of face, pruritus, seborrhea. Possible photosensitivity and/or pho 
toxicity; skin rashes of unknown etiology seen in a few patients in 
summer months. Anticholinergic: Dry mouth, nasal congestion, 
constipation, blurred vision (more likely to occur with concomitan 
use of antiparkinson agents). Other: Nausea, vomiting, weight ga 
or loss, dyspnea, ptosis, hyperpyrexia, flushed facies, headache 
paresthesia, polydipsia. Rarely, galactorrhea and menstrual irreg 
ularity of unknown etiology. 


References: 1. Sharma T: Rapid response to loxapine in acute schizophre 
Curr Ther Res 25:366-370, March 1979. 2. Serban G: Loxapine in acute 
schizophrenic disorder, Curr Ther Res 25:139-143, January 1979. 3. Zisooll 
al.: Loxapine succinate (LOXITANE®) in the outpatient treatment of acutely 
schizophrenic patients, Curr Ther Res 24:415-426, August 1978. 4. Thoma 
Loxapine oral liquid concentrate in the treatment of young acult patients w 
acute schizophrenic symptoms, Curr Ther Res 25:371-377, 1979. 
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PLEASE NOTIFY US 
6 WEEKS IN ADVANCE 


MEMBERS: This notification will change 
your address (and/or name) for the 
AMERICAN JOURNAL OF PSYCHIATRY, 
PSYCHIATRIC NEWS, and all member- 
wide APA mailings. 


SUBSCRIBERS: Please notifv each 
publication separately. 
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AU: Somatic or auto- 
“nymic sensations, illusions, 
hallucinations, fear, or déja vu, 
which may signal seizure 
onset to the patient. 


Automatisms: Auto- 


matic behavior of many kinds, 


such as swallowing, chewing, 
lip-smacking; more complex, 
apparently purposeful behav- 
ior that is often inappropriate. 


Depressed state 
of consciousness: 


Partial awareness, unrespon- 
Siveness, staring. 


Amnesia: Complete or 
partial amnesia during the 
attack. 


Post-seizure 
CONTUSION: Lasting for 


seconds or minutes. 





Tablets 50 mg, 250 mg 
iuspension 250 mg/5 ml 





Mysoline (primidone)...a highly effective 
choice for psychomotor seizure control. 


The psychomotor seizure state may prove difficult to control.'*5 
Among the major anticonvulsants, MYSOLINE (primidone) has 
emerged as an effective first-line agent in the control of psychomotor 
seizures: a view based on more than two decades of experience and 
shared by a number of leading neurologists.?.5"7 This positive 
estimation of MYSOLINE efficacy is reflected in Forster's* clinical 
impression of anticonvulsant response: 


Clinical impression MYSOLINE Hydantoinates Earbiturates 
of anticonvulsant (primidone) (phenytoin) (phenobarbital) 
response in 

psychomotor T4 ++ TORY dt 
epilepsy 





++++ denotes best response Adapted from Forster, F M.5 


Multiple anticonvulsant properties 


may help account for Mysoline efficacy. 


Both MYSOLINE metabolites—PEMA (phenylethylmalonamide) and 
phenobarbital—have anticonvulsant activity, as does primidone itself. 
In psychomotor epilepsy MYSOLINE is a drug of choice, while pheno- 


E | R = 
barbital is considered to be of little value. Ayerst. 
Please see next page for prescribing information. 


MYSOLINE 


primidone 






consider it first 
tor control of 


psychomotor seizures. 


(complex partial*) 
"Modified terminology from the International Classification 
of Epileptic Seizures.® ai^ 


ATS 


Consider it first 
for grand mal, focal and 
osychomotor seizures 


MYSOLINE 


E ® 
primidone) 
Initial dose in patients eight years and older: 250 mg 


daily at bedtime 

BRIEF SUMMARY 

(For full prescribing information, see package circular.) 
MYSOLINE* 

Brand of PRIMIDONE Anticonvulsant 


ACTIONS: MYSOLINE raises electro- or chemoshock seizure thresholds 
or alters seizure patterns ir experimental animals. The mechanism(s) 
of primidone's antiepileptic action is not known 


Primidone per se has anticonvulsant activity as do its two metabolites, 
phenobarbital and phenylethylmalonamide (PEMA). In addition to its 
anticonvulsant activity, PEMA potentiates that of phenobarbital in ex- 
perimental animals. 


INDICATIONS: MYSOLINE, either alone or used concomitantly with other 
anticonvulsants, is indicated in the control of grand mal, psychomotor, 
and focal epileptic seizures. It may control grand mal seizures refractory 
to other anticonvulsant therapy. 

CONTRAINDICATIONS: Primidone is contraindicated in: 1) patients 


with porphyria and 2) patients who are hypersensitive to phenobarbital 
(see ACTIONS) 


WARNINGS: The abrupt withdrawal of antiepileptic medication may 
precipitate status epilepticus. 


The therapeutic efficacy of a dosage regimen takes several weeks before 
it can be assessed. 


Usage in pregnancy: The effects of MYSOLINE in human pregnancy 
and nursing infants are unknown. 


Recent reports suggest an association between the use of anticonvulsant 
drugs by women with epilepsy and an elevated incidence of birth defects 
in children born to these women. Data are more extensive with respect 

to diphenylhydantoin anc phenobarbital, but these are also the most 
commonly prescribed anticonvulsants; less systematic or anecdotal 
reports suggest a possib e similar association with the use of all known 
anticonvulsant drugs. 


The reports suggesting en elevated incidence of birth defects in children 
of drug-treated epileptic women cannot be regarded as adequate to 
prove a definite cause and effect relationship. There are intrinsic 
methodologic problems in obtaining adequate data on drug teratogenic- 
ity in humans; the possibility also exists that other factors, e.g., genetic 
factors or the epileptic condition itself, may be more important than drug 
therapy in leading to birth defects. The great majority of mothers on 
anticonvulsant medication deliver normal infants. It is important to note 
that anticonvulsant drugs should not be discontinued in patients in whom 
the drug is administered to prevent major seizures because of the strong 
possibility of precipitating status epilepticus with attendant hypoxia and 
threat to life. In individual cases where the severity and frequency of the 
seizure disorder are sucn that the removal of medication does not pose a 
serious threat to the patient, discontinuation of the drug may be consid- 
ered prior to and during pregnancy, although it cannot be said with any 
confidence that even minor seizures do not pose some hazard to the 
developing embryo or fetus. 


The prescribing physician will wish to weigh these considerations in treat- 
ing or counseling epileptic women of childbearing potential 


Neonatal hemorrhage, with a coagulation defect resembling vitamin K 
deficiency, has been described in newborns whose mothers were taking 
primidone and other anticonvulsants. Pregnant women under anti- 
convulsant therapy should receive prophylactic vitamin K: therapy for 
one month prior to, and during, delivery 


PRECAUTIONS: The total daily dosage should not exceed 2 g. Since 
MYSOLINE therapy generally extends over prolonged periods, a com- 
plete blood count and a sequential multiple analysis-12 (SMA-12) test 
should be made every six months. 


In nursing mothers: There is evidence that in mothers treated with 
primidone, the drug appears in the milk in substantial quantities. Since 
tests for the presence of primidone in biological fluids are too complex to 
be carried out in the average clinical laboratory, it is suggested that the 
presence of undue somnolence and drowsiness in nursing newborns of 
MYSOLINE-treated mothers be taken as an indication that nursing should 
be discontinued. 





ADVERSE REACTIONS: The most frequently occurring early side . 
effects are ataxia and vertigo. These tend to disappear with continued 
therapy, or with reduction of initial dosage. Occasionally, the following 
have been reported: nausea, anorexia, vomiting, fatigue, hyperirritability. 


emotional disturbances, sexual impotency, diplopia, nystagmus, drowsi- , 


ness, and morbillitorm skin eruptions. Occasionally, persistent or severe 
side effects may necessitate withdrawal of the drug. Megaloblastic 
anemia may occur as a rare idiosyncrasy to MYSOLINE and to other 
anticonvulsants. The anemia responds to folic acid without necessity of 
discontinuing medication. 

DOSAGE AND ADMINISTRATION: The average adult dose is 0.75 tq 
1.5 g per day. The initial dose is 250 mg Increments of 250 mg are e 
added, usually at weekly intervals, to tolerance, or therapeutic effective- 
ness. up to daily doses not exceeding 2.0 g. A typical dosage schedule 
for the introduction of MYSOLINE is as follows 


Adults and Children Over 8 Years of Age 


1st Week 
250 mg daily at bedtime 


2nd Week 
250 mg b i.d 


3rd Week 
250 mg t.i.d 


4th Week 
250 mg q.i.d 





In children under 8 years of age, maintenance levels are established by 
a similar schedule, but at one-half the adult dosage. It is best to begin 
with 125 mg, with gradual weekly increases of 125 mg a day. to a daily 
total usually between 500 mg and 750 mg 


In patients already receiving other anticonvulsants MYSOLINE should 
be gradually increased as dosage of the other drug(s) is maintained or 
gradually decreased. This regimen should be continued until satisfac- 
tory dosage level is achieved for combination, or the other medication ts 
completely withdrawn. When therapy with this product alone is the 
objective, the transition should not be completed in less than two weeks. 


MYSOLINE 50 mg Tablet can be used to practical advantage when small 
fractional adjustments (upward or downward) may be required, as inthe 
following circumstances: for initiation of combination therapy. during 
"transfer" therapy; for added protection in periods of stress or stressful 
situations that are likely to precipitate seizures (menstruation, allergic 
episodes, holidays, etc.) 

HOW SUPPLIED: MYSOLINE Tablets—No. 430—Each tablet contains 
250 mg of primidone (scored), in bottles of 100 and 1,000. Also in unit 
dose package of 100. No. 431—Each tablet contains 50 mg of primicone 
(scored), in bottles of 100 and 500 

MYSOLINE Suspension—No. 3850—Each 5 mi (teaspoonful) contains 
250 mg of primidone, in bottles of 8 fluidounces. 


References: 1. Gold, A. P: Pediatrics 53:540 (Apr.) 1974.2. Aird, R. B. 
Modern Medicine 35:30 (Aug. 14) 1967.3. Woodbury, D. M., and Fingl, E. 
in Goodman. L. S., and Gilman, A. (eds.): The Pharmacological Basis of 
Therapeutics, ed. 5, New York, Macmillan Publishing Co., Inc., 1975, s 
p. 222. 4. Booker, H. E., in Penry, J. K., and Daly, D. D. (eds.): Advances 


in Neurology, vol. 11, New York, Raven Press, 1975, p. 378. 5. Forster, F. M.: 


Med. Clin. North Am. 47:1579 (Nov.) 1970. 6. Millichap, J. G.: N. Engl. J. 
Med. 286:464 (Mar. 2) 1972. 7. Coatsworth, J. J. : Studies on the Clinical 


Efficacy of Marketed Antiepileptic Drugs. NINDS Monograph No. 12, U.S. 


Dept. of Health, Education, and Welfare, Public Health Service, National 
Institutes of Health, Bethesda, Maryland, 1971, p. 15. 8. Gastaut, H.: 
Epilepsia 11:102 (Mar.) 1970. 
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Just Published... 


The Rape Victim 


by Elaine Hilberman, M.D. 


Mythologies about rape are legion. However, in recent years behavioral scientists have accu- 
mulated a body of information about rape and about an unfolding series of reactions experi- 
enced by the victim after rape. The aim of this concise, tightly reasoned book is to summarize 
what is now known about the needs and experiences of the victim and her family, and to pro- 
vide a framework in which the clinician can more knowledgeably supply assistance and sup- 
port. This document, published by the American Psychiatric Association, is the result of a 
project of the Association’s Committee on Women. 


Pointing out that the profound impact of rape stress is best understood in the context of rape 
as "a crime against the person and not the hymen,” Dr. Hilberman sees rape as the ultimate 
violation of the self short of homicide, as an act of violence and humiliation in which not only is 
the victim's very existence threatened, and her inner and most private space invaded, but her 
autonomy and control are totally demolished. Dr. Hilberman shows that if and when the victim 
reports the crime, she is confronted with a complex series of yet additional stresses growing 
out of her contact with the hospital, police, courts, media and community opinion. Additionally, 
her crisis differs from other crises in that her usual social support system is likely to be dis- 
rupted. Her immediate needs are for empathy and safety, and a sense of control over what is 
happening in her dealings with the several agencies. Dr. Hilberman shows that in the absence 
of sensitivity to these needs, the experience of reporting becomes another assault. 


This book presents a professional, sobering, and balanced picture of the problems of the rape 
victim and details what the clinician must know—about local hospital policy, criminal justice 
procedure, rape statutes, and community attitudes and services—in order to be able to treat 
victims with an understanding of the larger context in which rape occurs. 


ELAINE HILBERMAN, M.D., is in the Department of Psychiatry at the University of North 
Carolina School of Medicine. 


Paperback edition—$5.00 each, may be ordered from the AMERICAN PSYCHIATRIC AS- 
SOCIATION, Publication Sales, 1700 18th St., N.W., Washington, D.C. 20009. 


Hardback edition—$7.95 may be ordered from Basic Books, Inc., 10 East 53rd Street, New 
York, New York 10022. 
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SURMONTIL 


TRIMIPRAMINE MALEATE 


25 mg opaque blue and yellow Capsules 
50 mg opaque blue and orange capsules 


Proven efficacy 


Results of double-blind, controlled studies: 


L] Among 122 depressed outpatients, those given 
SURMONTIL showed significant improvement 
(P<.C5) in somatic and pathological thought symp- 
toms and overall score on the Physician Depression 
ocale.! 

O After four weeks, 16 out of 19 hospitalized 
depressed patients on SURMONTIL received clini- 
cally significant benefit as judged by standard DSy- 
chiatric criteria; 11 of these patients achieved 

. remission.? 


Prompt relief of insomnia 


Sleep disturbance has abated in some cases as soon 
as one week after treatment? 


Prompt relief of anxiety 


Anxiety usually subsides rapidly, even before peak anti- 
depressart effects take place. 


Effective in single nighttime dosage 


After initial dosage titration, 30 outpatients received 
/5 mg to 150 mg before bedtime. Significant improve- 
ment (P<.001) was seen in a majority of depressive 
symptoms measured at the end of the third week of 
treatment. 


Low incidence of side effects 


SURMONTIL has consistently demonstrated a low inci- 
dence of adverse effects.46 Those most frequently 
noted are anticholinergic in nature. 


© IVES LABORATORIES 1979 


Before prescribing, please see complete product 'rformation, a um" 
mary of which follows: 

CONTRAINDICATIONS: Contraindizated in cases of known hypersensi- 
tivity to the drug, and during the acute recovery period after myocar- 
dial infarction. The possibility of cross-sensitivity tether dibenzaze. 
pine compounds should be kept in mind. Surmont! should not be 
given in conjunction with drugs of the monoamine oxidase inhibitor 
(MAOI) class. At least two weeks should elapse between cessati 
therapy with an MAOI and institution of therapy wt Surmontil 
(trimipramine maleate). 

WARNINGS: Use in children. This drug is not recoramended for use in 
children, since safety and effectiveness in the pediatric age group 
have not been established. Adults: Use extreme caution in giving-the 
drug to patients with evidence of cardiovascular disease. Caution is 
advised in patients with: increased intraocular pressure, history of 
urinary retention, narrow-angle glaucoma, seizure cisorder, hyper- 
thyroidism, a need for thyroid medication. In patierts receiving 
guanethidine or similar agents, Surmontil may block the pharmaco- 
logic effects of these drugs. Warn patients that the drug may impair 
the mental or physical abilities recuired for driving or performing 
other potentially hazardous tasks. 

PRECAUTIONS: Because of an inherently serious swide potential, 
the nonhospitalized severely depressed patient shculd be given the 
smallest drug amount feasible. In schizophrenic patients, activation of 
the psychosis may occur and require reduction of Cesage or the acdi- 
tion of a major tranquilizer to the medication sched: le. Manic or 
hypomanic episodes mey occur, especially in patieats with cyclic-type 
disorders; Surmontil may have to be discontinued erfil the episode is 
relieved and reinstituted, if required, at lower dosage. Limit concur- 
rent administration of Surmontil and electroconvulsive therapy to 
those patients for whom it is essential. When possiaie, discontinue the 
drug for several days prior to electve surgery. The use of alcoholic 
drinks during therapy may provoke exaggerated resoonse. Potentiation 
of effects has been reported when tricyclic antidepressants were 
administered with sympathomimetic amines, local decongestants, 
local anesthetics containing epinephrine, atropine, er drugs with an 
anticholinergic effect. Drugs having a parasympathet effect, includ- 
ing tricyclic antidepressants, may alter ejaculatory response 

Usage in pregnancy: Pregnancy category C. Surmon i nas shown evi- 
dence of embryotoxicity and/or increased incidence cf major anoma- 
lies in rats or rabbits at doses 20 times the human dese. There are ao 
adequate and well-controlled studies in pregnant women. Surmontil 
should be used during pregnancy only if the potentia! benefit justifies 
the potential risk to the fetus. 

ADVERSE REACTIONS: When tricyclic antidepressants are used, each 
of the following adverse reactions must be considerec, although some 
have not in fact been reported with Surmontil. 
Cardiovascular—Hypotension, hypertension, tachycardia, palpitation, 
myocardial infarction, arrhythmias, heart block, stroke. 
Psychiatric—Confusional states (especially in the elceriy) with halluci- 
nations, disorientation, delusions; anxiety, restlessness agitation; 
insomnia and nightmares; hypomania: exacerbation > psychosis. 
Neurologic—Numbness, tingling, paresthesias of extmities: incoor- 
dination, ataxia, tremors; peripheral neuropathy; extrapyramidal symp- 
toms; seizures, alterations in EEG patterns; tinnitus. 
Anticholinergic— Dry mouth and, rarely, associated sublingual adenitis; 
blurred vision, disturbances of accommodation, mydmasis, constipa- 
tion, paralytic ileus; urinary retention, delayed micturition, dilation of 
the urinary tract. 

Allergic—Skin rash, petechiae, urticaria, itching, photosensitization, 
edema of face and tongue. 

Hematologic—Bone-marrew depression including agranulocytosis, 
eosinophilia; purpura; thrombocytopenia. Leukocyte and differential 
counts should be performed in any patient who develops fever and 
sore throat during therapy; the drug should be discortwnued if there is 
evidence of pathologic neutrophil depression. 
Gastrointestinal—Nausea and vomiting, anorexia, epizastric distress, 
diarrhea, peculiar taste, stomatitis, abdominal Cramps, black tongue. 
Endocrine—Gynecomastia in the male: breast enlargement and galac- 
torrhea in the female; increased or decreased libido, mpotence: tes- 
ticular swelling; elevation or depression of blood-sugar levels. 
Other—Jaundice (simulating obstructive); altered liver function: 
weight gain or loss; perspiration; flushing: urinary frecLency; drowsi- 
ness, dizziness, weakness, and fatigue; headache; pasatid swelling: 
alopecia. 

Withdrawal Symptoms—Though not indicative of addiction. abrupt 
cessation of treatment after prolonged therapy may produce nausea, 
headache, and malaise. 

SUPPLIED: 25 mg in bottles of 100 opaque blue and ye low capsules, 
30 mg in bottles of 100 opaque blue and orange capsules. 


References: 1. Rickels K, et al: Amitriptyline and trimizcamine in neu- 
rotic depressed outpatients: A collaborative study. Am.” Psychiatry 
127:208-217, 1970. 2. Rifkin A, et al: Comparison of trier ipramine and 
imipramine: a controlled study, to be published. 3. Peebnold JC, 
Ananth J: Trimipramine in the treatment of anxious-de wessed outpa- 
tients. Curr Ther Res 23:94-100, 1978. 4. Lean TH, Sidhu MS: Compara- 
tive study of imipramine (Tofranil) and trimipramine (Surmontil) in 
depression associated with gynaecological conditions. “ac Obstet 
Gynaecol Soc 3:222-228, 1€72. 5. Evans JI, et al: Two rew psychotro- 
pic drugs. Practitioner 198:135-139, 1967. 6. Salzmann MW: A con- 
trolled trial with trimipramine, a new anti-depressant drug. Br / 
Psychiatry 111:1105-1106, 1965. 
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Dedicated to improving the quality i 
of life, through Medicine* 


“You've been 
lied to, Doctor... 
by the alcoholic. 


As actor Patrick O'Neal recalls it: 

“I lied to my doctor. I lied to my family 
and I lied to myself. 

“T didn’t know then, as an activealcoholic, 
that denial is a symptom of the disease of 
alcoholism. Nobody told me. Not even my 
doctors (and there were many). 

"It could be that they didn't know it 
either. Didn't know how to look past my 
lies to make the diagnosis. 

“It’s tough to do this, I know...when 
you're not being told the truth. But, the 
medical profession has a fantastic oppor- 
tunity —to heal, to save lives, and to pre- 
serve the quality of lives —by seeing what's 
really the truth, and having the courage to 
confront the patient with it. 

"Of course, when you do this, you run 
the risk of patient denial. But I believe this 
confrontation is really in the patient's 
best interest. And when he finally realizes 
this...he'l bless you for it. 

"So take this small risk. Because there is 
no gain without risk...right? Save a drunk. 
Tell him the truth. 

“I would have appreciated it. And I love 
you for having read this and for reading 
what follows, written by Dr. Stanley 
Gitlow. He confronted me.” 


: Dahir ner 





Guiding the alcoholic patient 
into a total treatment program... 


“In accepting this challenge, the physician should be assured that, workin 


g within the framework 


of a total treatment program, the prognosis for rehabilitation is usually excellent and the experience 
most gratifying...for the physician as well as his newl y productive, enormously grateful patient.” 


Stanley E. Gitlow, M.D. 


Formerly President, American Medical Society on Alcoholism, 
Clinical Professor of Medicine, The Mount Sinai School 


of Medicine, New York, N.Y. 


1. Recognition 


Whenever compulsive drinking is caus- 
ing trouble in a marriage, on the job, or 
with close friends—and when the 
patient continues to drink despite these 
repeated difficulties in personal rela- 
tionships —the diagnosis of alcoholism 
is nearly always justified. 


2. Confrontation 


(ou may very well offend the patient,” 
iccording to Dr. Gitlow, "especially if 
rou re the first to confront him with the 
eality of his alcoholism. But it’s a risk 
hat must be taken. Even if your first 
fforts are not successful, you're actually 
naking it easier for the second...or the 
hird...doctor who confronts him.” 
And once the patient recognizes and 
ccepts his problem, through tactful yet 
orthright confrontations, he has 
aken his first positive step toward 
ehabilitation. 


3. Rehabilitation 


The physician, after his diagnosis is 
made and ultimately accepted by the 
patient, must then decide the extent of 
his own personal involvement in the 


total recovery program. He may elect to: 
(A) refer the patient for detoxification... 


to another physician, hospital, or alco- 
holism program featuring integrated 
medical services. 

(B) personally assist the patient to 
achieve a state free of alcohol... before 
referring him to the resources of a total 
treatment program. 

(C) accept the challenge of full treat- 
ment responsibility following diagnosis 
and detoxification. 

This involves investigation and 
evaluation of community resources for 
assistance in formulating a long-term 
recovery plan with the patient's 
participation. 

Recommended throughout the long- 
term rehabilitation process may be the 
valuable support of ANTABUSE® (disul- 
firam)...especially in patients who have 
the desire to stop drinking but lack the 
willpower. 

Under the deterrent protection of 
ANTABUSE, these alcoholic patients 
may have a better chance of taking 








advantage of the total treatment program, 


Antabuse 
(disulfiram) 


for help on the way back 


o The alcoholic patient's willingness to 
start on ANTABUSE can be a valid 
indicator of his motivation tc come to 
grips with his addiction. 
c His abstinence from alcohol while on 
ANTABUSE is based on education — 
the patient's awareness of the highly 
discomforting reactions that can occur. 
Ingestion of even the slightest amount of 
alcohol can cause previously admin- 
istered ANTABUSE to block normal 
degradation of the alcohol.. .sharply 
increasing the concentration cf acetal- 
dehyde in the blood by 5 to 1C times 
and triggering a most unpleasant 
experience * 
2 His willingness to stay on ANTABUSE 
can be an expression of commitment 
to actively cooperate in a long-range 
total treatment program. 
*Note: The patient must be given a clear end detailed 
account of the effects of ingesting even a small amount 
of alcohol after he has taken ANTABUSE, and must 


be told that such effects may occur even ap to 14 days 
after the last dose. 


Please see prescribing information on next page. 





Antabuse 
disulfiram) 





for help on the way back 


BRIEF SUMMARY 
(For full prescribing information, see package 
circular.) 
ANTABUSE* BRAND OF DISULFIRAM 
IN ALCOHOLISM 
INDICATION 
ANTABUSE is an aid in the management of selected 
chronic alcoholic patients who want to remain in a 
state of enforced sobriety so that supportive and 
psychotherapeutic treatment may be applied to best 
advantage. (Used alone. without proper motivation 
and without supportive therapy, ANTABUSE is not a 
cure for alcoholism, and it is unlikely that it will have 
more than a brief effect on the drinking pattern of 
the chronic alcoholic.) 
CONTRAINDICATIONS 

Patients who are receiving or have recently received 
metronidazole, paraldehyde, alcohol, or alcohol- 
containing preparations, e.g., egt syrups, tonics 
and the like, should not be civen ANTABUSE 

ANTABUSE is contraindicated in the presence of 
severe myocardial disease or coronary occlusion, 
psychoses, and hypersensitivity to disulfiram or to 
other thiuram derivatives used in pesticides and 
rubber vulcanization 

WARNINGS 


ANTABUSE should never be administered to a 
patient when he is in a state of alcohol intoxica- 
tion or without his full knowledge 

The physician should instruct relatives 
accordingly 


The patient must be fully informed of the 
ANTABUSE-alcohol reaction. He must be strongly 
cautioned against surreptitious drinking while taking 
the drug and he must be fully aware of possible con- 
sequences. He should be warned to avoid alcohol in 
disguised form, i.e., in sauces, vinegars, cough mix- 
tures, and even aftershave lotions and back rubs 
He should also be warned that reactions may occur 
with alcohol up to 14 days after ingesting 
ANTABUSE 

The ANTABUSE-ALCOHOL REACTION 
ANTABUSE plus alcohol, even small amounts, pro- 
duces flushing, throbbing in head and neck, throb- 
bing headache, respiratory difficulty, nausea, 
copious vomiting, sweating, thirst, chest pain, 
palpitation, dyspnea, hyperventilation, tachycardia, 
hypotension, syncope, marked uneasiness, weak- 
ness, vertigo, blurred vision, and confusion. In 
severe reactions there may be respiratory depres- 
sion, cardiovascular collapse, arrhythmias, myocar- 
dial infarction, acute congestive heart failure, 
unconsciousness, convulsions, and death 

The intensity of the reaction varies with each indi- 
vidual. but is generally proportional to the amounts 
of ANTABUSE and alcohc! ingested. Mild reactions 
may occur in the sensitive individual when the blood 
alcohol concentration is increased to as little as 5 to 
10 mg per 100 ml. Symptoms are fully developed at 
50 mg per 100 ml and unconsciousness usually 
results when the blood alcohol level reaches 125 to 
150 mg. 

The duration of the reaction varies from 30 to 60 
minutes to several hours in the more severe cases, 
or as long as there is alcohol in the blood 
DRUG INTERACTIONS: Disulfiram appears to 
decrease the rate at which certain drugs are metabo- 
lized and so may increase the blood levels and the 
possibility of clinical toxicity of drugs given concom- 
itantly. 

DISULFIRAM SHOULD BE USED WITH 
CAUTION IN THOSE PATIENTS RECEIVING 
PHENYTOIN AND ITS CONGENERS, SINCE THE 
CONCOMITANT ADMINISTRATION OF THESE 
TWO DRUGS CAN LEAD TO PHENYTOIN INTOXI- 
CATION. PRIOR TO ADMINISTERING DISULFIRAM 
TO A PATIENT ON PHENYTOIN THERAPY, A 
BASELINE PHENYTOIN SERUM LEVEL SHOULD 
BE OBTAINED. SUBSEQUENT TO INITIATION OF 
DISULFIRAM THERAPY, SERUM LEVELS ON 
PHENYTOIN SHOULD BE DETERMINED ON DIF- 
FERENT DAYS FOR EVIDENCE OF AN INCREASE 
ORFOR A CONTINUING RISE IN LEVELS. 










INCREASED PHENYTOIN LEVELS SHOULD BE 
TREATED WITH APPROPRIATE DOSAGE 
ADJUSTMENT. 

It may be necessary to adjust the dosage of oral 
anticoagulants upon beginning or stopping disul- 
firam, since disulfiram may prolong prothrombin 
time 

Patients taking isoniazid when disulfiram is given 
should be observed for the appearance of unsteady 
gait or marked changes in mental status and the 
disulfiram discontinued if such signs appear. 

In rats, simultaneous ingestion of disulfiram and 
nitrite in the diet for 78 weeks has been reported to 
cause tumors, and it has been suggested that disul- 
firam may react with nitrites in the rat stomach to 
form a nitrosamine which is tumorigenic. Disulfiram 
alone in the diet of rats did not lead to such tumors 
The relevance of this finding to humans is not 
known at this time 
CONCOMITANT CONDITIONS: Because of the 
possibility of an accidental ANTABUSE-alcohol 
reaction, ANTABUSE (disulfiram) should be used 
with extreme caution in patients with any of the fol 
lowing conditions: diabetes mellitus, hypothyroidism, 
epilepsy. cerebral damage, chronic and acute 
nepnritis, hepatic cirrhosis or insufficiency. 

USAGE IN PREGNANCY: The safe use of this drug 
in pregnancy has not been established. Therefore, 
ANTABUSE should be used during pregnancy only 
when, in the judgment of the physician, the probable 
benefits outweigh the possible risks 

Patients with a history of rubber contact derma- 
titis should be evaluated for hypersensitivity to 
thiuram derivatives before receiving ANTABUSE 
(See Contraindications) 

PRECAUTIONS 
It is suggested that every patient under treatment 
carry an Identification Card, stating that he is 
receiving ANTABUSE and describing the symptoms 
most likely to occur as a result of the ANTABUSE 
alcohol reaction. In addition, this card should indi- 
cate the physician or institution to be contacted in 
emergency. (Cards may be obtained from Ayerst 
Laboratories upon request.) 

Alcoholism may accompany or be followed by 
dependence on narcotics or sedatives. Barbiturates 
have been administered concurrently with 
ANTABUSE without untoward effects, but the possi- 
bility of initiating a new abuse should be considered. 

Baseline and follow-up transaminase tests (10-14 
davs) are suggested to detect any hepatic dysfunc- 
tion that may result with ANTABUSE therapy. In 
addition, a complete blood count and a sequential 
multiple analysis-12 (SMA-12) test should be made 
every six months 

Patients taking ANTABUSE Tablets should not be 
exposed to ethylene dibromide or its vapors. This 
precaution is based on preliminary results of animal 
research currently in progress which suggests a 
toxic interaction between inhaled ethylene dibro- 
mide and ingested disulfiram resulting in a higher 
incidence of tumors and mortality in rats. Correla- 
tion of this finding to humans, however, has not 
been demonstrated 

ADVERSE REACTIONS 
(See Contraindications, Warnings, and Precautions. ) 
OPTIC NEURITIS, PERIPHERAL NEURITIS AND 
POLYNEURITIS MAY OCCUR FOLLOWING AD- 
MINISTRATION OF ANTABUSE 

Occasional skin eruptions are, as a rule, readily 
controlled by concomitant administration of an anti- 
histaminic drug 

In a small number of patients, a transient mild 
drowsiness, fatigability, impotence, headache, 
acneform eruptions, allergic dermatitis, or a rnetallic 
or garlic-like aftertaste may be experienced during 
the first two weeks of therapy. These complaints 
usually disappear spontaneously with the continua- 
tion of therapy or with reduced dosage. 

Psychotic reactions have been noted, attributable 
in most cases to high dosage, combined toxicity 
(with metronidazole or isoniazid), or to the unmask- 
ing of underlying psychoses in patients stressed by 
the withdrawal of alcohol 


One case of cholestatic hepatitis has been 
reported, but its relationship to ANTABUSE 
(disulfiram) has not been unequivocally established. 

DOSAGE AND ADMINISTRATION 
ANTABUSE should never be administered until the 
patient has abstained from alcohol for at least 12 
hours 
INITIAL DOSAGE SCHEDULE: In the first phase of 
treatment, a maximum of 500 mg daily is given in a 
single dose for one to two weeks. Although usually 
taken in the morning, ANTABUSE mav be taken on 
retiring by patients who experience a sedative effect 
Alternatively, to minimize, or eliminate, the sedative 
effect, dosage may be adjusted downward. 
MAINTENANCE REGIMEN: The average mainte- 
nance dose is 250 mg daily (range, 125 to 500 mg). 
it should not exceed 500 mg daily 
NOTE: Occasional patients, while seemingly on ade: 
quate maintenance doses of ANTABUSE. report 
that they are able to drink alcoholic beverages with 
impunity and without any symptomatology. All 
appearances to the contrary, such patients must be 
presumed to be disposing of their tablets in some 
manner without actually taking them. Until such 
patients have been observed reliably taking their 
daily ANTABUSE tablets (preferably crushed and 
well mixed with liquid), it cannot be concluded that 
ANTABUSE is ineffective 
DURATION OF THERAPY: The daily, uninterrupted 
administration of ANTABUSE must be continued 
until the patient is fully recovered socially and a basis 
for permanent self-control is established. Dependinc 
on the individual patient, maintenance therapy may 
be required for months or even years. 

TRIAL WITH ALCOHOL: During early experience 
with ANTABUSE, it was thought advisable for each 
patient to have at least one supervised alcohol-drug 
reaction. More recently, the test reaction has been 
largely abandoned. Furthermore, such a test reac- 
tion should never be administered toa patient over 
50 years of age. A clear, detailed, anc convincing 
description of the reaction is felt to be sufficient in 
most cases 

However, where a test reaction is deemed neces- 
sary, the suggested procedure is as follows: 

After the first one to two weeks therapy with 500 
mg daily, a drink of 15 ml (120z) of 100 proof 
whiskey or equivalent is taken slowly. This test dose 
of alcoholic beverage may be repeated once only sc 
that the total dose does not exceed 30 ml (1 oz) of 
whiskey. Once a reaction develops, no more alcoha 
should be consumed. Such tests should be carried 
out only when the patient is hospitalized, or compar 
able supervision and facilities, including oxygen, 
are available. 

MANAGEMENT OF ANTABUSE-ALCOHOL REAC 
TION: In severe reactions, whether caused by an 
excessive test dose or by the patients unsupervised 
ingestion of alcohol, supportive measures to restore 
blood pressure and treat shock should be instituted 
Other recommendations include: oxygen, gene di 
(95 per cent oxygen and 5 per cent carbon dioxide) 
vitamin C intravenously in massive doses (1 g), and 
ephedrine sulfate. Antihistamines have also been 
used intravenously. Potassium levels should be 
monitored particularly in patients on digitalis since 
hypokalemia has been reported. 

HOW SUPPLIED 
ANTABUSE — No. 809 — Each tablet (scored) con- 
tains 250 mg disulfiram, in bottles of 100. No. 810 — 
Each tablet soradi contains 500 mg disulfiram, in 
bottles of 50 and 1,000 7925 
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Anxiety symptoms dispelled, yet not drowsy by day. 


Tranxene e 


(CLORAZEPATE DIPOTASSIUM) 4306cB 
CAPSULES, 3.75, 7.5, and 15 mg 
TRANXENE-SD SINGLE DOSE TABLETS, 
11.25 and 22.5 mg 


Brief Summary 





INDICATIONS — TRANXENE is indicated for the 
symptomatic relief of anxiety associated with anxiety 
neurosis, in other psychoneuroses in which anxiety 
symptoms are prominent features, and as an adjunct 
in disease states in which anxiety is manifested. 


TRANXENE is indicated for the symptomatic relief 
of acute alcohol withdrawal. 


The effectiveness of TRANXENE in long-term use, 
that is, more than 4 months, has not been assessed 
by systematic clinical studies. The physician should 
reassess periodically the usefulness of the drug for 
the individual patient. 


CONTRAINDICATIONS — TRANXENE is contraindi- 
cated in patients wth a known hypersensitivity to the 
drug, and in those with acute narrow angle glaucoma. 


WARNINGS — TRANXENE is not recommended for 
use in depressive neuroses or in psychotic reactions. 


Patients on TRANXENE should be cautioned against 
engaging in hazardous occupations requiring mental 
alertness, such as operating dangerous machinery 
including motor vehicles. 


Since TRANXENE has a central nervous system 
depressant effect, patients should be advised against 
the simultaneous use of other CNS-depressant drugs, 
and cautioned that the effects of alcohol may be 
increased. 


Because of the lack of sufficient clinical experi- 
ence, TRANXENE is not recommended for use in 
patients less than 18 years of age. 


Physical and Psychological Dependence: 
Withdrawal symptoms (similar in character to those 
noted with barbiturates and alcohol) have occurred 
following abrupt discontinuance of clorazepate. Symp- 
toms of nervousness, insomnia, irritability, diarrhea, 
muscle aches and memory impairment have followed 
abrupt withdrawal after long-term use of high dosage. 


Caution should be observed in patients who are 
considered to have a psychological potential for drug 
dependence. 


Evidence of drug dependence has been observed in 
dogs and rabbits which was characterized by convul- 
sive seizures when the drug was abruptly withdrawn 
or the dose was reduced; the syndrome in dogs could 
be abolished by administration of clorazepate. 


Usage in Pregnancy: 

An increased risk of congenital malformations asso- 
ciated with the use of minor tranquilizers (chlordia- 
zepoxide, diazepam, and meprobamate) during the 
first trimester of pregnancy has been suggested in 
several studies. TRANXENE, a benzodiazepine deriva- 
tive, has not been studied adequately to determine 
whether it, too, may be associated with an increased 


risk of fetal abnormality. Because use of these drugs 
is rarely a matter of urgency, their use during this 
period should almost always be avoided. The possi- 
bility that a woman of childbearing potential may be 
pregnant at the time of institution of therapy should 
be considered. Patients should be advised that if they 
become pregnant during therapy or intend to become 
pregnant they should communicate with their physi- 
cian about the desirability of discontinuing the drug. 


Usage during Lactation: 

TRANXENE should not be given to nursing mothers 
since it has been reported that nordiazepam is ex- 
creted in human breast milk. 


PRECAUTIONS — n those patients in which a degree 
of depression accompanies the anxiety, suicidal 
tendencies may be present and protective measures 
may be required. The least amount of drug that is 
feasible should be available to the patient. 

Patients on TRANXENE for prolonged periods 
should have blood counts and liver function tests 
periodically. The usual precautions in treating patients 
with impaired rena! or hepatic function should also 
be observed. 

In elderly or debilitated patients, the initial dose 
should be small, and increments should be made 
gradually, in accordance with the response of the 
patient, to preclude ataxia or excessive sedation. 


ADVERSE REACTIONS — The side effect most fre- 
quently reported was drowsiness. Less commonly 
reported (in descending order of occurrence) were: 
dizziness, various gastrointestinal complaints, ner- 
vousness, blurred vision, dry mouth, headache, and 
mental confusion. Other side effects included in- 
somnia, transient skin rashes, fatigue, ataxia, geni- 
tourinary complaints, irritability, diplopia, depression 
and slurred speech. 

There have been reports of abnormal liver and 
kidney function tests and of decrease in hematocrit. 

Decrease in systolic blood pressure has been 
observed. 


DOSAGE AND ADMINISTRATION 
For the symptomatic relief of anxiety: 
TRANXENE is administered orally. The capsules may 
be given in divided doses. The usual daily dose is 30 
mg. The dose should be adjusted gradually within the 
range of 15 to 60 mg daily in accordance with the 
response of the patient. In elderly or debilitated 
patients it is advisable to initiate treatmcnt at a daily 
dose of 7.5 to 15 mg. 

TRANXENE capsules may also be administered as 
a single dose daily at bedtime; the recommended 
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derstanding that they represent original material, have not 


- been published previously, and are not being considered for 


publication elsewhere. Papers with multiple authors are re- 
viewed with the assumption that all authors have approved 
them. 


Copyright 
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American Psychiatric Association so that the author(s) and 
the Association are protected from misuse of copyrighted 
material. Authors of accepted papers will be asked to sign 
the following statement: 

In consideration of the American Journal of Psychiatry's tak- 


— ingaction in reviewing and editing my submission [include title 


here] the author(s) undersigned hereby transfers, assigns, or 
otherwise conveys all copyright ownership to the American 
Psychiatric Association in the event that such work is pub- 
lished by the American Psychiatric Association. 

- Work done as part of an individual's duties as a federal 
employee is in the public domain. In such cases the follow- 
ing wording should be used: 

The work described in [include title here] was done as part 
of my (our) employment with the federal government and is 
therefore in the public domain. 

In addition, authors must obtain letters of permission 
from publishers for use of extensive quotations (more than 


500 words) and of tables and figures that originally appeared 
. elsewhere. 


Patient Anonymity 


Ethical as well as legal considerations require careful at- 


= tention to the protection of a patient's anonymity in case 


reports and elsewhere. Identifying information such as 
names, initials, hospital numbers, and dates must be avoided. 


— [n addition, authors should disguise identifying information 
. about a patient's characteristics and personal history. 


— Informed Consent 


Manuscripts that report the results of experimental inves- 
tigation with human subjects must include a statement that 
informed consent was obtained after the procedure(s) had 
been fully explained. 


Review Process 
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the originality, validity, and significance of content and con- 
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times unavoidable. Reviewers’ comments will be returned 


with rejected manuscripts if they are judged to be useful to 
the authors. All reviewers remain anonymous. 


.. SUBMISSION OF MANUSCRIPTS 
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E Nemiah, M.D., Editor, American Journal of Psychiatry , 1700 


Eighteenth St., N.W., Washington, D.C. 20009. All corre- 
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otherwise specified. Papers that are not accompanied by the 
appropriate cover letter, including the copyright transfer 
statement, will not be reviewed until such a statement is re- 
ceived. 

Authors will be notified as soon as possible of the receipt 
of their paper; at this time, the paper will be assigned a &um- 
ber that must be included in all further correspondence. It is 
Imperative that authors of papers under consideration notify 


the Journal of changes of address. 


Annual Meeting Papers 


The Journal has first refusal rights for numbered papers 
accepted for presentation at the Association’s annual meet- 
ings. Authors of annual meeting papers should follow in- 
structions they will receive in a letter from the Editor before 
the meeting. Annual meeting papers may be submitted for 
review before the meeting only if they are in final form, 1.e., 
are ready for review. Authors must not submit their papers 
before the meeting if they expect any substantive revisions 
due to discussion at the meeting, further research, etc. These 
papers are subject to the same peer review criteria as other 
submissions, and not all papers can be published in the Jour- 
nal. Authors who wish to submit their papers elsewhere 
must secure permission from the Editor. The Journal will 
assign its own number to each paper received for review; 
this number must appear in any further communications 
about the paper. The copyright transfer statement described 
above must accompany annual meeting papers submitted for 
review. 


Length 


The length of submitted material should not exceed the 
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been made with the Editor. Regular articles—3,800 words or 
the equivalent, including references, tables, and figures 
(about 15 manuscript pages). Brief Communications—2,500 
words or equivalent (about 10 manuscript pages). Clinical 
and Research Reports—1,000 words, 10 references, 1 table 
(no figures can be used in this section). Letters to the Edi- 
tor—500 words, 5 references. The number of words, tables, 
and figures should be noted on the title page. 


TYPES OF ARTICLES 
Overviews 


Overview articles attempt to bring together important rele- 
vant information on a topic of general interest to psychiatry. 
They are usually written at the invitation of the Editor; au- 
thors who have ideas for overview articles are advised to 
check with the Editor to ensure that a similar work is not in 
preparation. Overviews should not exceed 25 double-spaced 
pages (about 7,500 words) and should have no more than 100 
references. All overviews, including those written by in- 
vitation, are given the same peer review received by other 
papers. 
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uthors should choose their words carefully, avoiding 
lengthy introductions containing material that is common 
knowledge, summaries that merely repeat the results, unnec- 
= essary tables, figures or references, etc. Single case reports 
will not be accepted as regular articles or Brief Communica- 
tions; these papers should be submitted as Clinical and Re- 
search Reports. 
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1,000 words, 10 references, 1 table, and no figures) reporting 
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studies, and case reports that 1) describe new syndromes, 2) 
cast a new light on established ones, 3) indicate a new thera- 
peutic procedure of potential value. or 4) describe adverse 
effects or previously unreported complications of drugs or 
therapeutic interventions. Because of the stringent criteria 
for this section, authors can expect more rapid publication 
than is possible in other sections. Submitted papers that sub- 
stantially exceed the stated maximum length or contain fig- 
ures will be returned to the author unreviewed. 


Prompt Publication Policy 


Articles submitted for prompt publication can be of either 
regular or Brief Communication length (a "prompt pub- 
lication policy" is automatically in effect for Clinical and Re- 
search Reports). These papers are given priority in sched- 
. uling: however, authors should be aware that the minimum 
. publication time is four months. Prompt publication papers 
must meet stringent criteria of originality and be of major, 
immediate importance to the field. Authors must state their 
reasons for wanting rapid review in a cover letter to the 
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of the paper before requesting prompt publication; a paper 
may be delaved if it is submitted inappropriately. 
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tion "for publication" in the upper right corner. Letters criti- 
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be sent to the authors for reply. The Journal is unable to 
notify authors of receipt of letters or to return those not pub- 
lished. All letters are subject to editing. Letters must be 
typed double-spaced throughout on letter-size bond paper; 
two copies are required. Letters that are not typed appropri- 
ately or do not conform to Journal reference style will be 
returned to the author for revision. 

Book Reviews. Books for review or listing may be sent di- 
rectly to the Editor, American Journal of Psychiatry, 1700 
Eighteenth St., N.W., Washington, D.C. 20009. Book re- 
views are usually solicited by the editor. Authors interested 
in reviewing a particular book are urged to contact the edito- 
rial office to see if the Editor wishes the book to be reviewed 
and to ascertain whether it has been previously assigned to 
another reviewer. Reviews are usually less than 500 words 
. long, seldom contain references, and will be edited. 


TYPING AND ARRANGING THE PAPER 


All manuscripts must be typed in upper- and lowercase on 
one side only of 22 x 28 cm (8% x 11 inches) nonerasable 


































boig paper. All parts of the manuscript, including case re- 
ports, quotations, references, and tables, must be double- 
spaced throughout. All 4 margins must be 3% em (12 inch- 
es). The manuscript should be arranged in the following or- - 
der, with each numbered item beginning a new page: 1) title - 
page, 2) précis, 3) text, 4) references, 5) tables, 6) footnotes - VL 
to text, and 7) figure captions. All pages must be numbered, 
with the title page as number 1. Please consult the following — 
section on Journal style specifications for crteria for each - 

part of the paper. | | 
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STYLE SPECIFICATIONS 
Title Page 


^ Pe $ 
Title. The title should be informative but as brief as 
possible. Headline style (declarative sentences) should be 
avoided. Abbreviations and acronyms are rarely used in 
titles. 
By-line. Authors named in the by-line should be limited to 
principal researchers and/or writers; collaborators can be ac- 
knowledged in a footnote. Degrees (other than honorary or i k 
undergraduate degrees) should be included after the authors` - 
names. y m ; 
Previous presentation. If the paper has been- presented - 
orally, please give the name of the meeting, the place, an and 
inclusive dates. 3 
Author affiliations. The authors’ position titles and affilia 3 
tions should be given in a paragraph using complete sen- - 
tences. A full address is necessary only for the author whois — 
to receive reprint requests. T 
Acknowledgments. Acknowledgments shoulc be in a sepa- | 
rate paragraph on the title page. Grant support should in- - 
clude the full name of the granting agency as well as the grant — 
number. Individual acknowledgments should 3e as brief as 
possible. Acknowledgments of companies ihat supplied | P 
drugs are used only in the case of experimental drugs oro 
those unavailable in this country. 
Other requirements. The number of words, tables, and fig- - di 
ures should appear in the upper right corner and a phone - 
number for the corresponding author in the lower right. 


Précis 


The précis should be up to 100 words for regular artic f 
and Brief Communications (no précis is used in the Clinical 
and Research Reports section). The précis should be a single — 
paragraph using complete, connected sentences, active B. 
verbs, and the third person. In most cases, the précis re- - i 
places a summary. 


Text 


Headings and subheadings should be inserted at reason- — 
able intervals in all types of papers. Footnotes to text materi- 
al should be typed on a separate page at the end of the manu- 
script. Summaries are rarely desirable, although a final  - 
"Comment" or ''Conclusions" section may be used. The 
body of the paper should be written in the active voice and — 
first person where appropriate. 1E 

Statistics. Authors should be sure that statistics used are — — 
both necessary and appropriate. Statistical tests should be — - 
described and a reference citation given if the tests are not 
generally known. It is not sufficient to say ''differences be- — 
tween the groups were significant." In cases of lengthy com- 
plicated analyses, the authors may summarize results and 4 
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_ indicate that details are available from them on request. 


Abbreviations. All abbreviations (cther than those for 
metric units) should be explained the first time they are used. 
IdioSyncratic, abbreviations should be avoided: overuse of 
abbreviations may hinder rather than facilitate readability. 

Drugs. Generic rather than trade names of drugs should be 
used; trade names may be given parenthetically if necessary. 

Units of measurement. All measurements should be in 
metric units; standard abbreviations are used. 


References 


References should be restricted to closely pertinent mate- 
rial; a complete review of the literature is rarely desirable. 
Accuracy of citation is the author's responsibility. Refer- 
ences should conform exactly to the original spelling, ac- 
cents, punctuation, etc. Authors should be sure that all refer- 
ences listed have been cited in text; no bibliographies can be 
used. 

References are numbered and listed by their order of ap- 


pearance in text; the text citation is followed by the appro- 


priate reference number in parentheses. Do nor arrange the 
list alphabetically. 

Personal communications, unpublished manuscripts, man- 
uscripts submitted but not yet accepted, and similar unpub- 
lished items should not appear in the reference list. Such ci- 
tations may be noted in text or in a footnote. It is the au- 
thor's responsibility to obtain permission to refer to another 
individual's unpublished observations. Manuscripts that are 
actually **in press" may be cited as such in the reference list; 
the name of the journal must be included. 

Type references in the style shown below and on the next 
page, double-spaced throughout (not just a line between 
references). List up to three authors; designate one or more 
authors past the third “et al." Abbreviations of journal 
names should conform to the style used in /ndex Medicus: 
journals not indexed there should not be abbreviated. 


1. Berne E: Principles of Group Treatment. New York, Oxford 
University Press, 1966, p 26 

2. Blackwell B. Marley E. Price J, et al: Hypertensive interactions 
between monoamine oxidase inhibitors and foodstuffs. Br J Psy- 
chiatry 113:349-365, 1967 

3. Gold PW, Goodwin FK: Urinary free cortisol in depression 
and mania. Presented at the 130th annual meeting of the Amer- 
ican Psychiatric Association, Toronto, Ont, Canada, May 2-6, 
1977 

4. Brosin H: Communication systems of the consultation process, 
in The Psychiatric Consultation. Edited by Mendel W, Solomon 
P. New York, Grune & Stratton, 1968 


Tables 


Tables should be self-explanatory and should supplement 
rather than duplicate text. Authors may be asked to delete 
tables that present data which could be given succinctly in 
text or repeat information in the Results section. Tables are 
generally reserved for data presentation and not used as lists 
or charts. They should be no wider than 120 typewriter char- 
acters, including spaces. Consult recent issues of the Journal 
for table style. Please note that no vertical rules or internal 
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horizontal rules are used. Itis usually desirable to give both, 
numbers and percentages where applicable. All units of mee . 
surement must be specified within the table. Metric measure- 
ments are used in tables and throughout the text. Each fable 
should be identified numerically and include a concise title. 


Figures 


Figures should be used only for data that cannot be ade- 
quately presented in text or tabular form. Figures shetld be 
submitted as glossy prints with one photocopy attached to 
each manuscript copy. The author’s name and the title of the 
paper should appear on a gummed label affixed to the Rack 
of each glossy. All figures should be able-to withstand re- 
duction to about 8 cm (31⁄4 inches). Authors are urged to 
consider carefully the necessity of figures; they may be 
asked to delete figures that repeat information available in 
text. It is often advisable to obtain professional assistance 
in the preparation of figures. 


PROCESSING OF ACCEPTED MANUSCRIPTS 


Authors will be notified of acceptance of their papers; pa- 
pers will then be edited and sent to the first-named (or corre- 
sponding) author for corrections and answers to editorial 
queries. No galley proofs are sent to authors, so the edited 
manuscript should be read with extreme care. Prompt return 
of edited manuscripts is essential. Authors who expect to be 
away from their offices for a long period or who change ad- 
dress after notification of acceptance should so inform the 
Journal office. 

Manuscripts are accepted with the understanding that the 
Editor has the right to make revisions aimed at greater con- 
ciseness, clarity, and conformity with Journal style. 


PERMISSION TO REPRINT 


Written permission to reprint material published in the 
Journal must be secured from the APA Publications Serv- 
ices Division, 1700 Eighteenth St., N.W., Washington, D.C. 
20009; there is usually a charge for such permission, except 
in cases of nonprofit classroom or library reserve use by 
instructors and educational institutions, or of an author who 
wishes to reprint his/her own material. Requests will be 
facilitated if they are accompanied by written permission 
from the author of the material. 


REPRINTS 


No reprints are furnished gratis. An order form for re- 
prints will be sent to authors prior to publication of their pa- 
pers. Reprints are usually mailed to authors about six weeks 
after publication of the article. Reprint orders from others 
should be directed to the APA Publications Services Di- 
vision; inclusion of a letter of permission from the senior - 
author and a brief statement of the intended use of the re- 
prints will expedite the processing of such requests. 
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TREDGOLD’S 
MENTAL RETARDATION 


Twelfth Edition 


Edited by MICHAEL CRAFT, M.D. 
Foreword by K. Rawnsley 


In this totally rewritten version of along standing classic, 
Dr. Craft has brought in 18 contributors, medical and 
non-medical, to provide a work which is international 
and interdisciplinary in scope. The book describes and 
evaluates the many challenging advances made in the 
various disciplines that serve the mentally handicapped. 


ISBN 0-02-857430-3 $50.00 


BEFORE THE BEST 
INTERESTS OF THE CHILD 


JOSEPH GOLDSTEIN, ANNA FREUD, 
& ALBERT J. SOLNIT 


“It is difficult to repeat a classic but this celebrated trio 
seems to have brought it off again. ... This volume, com- 
passiorate but unsentimental and rigorously argued, 
will remain as an incentive to continue our work for 
"children at risk.” —E. James Anthony, President-elect, 
Association of Child Psychoanalysis. 
ISBN 0-02-912210-4 paper $3.95 
ISBN 0-02-912220-1 cloth $12.95 


BEYOND THE BEST 
INTERESTS OF THE CHILD 


New Edition with Epilogue 


JOSEPH GOLDSTEIN, ANNA FREUD, 
& ALBERT J. SOLNIT 


In this updated edition of the landmark work that set a 
new standard of practice in contested child placements, 
the authors hone their criticisms of child placement laws 
and refute some of their critics. 


ISBN 0-02-912190-6 paper $3.95 
ISBN 0-02-912200-7 cloth $12.95 


THE ANALYSIS OF HYSTERIA 


HAROLD MERSKEY, D.M., M.R.C.P., F.R.C.P. 


This well-organized survey of hysteria discusses its 
numerous manifestations as well as its relationship to 
personality structure and to other illnesses. The author 
provides a clear idea of what constitutes hysteria and 
how to assess the clinical problems it presents. 


ISBN 0-02-858490-2 $26.50 
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Men and Career Change at Midlife . 
SAMUEL D. OSHERSON, M.D. 

This fascinating book examines the profound psy- 
chological changes men exoerience at midlife and 
particularly how such men react to dramatc career 
changes. Presents provocative research, based on life 
history analysis, on a subject of increasing importance 
in contemporary society. 

ISBN 0-02-923480-8 $19.95 


COCAINE USERS 


A Representative Case Study 

JAMES V. SPOTTS & FRANKLIN C. SHONTZ 

The authors employ an innovative approach to drug 
research: nine cocaine users describe the facts about 
their drug experiences. Included are a detailed account 
of two typical days in a cocaine users life; in-depth 
psychological analysis of all nine participants; and 
a theoretical model outlining the effects procuced by 
the drug. 

ISBN 0-02-930560-8 $19.95 


THE EXTRAMARITAL 
AFFAIR 


HERBERT S. STREAN 

The author explores the anatomy of modern marriage 
and the unconscious motives and conflicts of men and 
women who seek escape through prolonged affairs. He 
maintains that the long-term affair is a form of neurotic 
behavior. Over 25 case illustrations. 

ISBN 0-02-932180-8 $12.95 


AGING AND MENTAL 
DISORDERS 


Psychological Approaches to Assessment 

and Treatment 

STEVEN H. ZARIT 

A comprehensive introduction to the psychology of 
aging and the clinical methods of working with geriatric 
patients. This book approaches mental health issues 
from a behavioral viewpoint, and discusses advances 
in behavioral-cognitive therapy as applied to the aged. 
ISBN 0-02-935850-7 $25.00 
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Navane (thiothixene ) has proved to be of significat: 
benefit at each phase in rehabilitation of the patienti iA Sera EM 
with psychotic symptoms: from admission, throug CAE 
discharge, and beyond. | a 


a rapid return to the community... A 
Navane achieves rapid relief of acutely disruptiv Qao aE AA 
Sy mptoms and facilitates early discharge for most a a 


patients. In excited, agitated psychotic patients, E. Mu AE 

Navane has produced improvement within an nol ore e) 
minimal symptomatology after three hours, and com: RE D DIT 
paratively brief hospitalization for most patients.” eo d Rn. 


and continued long-term improvement... i 
On an outpatient basis, Navane exerts a signifi caue 

long-term beneficial effect on patient functioning, | 

especially in the areas of social and vocational 

adjustment in the community. Initial improvement is 

maintained with Navane and has been shown to Ww l 

increase over time.’ 


rarely compromised by adverse reactions.. 
With Navane, effectiveness is rarely compromised 
by oversedation or drowsiness. “FY potensive crises 
and other cardiovascular reactions "are seldom 
reported. Anticholinergie Side effects such as dry 
mouth or constipation are rare. "If extrapyramidal 
symptoms occur, they are usually readily controlled 
by dosage adjustments or antiparkinson agents. ani em 
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For a brief summary of Navane prescribing information, ineludiüag adverse reactions and oe 
please see last page of this advertisement. 
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ae, E ih, img, 2 mg, 5 mg. 10mg, 20mg Concentrate; 5 mg/ml. Intramuscular: 2 mg/ml 








BRIEF SUMMARY OF 

PRESCRIBING INFORMATION 

Navane® (thiothixene) 

Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20 mg 

(thiothixene hydrochloride) Concentrate: 5 mg/ml, 
Intramuscular: 2 mg/ml 

Contraindications. Navane (thiothixene) is contraindicated in 
patients with circulatory collapse, comatose states, central nervous 
system depression due to any cause, and blood dyscrasias. Navane 
is contraindicated in individuals who have shown hypersensitivity 
to the drug. It is not known whether there is a cross-sensitivity 
between the thioxanthenes and the phenothiazine derivatives, but 
this possibility should be considered. 

Warnings. Usage in Pregnancy—Safe use of Navane during 
pregnancy has not been established. Therefore, this drug should be 
given to pregnant patients only when, in the judgment of the 
physician, the expected benefits from the treatment exceed the 
possible risks to mother and fetus. Animal reproduction studies and 
clinical experience to date have not Gemonstrated any teratogenic 
effects. 

In the animal reproduction studies with Navane, there was some 
decrease in conception rate and litter size, and an increase in 
resorption rate in rats and rabbits, changes which have been 
similarly reported with other psychotropic agents. After repeated 
oral administration of Navane to rats (5 to 15 mg/kg/day), rabbits 
(3to 50 mg/kg/day), and monkeys(! :03 mg/kg/day) before and 
during gestation, no teratogenic effects were seen. (See Precau- 
tions.) 

Usage in Children— The use of Navane in children under 12 
years of age is not recommended because safety and efficacy in the 
pediatric age group have not been established. 

As is true with many CNS drugs, Nevane may impair the mental 
and/or physical abilities required for the performance of poten- 
tially hazardous tasks such as driving a car or operating machinery, 
especially during the first few days of therapy. Therefore, the 
patient should be cautioned accordingly. 

As in the case of other CNS-acting drugs, patients receiving 
Navane should be cautioned about the possible additive effects 
(which may include hypotension) with CNS depressants and with 
alcohol. 

Precautions. An antiemetic effect was observed in animal studies 
with Navane; since this effect may also occur in man, it is possible 
that Navane may mask signs of overdosage of toxic drugs and may 
obscure conditions such as intestinal obstruction and brain tumor. 

In consideration of the known capability of Navane and certain 
other psychotropic drugs to precipitate convulsions, extreme 
caution should be used in patients with a history of convulsive 
disorders or those in a state of alcchol withdrawal since it may 
lower the convulsive threshold. Although Navane potentiates the 
actions of the barbiturates, the dosage of the anticonvulsant therapy 
should not be reduced when Navane is administered concurrently. 

Caution as well as careful adjustment of the dosage is indicated 
when Navane is used in conjunction with other CNS depressants 
other than anticonvulsant drugs. 

Though exhibiting rather weak anticholinergic properties, 
Navane should be used with caution in patients who are known or 
suspected to have glaucoma, or who might be exposed to extreme 
heat, or who are receiving atropine or related drugs. 

Use with caution in patients with cardiovascular disease. 

Also, careful observation should be made for pigmentary 
retinopathy, and lenticular pigmentation (fine lenticular pigmenta- 
tion has been noted in a small number of patients treated with 
Navane for prolonged periods). Bicod dyscrasias (agranulocyto- 
sis, pancytopenia, thrombocytopenic purpura), and liver damage 
(jaundice, biliary stasis) have been reported with related drugs. 

Undue exposure to sunlight should be avoided. Photosensitive 
reactions have been reported in patients on Navane. 

Intramuscular Administration — As with all intramuscular prep- 
arations, Navane Intramuscular shouid be injected well within the 
body of a relatively large muscle. The preferred sites are the upper 
outer quadrant of the buttock (i.e.. gluteus maximus) and the 
mid-lateral thigh. 

The deltoid area should be used only if well developed, such as in 

certain adults and older children, and then only with caution to 
avoid radial nerve injury. Intramuscular injections should not be 
made into the lower and mid-thirds of the upper arm. As with all 
intramuscular injections, aspiration is necessary to help avoid 
inadvertent injection into a blood vessel. 
Adverse Reactions. Note: Not all of the following adverse 
reactions have been reported with Navane (thiothixene). However, 
since Navane has certain chemical and pharmacologic similarities 
to the phenothiazines, all of the known side effects and toxicity 
associated with phenothiazine therapy should be borne in mind 
when Navane is used. 

Cardiovascular effects: Tachycardia, hypotension, lightheaded- 
ness, and syncope. In the event hypotension occurs, epinephrine 
should not be used as a pressor agent since a paradoxical further 
lowering of blood pressure may result. Nonspecific EKG changes 
have been observed in some patients receiving Navane. These 
changes are usually reversible and frequently disappear on 
continued Navane therapy. The incidence of these changes is lower 
than that observed with some phenothiazines. The clinical 
significance of these changes is not known. 

CNS effects: Drowsiness, usually mild, may occur although it 
usually subsides with continuation of Navane therapy. The 
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Rapid return to the community 
| Navane (thiothixene) (thiothixene hydrochloride) 


Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20 mg Concentrate: 5 mg/ml 


incidence of sedation appears similarto that of the piperazine group 
of phenothiazines, but less than that of certain aliphatic 
phenothiazines. Restlessness, agitation and insomnia have been 
noted with Navane (thiothixene). Seizures and paradoxical exacer- 
bation of psychotic symptoms have occurred with Navane 
infrequentl y. 

Hyperreflexia has been reported in infants delivered from 
mothers having received structurally related drugs. 

In addition, phenothiazine derivatives have been associated 
with cerebral edema and cerebrospinal fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo-parkinsonism, 
akathisia, and dystonia have been reported. Management of these 
extrapyramidal symptoms depends upon the type and severity. 
Rapid relief of acute symptoms may require the use of an injectable 
antiparkinson agent. More slowly emerging symptoms may be 
managed by reducing the dosage of Navane and/or administering 
an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: As with all antipsychotic agents 
tardive dyskinesia may appear in some patients on long term 
therapy or may occur after drug therapy has been discontinued. The 
risk seems to be greater in elderly patients on high-dose therapy, 
especially females. The symptoms are persistent and in some 
patients appear to be irreversible. The syndrome is characterized 
by rhythmical involuntary movements of the tongue, face, mouth 
or jaw (e.g., protrusion of tongue, puffing of cheeks, puckering of 
mouth, chewing movements). Sometimes these may be accompa- 
nied by involuntary movements of extremities. 

There is no known effective treatment for tardive dyskinesia: 
antiparkinsonism agents usually do not alleviate the symptoms of 
this syndrome. It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment, or increase the 
dosage of the agent, or switch to a different antipsychotic agent, the 
syndrome may be masked. 

It has been reported that fine vermicular movements of the 
tongue may be an early sign of the syndrome and if the medication 
is stopped at that time, the syndrome may not develop. 

Hepatic effects: Elevations of serum transaminase and alkaline 
phosphatase, usually transient, have been infrequently observed in 
some patients. No clinically confirmed cases of jaundice attribut- 
able to Navane have been reported. 

Hematologic effects: As is true with certain other psychotropic 
drugs, leukopenia and leukocytosis, which are usually transient, 
can occur occasionally with Navane. Other antipsychotic drugs 
have been associated with agranulocytosis, eosinophilia, hemo- 
lytic anemia, thrombocytopenia and pancytopenia. 

Allergic reactions: Rash, pruritus, urticaria, photosensitivity 
and rare cases of anaphylaxis have been reported with Navane. 
Undue exposure to sunlight should be avoided. Although not 
experienced with Navane, exfoliative dermatitis and contact 
dermatitis (in nursing personnel) have been reported with certain 
phenothiazines. 

Endocrine disorders: Lactation, moderate breast enlargement 
and amenorrhea have occurred in a small percentage of females 
receiving Navane. If persistent, this may necessitate a reduction in 
dosage or the discontinuation of therapy. Phenothiazines have been 
associated with false positive pregnancy tests, gynecomastia, 
hypoglycemia, hyperglycemia, and glycosuria. 

Autonomic effects: Dry mouth, blurred vision, nasal conges- 
tion, constipation, increased sweating, increased salivation, and 
impotence have occurred infrequently with Navane therapy. 
Phenothiazines have been associated with miosis, mydriasis, and 
adynamic ileus. 

Other adverse reactions: Hyperpyrexia, anorexia, nausea, 
vomiting, diarrhea, increase in appetite and weight, weakness or 
fatigue, polydipsia and peripheral edema. 

Although not reported with Navane, evidence indicates there is a 
relationship between phenothiazine therapy and the occurrence of 
a systemic lupus erythematosus-like syndrome. 

NOTE: Sudden deaths have occasionally been reported in 

patients who have received certain phenothiazine derivatives. In 
some cases the cause of death was apparently cardiac arrest or 
asphyxia due to failure of the cough reflex. In others, the cause 
could not be determined nor could it be established that death was 
due to phenothiazine administration. 
Dosage and Administration. Dosage of Navane should be 
individually adjusted depending on the chronicity and severity of 
the condition. In general, small doses should be used initially and 
gradually increased to the optimal effective level, based on patient 
response. 

Some patients have been successfully maintained on once-a-day 
Navane therapy. 

Usage in children under 12 years of age is not recommended 
because safe conditions for its use have not been established. 

Navane Intramuscular Solution— For Intramuscular Use Only. 
Where more rapid control and treatment of acute behavior is 
desirable, the intramuscular form of Navane may be indicated. It is 
also of benefit where the very nature of the patient's sympto- 
matology, whether acute or chronic, renders oral administration 
impractical or even impossible. 

For treatment of acute symptomatology or in patients unable or 
unwilling to take oral medication, the usual dose is 4 mg of Navane 
Intramuscular administered 2 to 4 times daily. Dosage may be 
increased or decreased depending on response. Most patients are 
controlled on a total daily dosage of 16 to 20 mg. The maximum 


Intramuscular: 2 mg/ml 


recommended dosage is 30 mg/day. An oral form should supplant 
the injectable form as soon as possible. It may Pf necessary to 
adjust the dosage when changing from the intrafnuscular to oral 
dosage forms. Dosage recommendations for Navane (thiothixene) 
Capsules and Concentrate appear in the following paragraphs. 

Navane Capsules; Navane Concentrate — In milder conditions, 
an initial dose of 2 mg three times daily. If indicated, a subsequent 
increase to 15 mg/day total daily dose is often effecti. 

In more severe conditions, an initial dose of 5 mg twice daily. 

The usual optimal dose is 20 to 30 mg daily. If indicated, an 

increase to 60 mg/day total daily dose is often effective. Exceed- 
ing a total daily dose of 60 mg rarely increases the beneficial 
response. 
Overdosage. Manifestations include muscular twitching, drowsi- 
ness, and dizziness. Symptoms of gross overdosage may include 
CNS depression, rigidity, weakness, torticollis, tremor, salivation, 
dysphagia, hypotension, disturbances of gait, or cama. 

Treatment: Essentially symptomatic and supportive. For Navane 
oral, early gastric lavage is helpful. For Navane oral and 
Intramuscular, keep patient under careful observation and maintain 
an open airway, since involvement of the extrapyramidal system 
may produce dysphagia and respiratory difficulty in severe 
overdosage. If hypotension occurs, the standard measures for 
managing circulatory shock should be used (I. V. fluids and/or 
vasoconstrictors). 

If a vasoconstrictor is needed, levarterenol and phenylephrine 
are the most suitable drugs. Other pressor agents, including 
epinephrine, are not recommended, since phenothiazine deriva- 
tives may reverse the usual pressor action of these agents and cause 
further lowering of blood pressure. 

If CNS depression is present, recommended stimulants include 
amphetamine, dextroamphetamine, or caffeine and sodium ben- 
zoate. Stimulants that may cause convulsions (e.g. picrotoxin or 
pentylenetetrazol) should be avoided. Extrapyramidal symptoms 
may be treated with antiparkinson drugs. 

There are no data on the use of peritoneal or hemodialysis, but 
they are known to be of little value in phenothiazine intoxication. 
How Supplied. Navane (thiothixene) is available as capsules 
containing | mg, 2 mg, 5 mg, and 10 mg of thiothixene in bottles 
of 100, 1,000, and unit-dose pack of 100(10 x 10's). Navane is also 
available as capsules containing 20 mg of thiothixene in bottles of 
100, 500, and unit-dose pack of 100 (10 x 10's). 

Navane (thiothixene hydrochloride) Concentrate is available in 
120 ml (4 oz.) bottles with an accompanying dropper calibrated at 
2 mg, 4 mg, 5 mg, 6 mg, 8 mg, and 10 mg, and in 30 ml (102.) 
bottles with an accompanying dropper calibrated at 2 mg, 4 mg, 
and 5 mg. Each ml contains thiothixene hydrochloride equivalent 
to 5 mg of thiothixene. Contains alcohol, U.S.P. 7.0% v/v (small 
loss unavoidable). 

Navane (thiothixene hydrochloride) Intramuscular solution is 
available in a2 ml amber glass vial in packages of 10 vials. Each ml 
contains thiothixene hydrochloride equivalent to 2 mg of thiothix- 
ene, dextrose 5% w/v, benzyl alcohol 0.9% w/v, and propyl 
gallate 0.02% w/v. 


References: |. Rickels K, Norstad N, Downing R: The acutely 
decompensated schizophrenic patient, presented as a scientific 
exhibit at the American Psychiatric Association 28th Institute on 
Hospital and Community Psychiatry, September 20-22, 1976, 
Atlanta, Ga. 2. Stotsky BA: Relative efficacy of parenteral 
haloperidol and thiothixene for the emergency treatment of acutely 
excited and agitated patients. Dis Nerv Syst 38:967-973, Dec 1977. 
3. Sloan RB, Razani J, Maloney MP, et al: Premorbid adjustment, 
cognition and outcome in schizophrenia, presented as a scientific 
exhibit at the 128th Annual Meeting of the American Psychiatric 
Association, May 5-9, 1975, Anaheim, California. 4. Engelhardt 
DM, Rudorfer L, Rosen B: Haloperidol and thiothixene in the 
long-term treatment of chronic schizophrenic outpatients in an 
urban community: Social and vocational adjustment. J Clin 
Psychiatry 39:834-840, Dec 1978. 5. Itil TM, Unverdi C, 
Wohlrabe J, et al: Drug therapy of psychosis associated with 
organic brain syndrome, presented as a scientific exhibit at the 
American Public Health Association Centennial. Atlantic City, 
New Jersey, Nov 12-16, 1972. 6. Brauzer B, Goldstein BJ: 
Comparative effects of intramuscular thiothixene and trifluopera- 
zine in psychotic patients: J Clin Pharmacol 8:40€-403, Nov-Dec 
1968. 7. Dillenkoffer RL, Gallant DM, George RB, et al: 
Electrocardiographic evaluations of schizophrenic patients, pre- 
sented as a scientific exhibit at the 125th Annual Meeting of the 
American Psychiatric Association, Dallas, Texas, May 1-4, 1972. 
8. Data on file at Roerig. 9. Goldstein B, Weiner D, Banas F: 
Clinical evaluation of thiothixene in chronic ambulatory schizo- 
phrenic patients, in Lehmann HE, Ban TA (eds): Modern Problems 
in Pharmacopsychiatry. Basel, S Karger, 1969, vol 2, pp 45-52. 


For additional information on Navane, 
please consult your Roerig representative or 
write to: Roerig Medical Department, 235 East 
42nd Street, New York, NY 10017. 
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~~ When vou encounter 
T neurologic problems 
.. be better prepared with © 





This excellent, new book is the first clinical 
neurology reference written specifically as an aid to 
psychiatric practice. It clearly, directly and factually 
presents the neurologic topics that are the most 
relevant yet often the most confusing for the 
psychiatrist. The authors’ approach follows the cur- 
rent thinking of the American Board of Psychiatry to 
realign psychiatry with neurology and internal 
medicine. 

Neurology for Psychiatrists covers the 
breadth of neurologic disorders that you are likely to 
encounter in daily practice, including delirium, 
coma and stupor, dementia, headache and facial 
pain, epilepsy, etc. Its neuropsychiatric concepts 
will be immediately applicable to your day-to-day 
clinical practice, whether you have just begun your 
residency or have been in practice for years. 


Contents Include: 

Introduction; The Neurologic Examination; De- 
lirium; Coma and Stupor; Dementia; Headache and 
Facial Pain; Epilepsy; The Neuropsychiatric 
Sequelae of Chronic Alcohol Abuse; Cerebrovascu- 
lar Disease; Syncope and Dizziness; Disorders of 
Motility; Movement Disorders Associated with An- 
tipsychotic Agents; Head Trauma; Other 
Neurologic Disorders Important for the Psychia- 
trist; Neurologic Diagnostic Procedures. 


By Charles E. Wells, MD, Professor of Psychiatry and 
Neurology; Vice-Chairman, Department of Psychiatry, 
Vanderbilt University School of Medicine, Nashville, 


On 30-day approval, please send and bill me for the book(s) 
| have indicated: 


O Wells & Duncan: Neurology for Psychiatrists 
#9224-2 

O Wells: Dementia, 2nd Edition #9221-8 

[] Strub & Black: The Mental Status Examination 
in Neurology #8208-5 


An invoice will accompany the book(s) and will include a small 
charge for postage and handling. 

If you are not completely satisfied, you may return the book(s) in 30 
days, in good condition. 
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NEUROLOGY FOR PSYCHIATRISTS 


Tennessee; and Gary W. Duncan, MD, Associate Pro- 
fessor and Vice-Chairman, Department of Neurology, 
Vanderbilt University School of Medicine, Nashville, 
Tennessee; Assistant Chief, Neurology Service, 
Nashville Veterans Hospital, Nashville, Tennessee. 
About 250 pages. Illustrated. About $20.00. Ready 
January 1980. Order #9224-2. 


You will also want to order: 


Wells: Dementia, 2nd Edition 

The importance of dementia is signalled by its recognition as 
a growing public health problem and by the increasing atten- 
tion focused on it by medical investigators. Chapters cover 
symptoms and both clinical and behavioral manifestations of 
dementia. 

This second edition is an essential resource for all physicians 
dealing with organic disease of the nervous system. 

By Charles E. Wells, MD. 284 pp. Illustd. $25.00. 1977. 
Order #9221 -8. 


Strub Black: The Mental Status Examination 


in Neurology 

This is a concise, definitive text on the mental status 
examination — a systematic behavioral examination to help 
the clinician understand organically based behavior 
change and apply this understanding to individual clinical 
cases. The book tells what to look for in assessing mental 
status; how to administer and interpret the various tests. It 
points out common pitfalls in examination and interpretation. 
After an introductory chapter, the major areas of cognitive 
function are covered in terms of importance of each function, 
terminology, evaluation, anatomy and clinical implications. 
Each chapter contains specific tests for each function. 

By Richard L. Strub, MD; and F. William Black, PhD. 182 pp. 
Illustd. $8.95. 1977. Order 8208-5. 
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Complex and idiosyncratic: 
the psychomoler seizure. 





Aura: Somatic or auto- 

‘nomic sensations, illusions, 
hallucinations, fear, or déja vu, 
which may signal seizure 
onset to the patient. 


Automatisms: Auto- 


matic behavior of many kinds, 


such as swallowing, chewing, 
lipesmacking; more complex, 
apparently purposeful behav- 
ior that is often inappropriate. 


Depressed state 
of consciousness: 


Partial awareness, unrespon- 
Siveness, staring. 


Amnesia: Complete or 
partial amnesia during the 
attack. 


Post-seizure 
confusion: Lasting for 


seconds or minutes. 


Mysoline (primidone)...a highly effective 
choice for psychomotor seizure control. 


The psychomotor seizure state may prove difficult to control.'*5 
Among the major anticonvulsants, MYSOLINE (pr midone) has 
emerged as an effective first-line agent in the control of psychomotor 
seizures: a view based on more than two decades of experience and 
shared by a number of leading neurologists.2: 5-7 This OOSI* ve 
estimation of MYSOLINE efficacy is reflected in Forster’s5 clinical 
impression of anticonvulsant response: 


Clinical impression MYSOLINE Hydantoinates Sarbiturates 
of anticonvulsant (primidone) (phenytoin) (phenobarbital) 
response in 

psychomotor TCET T tE 
epilepsy 


Adapted frem Forster, F. M.9 


Multiple anticonvulsant properties 


may help account for Mysoline efficacy. 

Both MYSOLINE metabolites—PEMA (phenylethylmalonamide) and 
phenobarbital—have anticonvulsant activity, as dces prim done itself. 
In psychomotor epilepsy MYSOLINE is a drug of choice, while pheno- 


ee | k 
barbital is considered to be of little value. Ayerst. 
Please see next page for prescribing information. 


*--- denotes best response 


MYSOLINE 





Tablets 50 mg, 250 mg 
Suspension 250 mg/5 ml 


primidone 





consider tt first 
for control of 


psychomotor seizures. 


(complex partial*) 
"Modified terminology from the International Classification 
of Epileptic Seizures.? 


Consider it first 
for gane mal, focal and 
psychomotor seizures 


MYSOLINE 


primidone) 


Initial dose in patients eight years and older: 250 mg 


daily at bedtime 

BRIEF SUMMARY 

(For full prescribing information, see package circular ) 
MYSOLINE* 

Brand of PRIMIDONE Anticonvulsant 


ACTIONS: MYSOLINE raises electro- or chemoshock seizure thresholds 
or alters seizure patterns in experimental animals. The mechanism(s) 
of primidone's antiepileptic action is not known 


Primidone per se has anticonvulsant activity as do its two metabolites, 
phenobarbital and phenylethylmalonamide (PEMA). In addition to its 
anticonvulsant activity, PEMA potentiates that of phenobarbital in ex- 
perimental animals 


INDICATIONS: MYSOLINE, either alone or used concomitantly with other 
anticonvulsants, is indicated in the control of grand mal, psychomotor, 
and focal epileptic seizures. It may control grand mal seizures refractory 
to other anticonvulsant therapy. 


CONTRAINDICATIONS: Primidone is contraindicated in: 1) patients 
with porphyria and 2) patients who are hypersensitive to phenobarbital 
(see ACTIONS) 


WARNINGS: The abrup: withdrawal of antiepileptic medication may 
precipitate status epilepticus 


The therapeutic efficacy of a dosage regimen takes several weeks before 
it can be assessed 


Usage in pregnancy: The effects of MYSOLINE in human pregnancy 
and nursing infants are unknown 


Recent reports suggest an association between the use of anticonvulsant 
drugs by women with epilepsy and an elevated incidence of birth defects 
in children born to these women. Data are more extensive with respect 

to diphenylhydantoin and phenobarbital, but these are also the most 
commonly prescribed anticonvulsants; less systematic or anecdotal 
reports suggest a possible similar association with the use of all known 
anticonvulsant drugs. 


The reports suggesting an elevated incidence of birth defects in children 
of drug-treated epileptic women cannot be regarded as adequate to 
prove a definite cause and effect relationship. There are intrinsic 
methodologic problems in obtaining adequate data on drug teratogenic- 
ity in humans; the possibility also exists that other factors, e.g., genetic 
factors or the epileptic condition itself, may be more important than drug 
therapy in leading to birth defects. The great majority of mothers on 
anticonvulsant medication deliver normal infants. It is important to note 
that anticonvulsant drugs should not be discontinued in patients in whom 
the drug is administered to prevent major seizures because of the strong 
possibility of precipitating status epilepticus with attendant hypoxia and 
threat to life. In individual cases where the severity and frequency of the 
seizure disorder are such that the removal of medication does not pose a 
serious threat to the patient, discontinuation of the drug may be consid- 
ered prior to and during pregnancy, although it cannot be said with any 
confidence that even minor seizures do not pose some hazard to the 
developing embryo or fetus. 


The prescribing physician will wish to weigh these considerations in treat- 
ing or counseling epileptic women of childbearing potential 


Neonatal hemorrhage, with a coagulation defect resembling vitamin K 
deficiency, has been described in newborns whose mothers were taking 
primidone and other anticonvulsants. Pregnant women under anti- 
convulsant therapy should receive prophylactic vitamin K: therapy for 
one month prior to, and during, delivery 


PRECAUTIONS: The total daily dosage should not exceed 2 g. Since 
MYSOLINE therapy generally extends over prolonged periods, a com- 
plete blood count and a sequential multiple analysis-12 (SMA-12) test 
should be made every six months 


In nursing mothers: There is evidence that in mothers treated with 
primidone, the drug appears in the milk in substantial quantities. Since 
tests for the presence of primidone in biological fluids are too complex to 
be carried out in the average clinical laboratory, it is suggested that the 
presence of undue somnolence and drowsiness in nursing newborns of 
MYSOLINE-treated mothers be taken as an indication that nursing should 
be discontinued 
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ADVERSE REACTIONS: The most frequently occurring early side 
effects are ataxia and vertigo. These tend to disappear with continued e 
therapy, or with reduction of initial dosage. Occasionally, the following 
have been reported: nausea, anorexia, vomiting, fatigue, hyperirritability, 
emotional disturbances, sexual impotency, diplopia, nystagmus, drowsi- 
ness, and morbilliform skin eruptions. Occasionally, persistent or severe 
side effects may necessitate withdrawal of the drug. Megaloblastic 
anemia may occur as a rare idiosyncrasy to MYSOLINE and to other 
anticonvulsants. The anemia responds to folic acid without ba ol 
discontinuing medication. 


DOSAGE AND ADMINISTRATION: The average adult dose is 0. 75 te e 
1.5 g per day. The initial dose is 250 mg. Increments of 250 mg are * 
added, usually at weekly intervals, to tolerance, or therapeutic effective- 
ness, up to daily doses not exceeding 2.0 g. A typical dosage schedule 
for the introduction of MYSOLINE is as follows " 


Adults and Children Over 8 Years of Age 


Ist Week 2nd Week 
250 mg b.i.d 


250 mg daily at bedtime 


3rd Week 
250 mg t.i.d 


4th Week 
250 mg q.i.d. 





In children under 8 years of age, maintenance levels are established Dy 
a similar schedule, but at one-half the adult dosage. It is best to begin 
with 125 mg, with gradual weekly increases of 125 mg a day, to a daily 
total usually between 500 mg and 750 mg 


In patients already receiving other anticonvulsants: MYSOLINE should 
be gradually increased as dosage of the other drug(s) is maintained or 
gradually decreased. This regimen should be continued until satisfac- 
tory dosage level is achieved for combination, or the other medication is 
completely withdrawn. When therapy with this product alone is the 
objective, the transition should not be completed in less than two weeks. 


MYSOLINE 50 mg Tablet can be used to practical advantage when small 
fractional adjustments (upward or downward) may be required, as in the 
following circumstances: for initiation of combination therapy; during 
"transfer" therapy; for added protection in periods of stress or stressful 
situations that are likely to precipitate seizures (menstruation, allergic 
episodes, holidays, etc.). 


HOW SUPPLIED: MYSOLINE Tablets —No. 430—Each tablet contains 
250 mg of primidone (scored), in bottles of 100 and 1,000. Also in uni 
dose package of 100. No. 431—kEach tablet contains 50 mg of primidone 
(scored), in bottles of 100 and 500 


MYSOLINE Suspension—No. 3850 —Each 5 ml (teaspoonful) contains 
250 mg of primidone, in bottles of 8 fluidounces. 


References: 1. Gold, A. P: Pediatrics 53:540 (Apr.) 1974 2. Aird, R. B.: 
Modern Medicine 35:30 (Aug. 14) 1967.3. Woodbury, D. M., and Fincl, E., 
in Goodman, L. S., and Gilman, A. (eds.): The Pharmacological Basis of 
Therapeutics, ed. 5, New York, Macmillan Publishing Co., Inc., 1975. . 
p. 222. 4. Booker, H. E., in Penry, J. K., and Daly, D. D. (eds.): Advances 
in Neurology, vol. 11, New York, Raven Press, 1975, p 378. 5. Forster, F. M.: 
Med. Clin. North Am. 47:1579 (Nov.) 1970. 6. Millichap, J. G.: N. Eng’. J. 
Med. 286:464 (Mar. 2) 1972. 7. Coatsworth, J. J. : Studies on the Clirical 
Efficacy of Marketed Antiepileptic Drugs. NINDS Monograph No. 12, U.S 
Dept. of Health, Education, and Welfare, Public Health Service, National 
Institutes of Health, Bethesda, Maryland, 1971, p. 15. 8. Gastaut, H.: 
Epilepsia 11:102 (Mar.) 1970. 
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of mild to moderate 
depression... 


New 


SURMONTIL 


(TRIMIPRAMINE MALEATE) 


lete proc 


@ Proven efficacy in depression? 


€ Prompt relief of anxiety, even before peak 


antidepressant effects are noted? 


e Insomnia relieved in some cases as soon as 


€ Effective in single nighttime dosage 


information, a sum- 
known hypersensi- 
ipd after myocar- 
er dibenzaze- 
Should not be 
dase inhibitor 
ed cessation of 
burmontil 


ein 
e group 
jving the 
ion is 
of 


one week after treatment? 


after initial dosage titration? 
e Low incidence of side effects * 


drinks during therapy may provoke exaggerated response. Potentiation 
of effects has been reported when tricyclic antidepressants were 
administered with sympathomimetic amines, local decongestants, 
local anesthetics containing epinephrine, atropine, or drugs with an 
anticholinergic effect. Drugs having a parasympathetic effect, includ- 
ing tricyclic antidepressants, may alter ejaculatory response. 

Usage in pregnancy: Pregnancy Category C. Surmontil has shown evi- 
dence of embryotoxicity and/or increased incidence of major anoma- 
lies in rats or rabbits at doses 20 times the human dose. There are no 
adequate and well-controlled studies in pregnant women. Surmontil 
should be used during pregnancy only if the potential benefit justifies 
the potential risk to the fetus. 

ADVERSE REACTIONS: When tricyclic antidepressants are used, each 
of the following adverse reactions must be considered, although some 


have not in fact been reported with Surmontil (trimipramine maleate). 


Cardiovascular—Hypotension, hypertension, tachycardia, palpitation, 
myocardial infarction, arrhythmias, heart block, stroke. 


jatric—Confusional states (especially in the elderly) with halluci- 


s, disorientation, delusions; anxiety, restlessness, agitation; 
nia and nightmares; hypomania; exacerbation of psychosis. 
burologic— Numbness, tingling, paresthesias of extremities; incoor- 


ination, ataxia, tremors; peripheral neuropathy; extrapyramidal symp- 


seizures, alterations in EEG patterns; tinnitus. 


plinergic—Dry mouth and, rarely, associated sublingual adenitis; 


d vision, disturbances of accommodation, mydriasis, constipa- 
lytic ileus; urinary retention, delayed micturition, dilation o 
ary tract. 

Skin rash, petechiae, urticaria, itching, photosensitization 
ace and tongue. 
jc— Bone-marrow depression including agranulocytosis 
a; purpura; thrombocytopenia. Leukocyte and differen! 
Should be performed in any patient who develops fever a 


sore throat during therapy; the Srg 

evidence of pathologic neutrophil depression. 
Gastrointestinal — Nausea and vomiting. anorexia, epiga’ 
diarrhea, peculiar taste, stomatitis, abdominaLe 
Endocrine — Gynecomastia in the male; E 
torrhea in the female: increased or dedii 
ticular swelling; elevation or depressidi 

Other— Jaundice (simulating,g 

weight gain or loss; perspi 

ness, dizziness, wea 

alopecia. 

Withdrawal Symptom 

cessation of treats 

headache 
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diazepam/Roc 


HAS SUCHA — 
WIDE RANGE OF 


CLINICAL INDICATIONS 


AS AN ANXIOLYTIC Only Valium is indicated for excessive anxiety 


in the following range of clinical problems: 
INDICATIONS FOR THE ANXIOLYTIC ACTION OF VALIUM (diazepam/Roche) 


Excessive anxiety and tension due to stressful circumstances 


Psychoneurotic states characterized by tension, anxiety, apprehension, fatigue, depressive 
symptoms or agitation 


Functional disorders — excessive anxiety in somatic complaints with no demonstrable organic cause 


Emotional components of somatic disorders— excessive anxiety and tension associated with 
cardiovascular, gastrointestinal and other disorders 


Anxiety-inducing hospital procedures— Injectable form. e.g., surgery (IM preferred), endoscopy 
(IV preferred, used adjunctively), cardioversion (IV only) 





AS A SKELETAL MUSCLE RELAXANT vaiium has 


a record of proven efficacy as adjunctive therapy for skeletal muscle spasm due to reflex 
spasm to local pathology in the following disorders: 


INDICATIONS FOR THE 
SKELETAL MUSCLE RELAXANT ACTION OF VALIUM (diazepam/Roche) 


Skeletal muscle spasm due to local pathology such as acute muscle strain, inflammation of 
muscles or joints, and secondary to trauma 


Spasticity caused by upper motor neuron disorders (such as cerebral palsy or paraplegia), 
athetosis, stiff-man syndrome, and tetanus (IM or IV only) 


Its wide margin of safety is another clinical advantage of Valium. Drowsiness, ataxia and fatigue may occur 
but they are rare. As with all CNS-acting agents, patients should be cautioned against driving or drinking 
alcoho! while on Valium. Periodic reassessment of the need for a psychotropic agent is also recommenced. 


ONLY VALIUM (diazepam/Roche) HAS SUCH A WIDE RANGE 
D OF DOSAGE FORMS AND FLEXIBILITY 


Only Valium is provided in scored tablets in three strengths for precise yet 


E- easy and convenient dosage titration. Injectable forms for | M or IV adminis- 
EE tration come in 2-ml ampuls and 10-ml vials, and disposable syringes. 


e : 


2-mg, 5-mg, 10-mg scored tablets : 
Tel-E-Dose® Reverse-Number Packs 


E 


2-mi Tel-E-Ject® 
disposable syringes ) 5 mg/ml 
2-mi ampuis, 10-ml vials 


á diazepam/Roche e 


Before prescribing, please see summary of product information on last page. 











Before prescribing, please consult complete product information, a 
summary of which follows: 
Indications: Tension and anxiety states; somatic complaints which are con- 
comitants of emotional factors; psychoneurotic states manifested by tension, 
anxiety, apprehension, fatigue, depressive symptoms or agitation; symptom- 
atic relief of acute agitation, tremor, impending or acute delirium tremens and 
hallucinosis due to acute alcohol withdrawal; adjunctively in: relief of skeletal 
muscle spasm due to reflex spasm to local pathology; spasticity caused by 
upper motor neuron disorders; athetosis; stiff-man syndrome. Oral form may 
be used adjunctively in convulsive disorders, but not as sole therapy. /nject- 
able form may also be used adjunctively in: status epilepticus; severe recurrent 
seizures; tetanus; anxiety, tension or acute stress reactions prior to endo- 
scopic/surgical procedures; cardioversion. 
The effectiveness of Valium (diazepam/Roche) in long-term use, that is, more 
than 4 months, has not been assessed by systematic clinical studies. The 
physician should periodically reassess the usefulness of the drug for the indi- 
vidual patient. 
Contraindications: Tablets in children under 6 months of age; known hyper- 
sensitivity; acute narrow angle glaucoma; may be used in patients with open 
angle glaucoma who are receiving appropriate therapy. 
Warnings: As with most CNS-acting drugs, caution against hazardous occu- 
pations requiring complete mental alertness (e.g., operating machinery, driv- 
ing). Withdrawal symptoms (similar to those with barbiturates, alcohol) have 
occurred following abrupt discontinuance (convulsions, tremor, abdominal/ 
muscle cramps, vomiting, sweating). Keep addiction-prone individuals (drug 
addicts or alcoholics) under careful surveillance because of predisposition to 
habituation/dependence. 

Usage in Pregnancy: Use of minor tranquilizers during first 

trimester should almost always be avoided because of increased 

risk of congenital malformations, as suggested in several 

studies. Consider possibility of pregnancy when instituting 

therapy; advise patients to discuss therapy if they intend to or do 

become pregnant. 
ORAL: Advise patients against simultaneous ingestion of alcohol and other CNS 
depressants. 
Not of value in treatment of psychotic patients; should not be employed in lieu 
of appropriate treatment. When using oral form adjunctively in convulsive dis- 
orders, possibility of increase in frequency and/or severity of grand mal sei- 
zures may require increase in dosage of standard anticonvulsant medication; 
abrupt withdrawal in such cases may be associated with temporary increase in 
frequency and/or severity of seizures. 
INJECTABLE: To reduce the possibility of venous thrombosis, phlebitis, local 
irritation, swelling, and, rarely, vascular impairment when used I.V.: inject 
slowly, taking at least one minute for each 5 mg (1 ml) given; do not use small 
veins, i.e., dorsum of hand or wrist; use extreme care to avoid intra-arterial 
administration or extravasation. Do not mix or dilute Valium with other solutions 
or "A in syringe or infusion flask. If it is not feasible to administer Valium 
directly I.V., it may be injected slowly through the infusion tubing as close as 
possible to the vein insertion. 
Administer with extreme care to elderly, very ill, those with limited pulmonary 
reserve because of possibility of apnea and/or cardiac arrest; concomitant use 
of barbiturates, alcohol or cther CNS depressants increases depression with 
increased risk of apnea; have resuscitative facilities available. When used with 
narcotic analgesic eliminate or reduce narcotic dosage at least 1/3, administer 
in small increments. Should not be administered to patients in shock, coma, 
acute alcoholic intoxication with depression of vital signs. 
Has precipitated tonic status epilepticus in patients treated for petit mal status 
or petit mal variant status. 
Withdrawal symptoms (similar to those with barbiturates, alcohol) have oc- 
curred following abrupt discontinuance (convulsions, tremor, abdominal/ 
muscle cramps, vomiting, sweating). Keep addiction-prone individuals under 
careful surveillance because of predisposition to habituation/dependence. Not 
recommended for OB use. 
Efficacy/safety not established in neonates (age 30 days or less); prolonged 
CNS depression observed. In children, give slowly (up to 0.25 mg/kg over 3 
minutes) to avoid apnea or prolonged somnolence; can be repeated after 15 to 
30 minutes. If no relief after third administration, appropriate adjunctive therapy 
is recommended. 
Precautions: If combined with other psychotropics or anticonvulsants, care- 
fully consider individual pharmacologic effects—particularly with known com- 
pounds which may potentiate action of Valium, i.e., phenothiazines, narcotics, 
barbiturates, MAO inhibitors and antidepressants. Protective measures indi- 
cated in highly anxious patients with accompanying depression who may have 
suicidal tendencies. Observe usual precautions in impaired hepatic function; 
avoid accumulation in patients with compromised kidney function. Limit oral 
dosage to smallest effective amount in elderly and debilitated to preclude 
ataxia or oversedation (initially 2 to 2V» mg once or twice daily, increasing 
gradually as needed or tolerated). 
INJECTABLE: Although promptly controlled, seizures may return; readminister if 
necessary; not recommended for long-term maintenance therapy. Laryngo- 
spasm/increased cough reflex are possible during peroral endoscopic 
procedures; use topical anesthetic, have necessary countermeasures avail- 
able. Hypotension or muscular weakness possible, particularly when used with 
ler a or alcohol. Use lower doses (2 to 5 mg) for elderly/ 
debilitated. 
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VERSATILITY WITH CLINICAL ADVANTAGES 


ALIUM. $ 


diazepam/Roche 


Adverse Reactions: Side effects most commonly reported were drowsiness, 
fatigue, ataxia. Infrequently encountered were confusion, constipation, de- 
pression, diplopia, dysarthria, headache, hypotension, incontinence, jaundice, 
changes in libido, nausea, changes in salivation, skin rash, slurred speegh, 
tremor, urinary retention, vertigo, blurred vision. Paradoxical reactions ich as 
acute hyperexcited states, anxiety, hallucinations, increased muscle spasticity, 
insomnia, rage, sleep disturbances and stimulation have been reported; 
should these occur, discontinue drug. 

Because of isolated reports of neutropenia and jaundice, periodic blood 
counts, liver function tests advisable during long-term therapy. Minor changes 
in EEG patterns, usually low-voltage fast activity, have been observed in pa- 
tients during and after Valium (diazepam/Roche) therapy and are of no known 
significance. 

INJECTABLE: Venous thrombosis/phlebitis at injection site, hypoactivity, syn- 
cope, bradycardia, cardiovascular collapse, nystagmus, urticaria, hiccups, 
neutropenia. 

In peroral endoscopic procedures. coughing, depressed respiration, dyspnea, 
hyperventilation, laryngospasmypain in throat or chest have been reported. 
Dosage: Individualized for maximum beneficial effect. 

ORAL—Adults: Tension, anxiety, psychoneurotic states, 2 to 10 mg b.i.d. to 
q.i.d.; acute alcohol withdrawal, 10 mg t.i.d. or q.i.d. in first 24 hours, then 5 mg 
t.i.d. or q.i.d. as needed; adjunctively in skeletal muscle spasm, 2 to 10 mg 
t.i.d. or q.i.d.; adjunctively in convulsive disorders, 2 to 10 mg b.i.d. to q.i.d. 
Geriatric or debilitated patients: 2 to 2Y2 mg 1 or 2 times daily initially, increas- 
ing as needed and tolerated. (See Precautions.) Children: 1 to 2V» mg t.i.d. or 
q.i.d. initially, increasing as needed and tolerated (not for use under 6 months). 
INJECTABLE: Usual initial dose in older children and adults is 2 to 20 mg I.M. or 
|.V., depending on indication and severity. Larger doses may be required in 
some conditions (tetanus). In acute conditions injection may be repeated 
within 1 hour, although interval of 3 to 4 hours is usually satisfactory. Lower 
doses (usually 2 to 5 mg) with slow dosage increase for elderly or debilitated 
patients and when sedative drugs are added. (See Warnings and Adverse 
Reactions.) 

For dosages in infants and children see below; have resuscitative facilities 
available. 

I.M. use: by deep injection into the muscle. 

IV. use: inject slowly, take at least one minute for each 5 mg (1 ml) given. Do not 
use small veins, i.e., dorsum of hand or wrist. Use extreme care to avoid 
intra-arterial administration or extravasation. Do not mix or dilute Valium with 
other solutions or drugs in syringe or infusion flask. If it is not feasible to 
administer Valium directly I.V., it may be injected slowly through the infusion 
tubing as close as possible to the vein insertion. 

Moderate psychoneurotic reactions, 2 to 5 mg I.M. or I.V. and severe 
psychoneurotic reactions, 5 to 10 mg I.M. or I.V., repeat in 3 to 4 hours if 
necessary; acute alcoholic withdrawal, 10 mg I.M. or I.V. initially, then 5 tó 10 
mg in 3 to 4 hours if necessary. Muscle spasm, in adults, 5 to 10 mg I.M. or I.V. 
initially, then 5 to 10 mg in 3 to 4 hours if necessary (tetanus may require larger 
doses); in children, administer I.V. slowly; for tetanus in infants over 30 days of 
age, 1 to 2 mg I.M. or I.V., repeat every 3 to 4 hours if necessary; in children 5 
years or older, 5 to 10 mg repeated every 3 to 4 hours as needed. Respiratory 
assistance should be available. 

Status epilepticus, severe recurrent convulsive seizures (|.V. route preferred), 5 
to 10 mg adult dose administered slowly, repeat at 10- to 15-minute intervals up 
to 30 mg maximum. Repeat in 2 to 4 hours if necessary keeping in mind 
possibility of residual active metabolites. Use caution in presence of chronic 
lung disease or unstable cardiovascular status. Infants (over 30 days) and 
children (under 5 years), 0.2 to 0.5 mg slowly every 2 to 5 min., up to 5 mg (I.V. 
preferred). Children 5 years plus, 1 mg every 2 to 5 min., up to 10 mg (slow I.V. 
preferred); repeat in 2 to 4 hours if needed. EEG monitoring may be helpful. 

In endoscopic procedures, titrate I. V. dosage to desired sedative response, 
generally 10 mg or less but up to 20 mg (if narcotics are omitted) immediately 
prior to procedure; if I. V. cannot be used, 5 to 10 mg I.M. approximately 30 
minutes prior to procedure. As preoperative medication, 10 mg I.M.; in car- 
dioversion, 5 to 15 mg I.V. within 5 to 10 minutes prior to procedure. Once acute 
symptomatology has been properly controlled with injectable form, patient 
may be placed on oral form if further treatment is required. 

Management of Overdosage: Manifestations include somnolence, confusion, 
coma, diminished reflexes. Monitor respiration, pulse, blood pressure; employ 
general supportive measures, l.V. fluids, adequate airway. Use levarterenol or 
metaraminol for hypotension, caffeine and sodium benzoate for CNS- 
depressive effects. Dialysis is of limited value. 

Supplied: Tablets, 2 mg, 5 mg and 10 mg, bottles of 100 and 500; Tel-E-Dose* 
(unit dose) packages of 100, available in trays of 4 reverse-numbered boxes of 
25, and in boxes containing 10 strips of 10; Prescription Paks of 50, available 

in trays of 10. Ampuls, 2 ml, boxes of 10; Vials, 10 ml, boxes of 1; Tel-E-Ject® 
(disposable syringes), 2 ml, boxes of 10. Each ml contains 5 mg diazepam, 
compounded with 40% propylene glycol, 10% ethyl alcohol, 5% sodium ” 
benzoate and benzoic acid as buffers, and 1.596 benzyl alcohol as preservative. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 









Alcohol and Old Age 


By BRIAN L. MISHARA, Ph.D., and 
ROBERT KASTENBAUM, Ph.D. 


A SEMINARS IN PSYCHIATRY Monograph 
MILTON GREENBLATT, M.D., Series Editor 


The contents cover: Alcohol and the Old Person—Five 
Thousand Years of Uncontrolled Experimentation; Psy- 
chological Effects of Alcohol with Particular Reference 
to the Aged; The Extent of Alcohol Usé in Old Age; 
Problem Drinking in Old Age, Treatment of Alcohol 
Proylems in Older People; Alcohol and the Health; Ex- 
pershental Study of Possible Benefits of Alcoholic Bever- 
ages*for the Elderly; Some Effects of Wine on Old People 
who are in Control of their Own Lives—A Theory and 
Its Research Gleanings; Conclusions. 


%50, 224 pp., $22.00 ISBN: 0-8089-1226-7 


Suicidology: 
Contemporary Developments 


Edited by EDWIN S. SHNEIDMAN, Ph.D. 


A SEMINARS IN PSYCHIATRY Monograph 
Series Editor: MILTON GREENBLATT, M.D. 


Essays deal with areas of theoretical interest, foci of pro- 
fessional and ethical concern, and targets for empirical 
investigation for any reader interested in current issues in 
suicide theory and suicide prevention work. 


“The volume provides us with a careful and sober view 
of an important field that remains elusively unresolved 
as a public health issue in the United States.” —ZL. D. 
Hankoff in JOURNAL OF THE AMERICAN MEDI- 
CAL ASSOCIATION 


“This is a very fine book. It is needed in every library. It 
has appeal for the research worker as well as the clini- 
cian. Professor Shneidman has obviously taken great pains 
to offer his readers an informative text, one which carries 
his stamp of special humanistic concern . . .—Bruce L. 
Danto in VITA (Official Newsletter of the International 
Association for Suicide Prevention.) 


SECTION HEADINGS: Demography of Suicide. Meth- 
odological Developments in Suicidology. Logical and 
Cognitive Aspects of Suicide. Clinical Correlates of Sui- 
cide. Philosophic and Legal Aspects of Suicide. Responses 
to Suicide. 


1976, 592 pp., $30.25 ISBN: 0-8089-0930-4 


Future volumes in SEMINARS IN PSYCHIATRY 
MONOGRAPHS are now available on a Continu- 
ation Order basis. Your Continuation Order authorizes 
us to ship and bill each future volume in the series auto- 
matically, immediately upon publication. This order will 
remain in effect until cancelled. Specify the volume num- 
ber or title with which your order is to begin. 


Please send me: 

O Mishara/Kastenaum: Alcohol and Old Age $22.00 
O Shneidman: Suicidology $30.25 

[] Surwillo: Experimental Design in Psychiatry $19.50 


O Continuation order, Seminars in Psychiatry 
Please check one box: 


plicable sales tax.) 
[] VISA [] Master Charge* 
0 Diners Club 


Charge Card Number: OOOO OOOO 


Expiration Date: Month________._ Year 


above your name [ ]L]L]L] 


GRUNE & STRATTON 


A Subsidiary of Harcourt Brace Jovanovich, Publishers 


111 FIFTH AVENUE, NEW YORK, N.Y. 10003 
24-28 OVAL ROAD, LONDON NW1 7DX 


Q Hill et al: Essentials of Postgraduate Psychiatry $49.50 


Name 
[] Payment enclosed (free postage and handling. Add ap- 


Affiliation ———— i D Mii 


A i E 
[]American Express Pa PEM 


yt — > 5 i- 


[] Please check if you are an Academic Press or Grune 


*For Master Charge include the numbers that appear & Stratton author. 


Experimental Design 
in Psychiatry 


Research Methods for Clinical Practice 
By WALTER W. SURWILLO, Ph.D. 


The contents cover: The Simple Experiment and tht 
Problem of Uncertainty: Hypothesis Testing and the One- 
Sample Case; Hypothesis Testing and the Two-Sample 
Case; Factors Governing the Selection of an Appropriate 
Statistical Test; The Quantification of Relationships; As- 
pects of Significance in the Interpretation of the Findings 
in an Experiment; The Design of a Clinical Experiment; 
Parametric Statistics and the Normal Probability Curve; 
Linear Regression and Prediction, Multiple Regression 
and Multiple Correlation, and the Statistical Control of 
Relevant Variables; Reading and Evaluating the Litera- - 
ture. 


1980, 192 pp., $19.50 ISBN: 0-8089-1224-0 


Send payment with order and save postage and handling 
charge. Prices are subject to change without nctice. 


Essentials of 
Postgraduate Psychiatry 


Edited by PETER HILL, ROBIN MURRAY and 
ANTHONY THORLEY 


CONTENTS: GENERAL PRINCIPLES. P. Bowden, A 
Short History of the Management of the Insane. P. Mul- 
len, The Phenomenology of Disordered Mental Function. 
A. Clare, The Disease Concept in Psychiatry. A. Mann 
and R. Murray, Measurement in Psychiatry. CLINICAL 
DISORDERS. P. Hill, Child Psychiatry. E. Taylor, Men- 
tal Retardation. A. Thorley and R.. Stern, Neurosis and 
Personality Disorder. P. Bebbington, Sexual Disorders. 
A. Thorley, Drug Dependence. R. Murray, Alcoholism. 
R. Murray, Schizophrenia. S. Bhanji, Affective Disorder. 
R. McClelland, Psychiatric Manifestations of Organic 
Illness. P. M. Jefferys et al., The Psychiatry of Old Age I: 
General Principles and Functional Disorders. M. Ron, 
The Psychiatry of Old Age IE Aspects of Dementia. 
PSYCHIATRY IN SPECIAL SETTINGS. G. G. Lloyd, 
Social and Transcultural Psychiatry. P. Hill, Forensic 
Psychiatry. A. Clare and G. Davies, Psychiatry in Gen- 
eral Practice. J. Connolly, Psychiatry in a General Hos- 
pital. PRINCIPLES OF TREATMENT. P. Tyrer, The 
Basis of Drug Treatment in Psychiatry. A. Clare, Psycho- 
surgery and Electroconvulsive Therapy. P. Bebbington, 
Behaviour Therapy. W. Kinston and R. Rosser, Psycho- 
therapy I: Individual Psychotherapy. R. Rosser and W. 
Kinston, Psychotherapy II: Research in Dynamic Psycho- 
therapy. P. Hill, Psychotherapy IIE Conjoint Family 
Therapy. J. Cobb, Psychotherapy IV: Group Interaction. 
Subject Index. 


Edition for the Americas published by Grune & Stratton. 
1979, 820 pp., $49.50 ISBN: 0-8089-1204-6 


Your signature 


On prepaid orders, payment will be refunded for titles on 
which shipment is not possible within 126 days. Net terms 
are 30 days. Prices are in U.S. dollars and subject to . 
change without notice. 


` (please print) 


Zip Code 
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Haldol 


(haloperidol) 


tablets/Concentrate/injection 


Promptly controls 
psychotic symptoms... 
usually leaving the patient 
alert and productive 


Highly effective in 

a wide range of both 
acute and chronic _ 
psychotic disorders,” 

such as hallucinations, delu- 
sions, suspiciousness, hostility, 
mania. 


Permits aggressive titration 
to effective dosage levels 
for optimal response.” 


Facilitates prompt 
initiation of other 
therapeutic efforts... 

and often helps avoid hospital- 
ization.” 


Minimal risk of 


hypotension, oversedation, 


or troublesome anti- 
cholinergic effects. ^^" 
Transient hypotension occurs 
rarely; severe orthostatic hypo- 
tension has not been reported. 
Although some instances of 
drowsiness have been reported, 
marked sedation is rare. 


Common side effects 
easily controlled. ^*' 
Although extrapyramidal symp- 
toms (EPS) have been reported 
frequently, they are usually 
dose-related and readilv con- 
trolled with dose adjustment or 
antiparkinson drugs. EPS often 
diminish spontaneously with 
continued use of HALDOL halo- 
peridol. 


References: 1. Man, P.L.: Dis. Nerv. Syst. 34:113 (Feb.) 1973. 2. Ayd, EJ., Jr: Med. Sci. 18:55 (Oct.) 1967. 
3. Rapp, M.S.: Can. Psychiatr. Assoc. J. 15:73 (Feb.) 1970. 4. Howard, }.S.: Dis. Nerv. Syst. 35:458 (Oct.) 
1974. 5. Gerle, B.: Clin. Trials J. 3:380 (Feb.) 1966. 6. Abuzzahab, FES., Sr: Psychosomatics 11:188 
(May-June) 1970. 7. Darling, H.F: Dis. Nerv. Syst. 34:364 (Oct.-Nov.) 1973. 8. Snyder, S.H., et al: Science 
184:1243 (June 21) 1974. 9. Stimmel, C.L.: Dis. Nerv. Syst. 34:219 (Apr.) 1976. 


*Not an actual case history, this situation illustrates the action of HALDOL haloperidol as 


reported in various clinical studies (available on request). 


Please turn page for summary of prescribing information. 


A25 







Injection 

A rapid-acting injection for psychiatric emer- 
gencies: 5 mg per ml,* with 1.8 mg methylpara- 
ben and 0.2 mg propylparaben per ml. and 
lactic acid for pH adjustment to 3.4 + 0.2 


EN 


~ —— P 


concentrate 


A tasteless, odoriess, colorless 
liquid concentrate for better patient 
compliance: 2 mg per ml 


| tablets 


5 tablet strengths for convenience in 
individualizing dosage 


Img 2mg 5mg 


Ve mg SN 


10 mg 


rEg 


HALDOL (haloperidol) ~ 


tablets/ concentrate /injection 


A dosage form for every therapeutic need 


Summary of Prescribing Information 

Contraindications: Severe cepression, coma, CNS depression due to cen- 
trally-acting depressants, Parkinson's disease, hypersensitivity to the drug 
Warnings: Usage in Pregnancy: Safe use in pregnancy or in women likely 
to become pregnant has not been established; use only if benefit clearly 
justifies potential hazards. Infants should not be nursed during drug treat- 
ment. 

Usage in Children: Safety and effectiveness not established; not recom- 
mended in pediatric age group. 

Combined Use With Lithium: Patients receiving lithium plus haloperidol 
shculd be monitored closely for early evidence of neurological toxicity. 
General: Bronchopneumonia, sometimes fatal, has followec use of major 
tranquilizers, including haloperidol. Prompt remedial therapy should be insti- 
tuted if dehydration, hemoconcentration or reduced pulmonary ventilation 
occurs, especially in the elderly. Decreased serum cholesterol and. or cuta- 
neous and ocular changes have been reported with chemically-related 
drugs, although not with haloperidol. Mental and or physical abilities 
required for hazardous tasks or driving may be impaired. Alconol should be 
avoided due to possible additive effects and hypotension 

Precautions: Administer cautiously to patients: (1) with severe cardiovascu- 
lar disorders, due to the possibility of transient hypotension and /or precipita- 
tion of anginal pain (if a vasopressor is required, epinephrine should not be 
used since HALDOL haloperidol may block its vasopressor activity and 
paradoxical further lowering of blood pressure may occur); (2) receiving 
anticonvulsant medication since HALDOL haloperido! may lower the convul- 
sive threshold; (3) with known allergies or a history of allergic reactions to 
drugs; (4) receiving anticoagulants. Concomitant antiparkinson medication, if 
required, may have to be continued after HALDOL haloperidol is discontin- 
ued because of different excretion rates; if both are discortinued simulta- 
neously, extrapyramidal symptoms may occur. Intraocular pressure may 
increase when anticholinergic drugs. including antiparkinson drugs, are 
administered concomitantly with HALDOL haloperidol. When HALDOL halo- 
peridol is used for mania in cyclic disorders, there may be a rapid mood 
swing to depression. Severe neurotoxicity may occur in patients with thyro- 
toxicosis receiving antipsychotic medication, including HALDOL haloperidol. 
Adverse Reactions: CNS Effects: Extrapyramidal Reactions. Neuromuscu- 
lar (extrapyramidal) reactions have been reported frequently, often during the 
first few days of treatment. Generally they involved Parkinson-like symptoms 
which were usually mild to moderately severe and usually reversible. Other 
types of neuromuscular reactions (motor restlessness, dystonia, akathisia, 
hyperreflexia, opisthotonos, oculogyric crises) have been reported far less 
frequently, but were often more severe. Severe extrapyramidal reactions have 
been reported at relatively low doses. Generally, extrapyramidal symptoms 
are dose-related since they occur at relatively high doses and disappear or 
become less severe when the dose is reduced. Antiparkinson drugs may be 
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required. Persistent extrapyramidal reactions have been reported and th 
drug may have to be discontinued in such cases 

Withdrawal Emergent Neurological Signs: Abrupt discontinuation of shon 
term antipsychotic therapy is generally uneventful. However, some patient 
on maintenance treatment experience transient dyskinetic signs after abrup 
withdrawal. In certain cases these are indistinguishable from ‘‘Persister 
Tardive Dyskinesia ^ except for duration. It is unknown whether gradué 
withdrawal will reduce the occurrence of these signs. but until further ev 
dence is available haloperidol should be gradually withdrawn 

Persistent Tardive Dyskinesia: Although rarely reported with HALDOL halc 
peridol, tardive dyskinesia may appear during or after long-term therapy. Thi 
risk appears to be greater in elderly patients on high-dose therapy, especiall 
females. Symptoms are persistent and sometimes appear irreversible; there | 
no known effective treatment and all antipsychotic agents should be discor 
tinued. The syndrome may be masked by reinstitution of drug, increasin: 
dosage, or switching to a different antipsychotic agent 

Other CNS Effects: Insomnia, restlessness, anxiety, euphoria, agitatior 
drowsiness, depression, lethargy, headache, confusion, vertigo, grand me 
seizures, and exacerbation of psychotic symptoms 

Cardiovascular Effects: Tachycardia and hypotension. Hematologii 
Effects: Reports of mild, usually transient leukopenia and leukocytosis, min 
mal decreases in red blood cell counts, anemia. or a tendency towan 
lymphomonocytosis; agranulocytosis rarely reported and only in associatio! 
with other medication. Liver Effects: Impaired liver function and/or jaundic 
reported. Dermatologic Reactions: Maculopapular and acneiform reac 
tions, isolated cases of photosensitivity, loss of hair. Endocrine Disorders 
Lactation, breast engorgement, mastalgia, menstrual irregularities, gynecc 
mastia, impotence, increased libido, hyperglycemia and hypoglycemia. Gas 
trointestinal Effects: Anorexia, constipation, diarrhea, hypersalivatior 
dyspepsia, nausea and vomiting. Autonomic Reactions: Dry mouth, blurre 
vision, urinary retention and diaphoresis. Respiratory Effects: Laryngc 
spasm, bronchospasm and increased depth of respiration. 

The injectable form is intended only for acutely agitated psychotic patient 
with moderately severe to very severe symptoms 

Caution: Federal law prohibits dispensing without prescription. 

Full directions for use should be read before HALDOL haloperidol i 
administered or prescribed. 

HALDOL tablets are manufactured by McNeil Laboratories Co., Doradc 
Puerto Rico 00646. 


McNeil Laboratories, McNEILAB, Inc. 
Fort Washington, PA 19034 
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"THE ENERGY COUPLE: The New Sexuality by Douglas Q. Corey and 
Jeannette P. Mass, both of Savusavu, Fiji. A complete system of sexual prac- 
tice based on freedom and creativity is delineated. This novel approach 
Gee he enhancement of the physical dimension, but it also underscores a 
special kind of consciousness experience. The problems of energy structuring 
in loving relationships, sexual energy patterns, and the philosophical bases of 
the sex Mole system are explained. Directives and activities that show couples 
how to Yhcrease their love and pleasure are presented. Communicative inter- 
course, sexual pathology, Tantric Yoga sexual practices, and the varieties of 
orgasms are also discussed. '80, 112 pp., 42 il., $9.95 


APPLICATION OF HYPNOSIS IN SEX THERAPY by Hugo G. Beigel and 
Warren R. Johnson, Univ. of Maryland, College Park. (13 Contributors) This 
text will allow sex therapy practitioners to effectively use hypnosis and will 
orient hypnotherapists to the methods and goals of sex therapy. Introductory 
chapters focus on exploratory techniques of sex hypnotherapy. Hypno- 
therapeutic procedures are then presented for such sexual disorders as anor- 
gasmia, frigidity, vaginismus, primary and secondary impotence, and 
premature ejaculation. '80, 480 pp., 1 table, $29.75 


THE USE OF MASSAGE IN FACILITATING HOLISTIC HEALTH by 
Robert Henley Woody, Univ. of Nebraska, Omaha. This unique text identi- 
fies the physical and psychological effects of massage and relates them to 
considerations of body consciousness, nudity, touching, health, and disease. 
Various massage techniques, including the author's own Bodymind Massage 
Method, the Hypnomassage Method, and sexual massage for enhancing 
sexual relationships, are described. '80, 120 pp., 8 iL, $11.75 


CHILD SEXUAL ABUSE: Analysis of a Family Therapy Approach by Je- 
rome A. Kroth, Univ. of Santa Clara, Santa Clara, California. This book is 
concerned with research into, recognition of, and treatment for intrafamilial 
child sexual abuse. In its analysis of a specific humanistic family therapy 
model, it includes a description of a computer-based data system for reporting 
demographic information; a review of the impact of family therapy on intra- 
familial child sexual abuse; an outline of judicial and therapeutic orienta- 
tions in treatment; and an evaluation of a training program. National survey 
results and an annotated bibliography are included. '79, 216 pp., 33 il., 45 
tables, $17.50 


SENSORY-MOTOR DYSFUNCTION AND THERAPY IN INFANCY 
AND EARLY CHILDHOOD by Delmont Morrison and Patricia C. Pothier, 
both of Un. of California, San Francisco, and Katy Horr, Miller West Devel- 
opment Center, San Pablo, California. The theory of and research into 
sensory-motor therapy with infants and young children, assessment and ther- 
apeutic techniques used with these children, and the relationship between 
sensory-motor and emotional development are discussed. 78, 288 pp., 67 il., 2 
tables, $16.25 


MICROCOUNSELING: Innovations in Interviewing, Counseling, Psycho- 
therapy and Psychoeducation (2nd Ed.) by Allen E. Ivey, Univ. of Massa- 
chusetts, Amherst, and Jerry Authier, Univ. of Nebraska Medical Center, 
Omaha. Foreword by Bernard G. Guerney, Jr. (3 Contributors) The Second 
Edition of this book includes updated research on the microcounseling 
model, chapters on the cross-cultural and cross-racial implications of inter- 
viewing training, and material illustrative of how microcounseling skills are 
used by various types of therapists. A section on operational definitions is 
also included. '78, 624 pp., 13 il., $29.75 


THE USE OF ALTERNATIVE MODES FOR COMMUNICATION IN 
PSYCHOTHERAPY: The Computer, The Book, The Telephone, The Tele- 
vision, The Tape Recorder by David Lester, Richard Stockton State College, 
Pomona, New Jersey. The variety of uses to which these media have been or 
might be applied is reviewed. The text also explores the unique qualities of 
these alternative communication modes and the enormous implications these 
techniques have on the total understanding of the therapeutic process. '77, 
120 pp., $13.50 
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TRANSSEXUALITY IN 


THE MALE ’ 


The Spectrum of 
Gender Dysphoria 


By Erwin K. Koranyi, Univ. of Ottawa, 
Ottawa, Ontario, Canada. Foreword by 
Ralph Slovenko. (3 Contributors) This 
volume offers a lucid analysis of the inter- 
play between biological and psycholog- 
ical influences on human sexuality, 
particularly in reference to transsexuality 
in the male. 


Spectrum of Some Sexuai Disorders, the 
first chapter, provides the reader with an 
understanding of factors that influence 
sexual identity and behavior. Conven- 
tional and unconventional sexual behav- 
lors are discussed, as are male 
homosexuality and transvestism as they 
relate to transsexuality. 


Historical Aspects cites examples of 
sexual ambiguity and sex change from 
Greek and Latin mythology, the Old Tes- 
tament, and other sources to demonstrate 
the historical continuity of male trans- 
vestism and transsexuality. 


Sexual Dimorphism, Natural Sex Change 
and Elusiveness of Sexuai Roles in Na- 
ture delineates sexual development in re- 
lation to pathology of the fetus and the 
neonate and investigates hormones, bio- 
chemical agents, neurotransmitters and 
other factors involved in the development 
and maintenance of sexual identity. The 
psychobiology of mothering, -psycho- 
social modification of sexuality, the 
neurophysiology of sexuality, regressive 
sexuality, and the sexual impairments or 
altered sexual behaviors that characterize 
regressive sexuality are all considered. 


Genetics and Sexuaiity deals with the 
questions of how genetic information 
shapes normal and abnormal sexual de- 
velopment and how chromosomal dis- 
orders may affect sexual development. 


Clinical Aspects of Tramssexuality re- 
views case histories of transsexual pa- 
tients and reports on the results of their 
surgery. Factors that influence the transi- 
tion to a new sexual identity are also re- 
viewed. 


The Medico-Legal Asbects of Homosexu- 
ality, Transvestism and Transsexuality 
and Legal Complicctions Surrounding 
Sex Reassignment Surgery are detailed by 
experts in that area. Similarly expert and 
thorough coverage is afforded The Sur- 
gical Treatment of Transsexuality. ’80, 
192 pp., 31 il, ! table, $17.50 
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E How do you 
choose a minor 
tranquilizer? 


Wyeth Laboratories 


| j ; Philadelphia. PA 19191 
™ 
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Pharmacokinetics 

Ativan (lorazepam) is eliminated more rapidly 
than other benzodiazepines; generates no 
clinically active metabolites. The half-life of 
free lorazepam is about 12 hours; steady-state 
blood levels are attained in 2-3 days. 
(Comparable data for diazepam: 20-50 hours 
and at least 7-10 days.) Ativan shows no 
evidence of accumulation, even when given in 
high doses for as long as 6 months. 

(The pharmacokinetic profile of a drug can 
define such characteristics as absorption, 
distribution, metabolism and elimination but 
cannot, at present, be directly related to its 
therapeutic effectiveness.) 


Copyright © 1979, Wyeth Laboratories Div. of AHPC, N.Y., N.Y. All rights reserved 


Anxiety neuroses 


In many nationwide studies involving 
thousands of patients with anxiety neuroses, 
Ativan (lorazepam) consistently provided 
significant relief of anxiety, tension, agitation 
and irritability as measured by standard 
Hamilton, Global (physician rated) 

and 35-Item (patient self-rated) scales. 


They’ re all about the same, aren vt they? Until eod that seemed to sum up. | — : 
the prevalent attitude about the benzodiazepines. After all, they all work similarly - 
and all are effective anxiolytics. With seven of these compounds now available, - 





differe 


He 


howe r, differences have begun to emerge. Foremost among them: 
different metabolic pathways, which distinguish the relatively short-acting Ativan |. a 
(lorazepam) from long-acting diazepam, clorazepate and chlordiazepoxide. — E 


At thè same time, your choice can be made with confidence in the clinica record - 
of Ativan, which confirms its value in anxiety neuroses and in significant anxiety - 
associated with functional or organic disorders, as well as in older patients. 


Consider the record of Ativan: 





Anxiety in 

cardiovascular disorders 

Ativan (lorazepam) has been specifically 
evaluatec and found effective in seven 
common protocol, double-blind studies 
involving 423 patients (211 on Ativan) 
whose anxiety was related to organic 
and functional cardiovascular disorders. 
The cardiovascular component 

has not, cf course, been shown to be 
significantly benefited by such therapy. 





Anxiety in Anxiety in 

gastrointestinal disorders the aging patient 

So far, nine common protocol, double-blind Because its simple metabolism is not readily 
studies of Ativan have focused on anxious impaired with advancing age, and 

patients with functional or organic accumulation is nct likely to present a 
gastrointestinal complaints (457 patients, problem, Ativan is a good chaice for older 
234 on Ativan). Ativan was clearly effective patients. Those who have trouble swallowing 
in reducing the anxiety of these patients. solid medication appreciate the small Ativan 
The gastrointestinal component has not, tablet, which is tasteless and disintegrates 
of course, been shown to be significantly within seconds in water or fruit juice. 


benefited by such therapy. Ati 


ncrazebam! 





See important information on following page. 





Brief Summary of Prescribing Information 


indications and Usage: Symptomatic relief of anxiety, tension, agitation, irritability and 
insomnia associated with anxiety neuroses and transient situational disturbances; anxiety 
associated with depressive symptoms and as a treatment of symptoms of anxiety if such symp- 
toms are a significant feature of functional or organic disorders, particularly gastrointestinal or 
cardiovascular 

Effectiveness in long-term use, i.e., more than 4 months, has not been assessed by system- 
atic clinica studies. Reassess periodically usefulness of the drug for the individual patient. 


Contraindications: Known sensitivity to benzodiazepines or acute narrow-angie glaucoma. 


Warnings: Nct recommended in primary depressive disorders or psychoses. As with all CNS- 
acting drugs. warn patients on lorazepam not to operate machinery or motor vehicles, and of 
diminished tolerance for alcohol and other CNS depressants 

Physical and Psychological Dependence: Withdrawal symptoms like those noted with barbi- 
turates and alcohol have occurred following abrupt discontinuance of benzodiazepines 
(including convulsions, tremor, abdominal and muscle cramps, vomiting and sweating). Addic- 
tion-prone individuals, e.g. drug addicts and alcoholics, should be under careful surveillance 
when on benzodiazepines because of their predisposition to habituation and dependence 
Withdrawal symptoms have also been reported following abrupt discontinuance of benzodi- 
azepines taken continuously at therapeutic levels for several months. 


Precautions: In depression accompanying anxiety, consider possibility for suicide 

For elderly or debilitated patients, initial daily dosage should not exceed 2mg to avoid over- 
sedation 

Terminate dosage gradually since abrupt withdrawal of any antianxiety agent may result in 
symptoms like those being treated: anxiety, agitation, irritability, tension, insomnia and occa- 
sional convulsions 

Observe usual precautions with impaired renal or hepatic function. 

Where gastrointestinal or cardiovascular disorders coexist with anxiety, note that lorazepam 
has not been shown of significant benefit in treating gastrointestinal or cardiovascular compo- 
nent. 

Esophageal dilation occurred in rats treated with lorazepam for more than 1 year at 
6mg kg ‘day. No effect dose was 1.25mg/kg/day (approximately 6 times the maximum human 
therapeutic dose of 10mg / day). Effect was reversible only when treatment was withdrawn within 
2 months of first observation. Clinical significance is unknown; but use of lorazepam for pro- 
longed periods and in geriatric patients requires caution and frequent monitoring for symptoms 
of upper G.I. disease 

Safety and effectiveness in children under 12 years have not been established 


ESSENTIAL LABORATORY TESTS: Some patients have developed leukopenia; some have had 
elevations of LDH. As with other benzodiazepines, periodic blood counts and liver function tests 
are recommended during long-term therapy. 


CLINICALLY SIGNIFICANT DRUG INTERACTIONS: Benzodiazepines produce CNS depressant 
effects when administered with such medications as barbiturates or alcohol. 


CARCINOGENESIS AND MUTAGENESIS: No evidence of carcinogenic potential emerged in 
rats during an 18-month study. No studies regarding mutagenesis have been performed. 


PREGNANCY: Reproductive studies were performed in mice, rats, and 2 strains of rabbits. 
Occasional anomalies (reduction of tarsals, tibia, metatarsals, malrotated limbs, gastroschisis, 
malformed skull and microphthalmia) were seen in drug-treated rabbits without relationship to 
dosage. Although all these anomalies were not present in the concurrent control group, they 
have been reported to occur randomly in historical controls. At 40mg/kg and higher, there was 
evidence of fetal resorption and increased fetal loss in rabbits which was not seen at lower 
doses. Clinical significance of these findings is not known. However, increased risk of congeni- 
tal malformations associated with use of minor tranquilizers (chlordiazepoxice, diazepam and 
meprobamate) during first trimester of pregnancy has been suggested in several studies. 
Because use of these drugs is rarely a matter of urgency, use of lorazepam during this period 
should almost always be avoided. Fossibility that a woman of child-bearing potential may be 
pregnant at institution of therapy should be considered. Advise patients if they become preg- 
nant to communicate with their physician about desirability of discontinuing the drug 

In humans, blood levels from umbilical cord blood indicate placental transfer of lorazepam 
and its glucuronide 
NURSING MOTHERS: It is not known if oral lorazepam is excreted in human milk like other 
benzodiazepines. As a general rule, nursing should not be undertaken while on a drug since 
many drugs are excreted in milk 


Adverse Reactions, if they occur, are usually observed at beginning of therapy and generally 
disappear on continued medication or on decreasing dose. In a sample of about 3,500 anxious 
patients, most frequent adverse reaction is sedation (15.996), followed by dizziness (6.996), 
weakness (4.2%) and unsteadiness (3.4%). Less frequent are disorientation, depression, nau- 
sea. change in appetite. headache, sleep disturbance, agitation, dermatological symptoms, eye 
function disturbance, various gastrointestinal symptoms and autonomic manifestations. Inci- 
dence of sedation and unsteadiness increased with age. Small decreases in blood pressure 
have been noted but are not clinically significant, probably being related to relief of anxiety. 

Overdosage: |n management of overdosage with any drug, bear in mind that multiple agents 
may have been taken. Manifestations of overdosage include somnolence, confusion and coma. 
Induce vomiting and/or undertake gastric lavage followed by general supportive care, monitor- 
ing of vital signs and close observation. Hypotension, though unlikely, usually may be controlled 
with Levarterenol Bitartrate Injection U.S.P Usefulness of dialysis has not been determined 


Ativan: 
Anxiety 


Dosage: Individualize for maximum beneficial effects. Increase dose 
gradually when needed, giving higher evening dose before increasing 
daytime doses. Anxiety, usually 2-3mg/day given b.i.d. or t.i.d.; dosage 
may vary from 1 to 10mg/day in divided doses. For elderly or debili- 
tated, initially 1-2mg/day; insomnia due to anxiety or transient situa- 
tional stress, 2-4mg h.s. 


How Supplied: 0.5, 1.0 and 2.0mg tablets. 






Wyeth Laboratories 


Philadelphia, PA 19101 
Copyright € 1979, Wyeth Laboratories 
Div. of AH PC, N.Y., N.Y. All rights reserved 
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Mail to: 


Subscription Department 
Hospital & Community 
Psychiatry 

1700 18th Street, N.W. 
Washington, D.C. 20009 


O Enclosed is my check for a 
one-year subscription (12 
issues) to Hospital & 
Community Psychiatry .* 

($15 a year for members of 
the American Psychiatric 

and American Psychological: 
Associations; $18 for other 
subscribers. For 
subscriptions mailed outside 
the U.S. add $4 a year. Make 
checks payable to the 
American Psychiatric 
Association.) 


Name 

Title or Discipline 

Address 

City 

State We m 


“Individual subscriptions to pro- 
fessional journals are tax-de- 
ductible. 


MENSANA CLINIC 


` Mens Sana in Corpore Sano 


A priva:e multidisciplinary clinic specializing in the 
treatment of chronic pain, headache, and stress- 
related disorders. For the professional or executive 
who requires quality and confidentiality in com- 
fortable surroundings. All consultants are faculty 
members of a well-known medical school. Physi- 


cian referral only. Brochure upon request. 


Write: 

Clinical Director 

Mensana Clinic 

Greenspring Valley Road 
Stevenson, Maryland 21153 


The Brown Schools: 
Specialists in 
Residential Treatment 


Residential treatment has be- 
come highly specialized in the 
field of mental health. It is a 
specific treatment modality for 
those who need a totally planned 
and structured environment. 

The Brown Schools has de- 
veloped a wide range of profes- 
sional services that can be 
utilized to implement an indi- 
vidually planned residential 
treatment program. The degree 
of structure and protection, the 
intensity of therapy, the methods 
of education and training are 
controlled and modified with the 
resident's changing needs. 

Professionals in the areas of 
psychiatry, psychology, nursing, 
social work, education, pre- 
vocational training, speech 
pathologv, and recreation have 
developed expertise in the spe- 
cific area of residential treat- 
ment. Each service area is de- 
signed as a component of an 
integrated therapeutic milieu. 

The three residential treatment 
centers of The Brown Schools 
provide complete programming 


Phone: 
(301) 653-2403 


for those in need of twenty-four 
hour care. Services are available 
for children, adolescents, and 
adults with emotional distur- 
bance, mental retardation, and 
neurological impairment. Two 
small group homes in Austin 
provide for reintegration into the 
community and complement the 
services offered in the other 
centers. For information, write: 
Director of Admissions/ 
Department C-O 

The Brown Schools 

P.O. Box 4008, 

Austin, Texas 78765. 

Toll Call: (512) 478-6662 

Out of State Free: (800) 531-5305 
From Texas Free: (800) 252-5404 
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BROWN 
SCHOOLS 


An equal opportunity employer. 

All our programs are accredited by 
the appropriate Councils of the Joint 
Commission on Accreditation of 


Hospitals. 


Clinical Neurology 
For Psychiatrists 


Parts l and Il 


Sponsored by The Office of Continuing Medical Education 
Albert Einstein College cf Medicine 


Under the direction of David M. Kaufman, M.D. 


Courses in New York and Los Argeles designed for 
Psychiatrists preparing for Parts | and Il of the 
American Board of Psychiatry and Neurclogy. will 
consist of lectures, with videotape examples 
and practice audiovisual examinations. 


Part | New York — March 28, 29 & 30, 1980 
8:30AM - 5:00PM 


The New York Academy of Medicine 
Two East 103 Street, New York, NY 


Part Il Los Angeles — April 11 & 12, 1980 
Hotel Bonaventure 5th & Figuerca 


9:00AM — 5:00PM 


New York — October 4 & 5, 1980 
The New York Academy of Medicine 


Part I— (30) Part II— (20) hours of Category! Credit 
FOR FURTHER INFORMATION CONTACT 


Office of Continuing Medical Education 
Albert Einstein College cf Medicire 
1300 Morris Park Avenue, Bronx, New York 10461 
(212) 430-2822 
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: Brief Summary 


LOXITANE* C Loxapine Hydrochloride Oral Concentrate : 134 LOS IVE 


LOXITANE® Loxapine Succinate Capsules 
LOXITANE® IM Loxapine Hydrochloride 


INDICATIONS: Manitestations of schizophrenia. 39 
CONTRAINDICATIONS: Comatose or severely depressed 
states; hypersensitivity to the drug. 


WARNINGS: Safe use during pregnancy or lactation has not 
been established; weigh potential benefits against possible 
hazards. Not recommended for use in children under 16. May 
impair mental and/or physical abilities especially during early 
therapy; warn ambulatory patients about activities requiring alert- 
ness and concom tant use of alcohol or other CNS depressants. 
Not recommended for management of behavioral complications 
in mentally retarded patients. 


PRECAUTIONS: .se with extreme caution in patients with a his- 
tory of convulsive disorders; use with caution in patients with 
cardiovascular disease or in those with glaucoma or a tendency 
to urinary retention particularly when on concomitant anti- 
cholinergic medication. Loxapine has an antiemetic effect in 
animals which might occur in man masking signs of overdosage 
of toxic drugs and obscuring intestinal obstruction or brain tumor 
Since possible ocular toxicity cannot be excluded, observe care- 
fully for pigmentary retinopathy and lenticular pigmentation. 
Slightly higher incidence of extrapyramidal effects possible 
following IM administration 


ADVERSE REACTIONS: CNS effects, other than extrapyrami- 
dal, infrequent. Mild drowsiness may occur at beginning of 
therapy or upon dosage increase, usually subsices with contin- 
ued therapy. Sedation, dizziness, faintness, staggering gait, 
muscle twitching, weakness and confusional states have been 
reported. Extrapyramidal reactions often occur early in treatment, 
manifested by Parkinson-like symptoms (tremor, rigidity, exces- 
sive salivation, masked facies, akathisia); controllable by dosage 
reduction or antiparkinson drugs at usual dosages. Dystonic and 
dyskinetic reactions, while less frequently occurring, may be 
more severe, requiring dosage reduction or temporary withdrawal 
plus appropriate counteractive drugs. Persistent Tardive Dys- 
kinesia may appear during prolonged therapy or following dis- 
continuance, the risk greater in the elderly, especially females, on 
high dosage. Symptoms, persistent and in some patients appar- 
ently irreversible, are characterized by rhythmical involuntary 
movement of the tongue, face, mouth and jaw sometimes accom- 
panied by involurtary movement of extremities. Since there is no 
known effective treatment, discontinue all antipsychotic drugs if 
symptoms appear. Reinstitution of treatment, increased dosage. 
or switching to another agent may mask syndrome. The syn- 
drome may not develop if medication is stopped when fine ver- 
micular movements of the tongue first appear. Cardiovascular 
Effects: Tachycardia, hypotension, hypertension. lightheaded- 
ness and syncope. ECG changes, not known to oe related to 
loxapine use, have been reported. Skin: Dermatitis, edema of 


face, pruritus, seborrhea. Possible photosensitivity and/or photo- Rapid management of excitement and 
toxicity; skin rashes of unknown etiology seen in a few patients in agitation in the acute schizophrenic episc 


hot summer months. Anticholinergic: Dry mouth, nasal conges- mk 

tion, constipation, blurred vision (more likely to occur with con- Calming of schizophrenic agitation may be 

comitant use of antiparkinson agents). Other: Nausea, vomiting, apparent 30 minutes after initial injection of 12.5m 

weight gain or loss, dyspnea, ptosis, hyperpyrexia, flushed , 

facies, headache, paresthesia, polydipsia. Rarely, galactorrhea (0.25 ml) to 50 mg (1 ml) LOXITANE IM. Dependin 

and menstrual irregularity of unknown etiology. on patient response, repeat injections may be 
given within the same dosage range. Dosage shot 


not exceed 250 mg/day. 
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HYDROC HLORIDE 
INTRAMUSCULAR. 


50 mg base/ml 
Bach ml contains the equivalent of 50 mg Loxapine base as the HCI. 


| | \ 





ame favorable side effects profile as oral Milligram-for-milligram equivalency with 
orms of LOXITANE oral forms of LOXITANE 

lo renal, ocu ar or phototoxicity noted to date with omooth transition at the same dosage level or 

ny form of LOXITANE. Sexual side effects such upward titration when switching from LOXITANE IM 
is painful ejaculation and urine containing sperm to either capsules or oral concentrate allows 

lave not been reported. Endocrine disturbances continuing management of psychotic symptoms. 


uch as galactorrhea and menstrual irregularities 
re rare. Other sexual side effects and CNS effects 
ther than extrapyramidal effects are infrequent. 


ide effects which are usually mild to moderate, 
ansient and easily managed include: initial 


í | Note: LOXITANE shoul | i &ution i 
rowsiness, dry mouth, nasal congestion, Q should be used with extreme cēution in 


patients with a history of convulsive disorders since, like 


onstipation, olurred vision, extrapyramidal effects, certain other neuroleptics, it lowers the convulsive threshold. 
ichycardia, hypotension, hypertension, *tLOXITANE* Loxapine Succinate Capsules and 
jhtheadedness and syncope. LOXITANE® C Loxapine Hydrochloride Oral Concentrate 
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PLAN AHEAD!!! 
Order your 

1900 
Appointment Dook 
Now !!! 


The ‘‘week-at-a-glance’’ Appointment Book, pub- 
lished by the American Psychiatric Association, 
has been specifically developed to satisfy the 
needs of psychiatrists. It contains a comprehen- 
sive list of addresses and annual meeting dates of 
all major organizations and agencies of interest 
to psychiatrists. Members who have not tried this 
book in the past are urged to do so. It is return- 
able within 30 days for a full refund if not ac- 
ceptable. (Returned copies must be received in 
saleable condition.) 


The Pocket Size Appointment Book is also avail- 
able and may be ordered in combination with the 
Desk Appointment Book. 


Copies will be available July 1979 


DESK: $12.00 

POCKET: $6.00 

BOTH: $15.00 

1096 Discount for 10-99 copies 

1596 Discount for 100 copies or more 


Send order form to: 

Publication Sales Department 
American Psychiatric Association 
1700 18th St., N.W. 
Washington, D.C. 20009 


Enclosed is$ | . | forcopy(ies) of 
Desk Appointment Book order #141 
Pocket Appointment Book order 141-2 


Name 
Address 





City 
State Zip 
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Lithobid a 
Slow-Release Lithium Carbonate 300 mg. 


Before prescribing, see complete prescribing information in Rowell literature. The 
following is a brief summary. 


WARNING 
Lithium toxicity is closely related to serum lithium levels, and can occur at 
doses close to therapeutic levels. Facilities for prompt and accurate serum 
lithium determinations should be available before initiating therapy. P 








Indications: Treatment of manic episodes of manic-depressive illness. Maintenance 
therapy prevents or diminishes the intensity of subsequent episodes in manic- 
depressive patients with a history of mania. 


Warnings: Lithium should generally not be given to patients with significant renal or 
cardiovascular disease, severe debilitation or dehydration, sodium depletion,eor to 
patients receiving diuretics. 


Lithium therapy has been reported in some cases to be associated with morphologic 
changes in the kidneys. 


Caution patient and family to watch for diarrhea, vomiting, tremor, mild ataxia, drowsi- 
ness, or muscular weakness as signs of lithium toxicity, and to discontinue therapy 
and contact a physician should they occur. Patients receiving combined therapy with 
lithium and an antipsychotic should be monitored closely for early evidence of neuro- 
logic toxicity and treatment discontinued promptly if such signs appear. Caution 
patients about activities requiring alertness (e.g., operating vehicles or machinery). 


Lithium should not be used in pregnancy, especially during the first trimester, unless 
potential benefits outweigh possible hazards. 


Not recommended for children under 12. 


Precautions: Lithium tolerance is greater during the acute manic phase and decreases 
when manic symptoms subside. 


Lithium therapy may lead to sodium depletion. Normal diet (including salt) and adequate 
fluid intake (2500-3000 ml) must be maintained, at least during initial stabilization 
period. Protracted sweating or diarrhea can decrease tolerance; in such cases, 
administer supplemental fluid and salt. 


Each tablet contains 40 mg of sodium chloride, equivalent to 15.7 mg of sodium. 


Sweating, diarrhea, and concomitant infection with elevated temperatures may require 
temporary reduction or cessation of dosage. 


Adverse Reactions: Mild to moderate toxic reactions may occur at serum lithium 
levels from 1.5 to 2.5 mEq/L, and moderate to severe reactions at levels from 2.0 to 
2.5 mEq/L. Fine hand tremor, polyuria, and mild thirst may occur during initia! therapy 
and persist. Transient and mild nausea and general discomfort also appear during 
initial therapy. These effects usually subside with continued treatment or temporary 
reduction or cessation of dosage. If persistent, discontinue dosage. 


Diarrhea, vomiting, drowsiness, muscular weakness, and lack of coordination may be 
early signs of toxicity and may occur at levels below 2.0 mEq/L. At higher levels, 
ataxia, giddiness, tinnitus, blurred vision. and a large output of dilute urine may be 
seen. Serum levels above 3.0 mEq/L may produce a complex clinical picture, involving 
multiple organs and systems. Serum levels should not exceed 2.0 mEq/L during 
acute phase. 


The following reactions appear to be related to serum lithium levels, including levels 
within the therapeutic range: Neuromuscular — tremor, muscle hyperirritability (fascicu- 
lations, twitching, clonic movements of whole limbs), ataxia, choreo-athetotic move- 
ments, hyperactive deep tendon reflex; Central Nervous System—blackout spells, 
epileptiform seizures, slurred speech, dizziness, vertigo, incontinence of urine or 
feces, somnolence, psychomotor retardation, restlessness, confusion, stupor, coma; 
Cardiovascular—cardiac arrhythmia, hypotension, peripheral circulatory collapse; 
Gastrointestinal — anorexia, nausea, vomiting, diarrhea; Genitourinary — albuminuria, 
oliguria, polyuria, glycosuria; Dermatologic—drying and thinning of hair, alopecia, 
anesthesia of skin, chronic folliculitis, exacerbation of psoriasis, xerosis cutis; 
Autonomic — blurred vision, dry mouth; Thyroid Abnormalities — euthyroid goiter and/or 
hypothyroidism (including myxedema) with lower T4 and T4. |'S' uptake may be elevated; 
EEG Changes — diffuse slowing, widening of the frequency spectrum, potentiation and 
disorganization of background rhythm; EKG Changes—reversible flattening, isoelec- 
tricity or inversion of T-waves; Miscellaneous —fatigue, lethargy, transient scotomata, 
dehydration, weight loss, tendency to sleep. 


Reactions unrelated to dosage include: transient EEG and EKG changes, leukocytosis, 
headache, diffuse nontoxic goiter with or without hypothyroidism, transient hyper- 
glycemia, generalized pruritus with or without rash, cutaneous ulcers, albuminuria, 
worsening of organic brain syndromes, excessive weight gain, edematous swelling 
of ankles or wrists, thirst or polyuria, sometimes resembling diabetes insipidus, and 
metallic taste. A single case of a syndrome resembling Raynaud's has been reported. 


Dosage and Administration: Acute Mania — 900 mg b.i.d. or 600 mg t.i.d. (1800 mg 
per day) usually will provide serum lithium levels ranging between 1.0 and 1.5 mEq/L. 
Serum levels should be determined twice per week until serum level and clinical 
condition have been stabilized. 


Long-Term Control — 900 mg to 1200 mg per day in two or three divided doses usually 
will maintain serum lithium levels at 0.6 to 1.2 mEq/L. Serum lithium levels should 
be monitored at least every two months. 


How Supplied: 300 mg peach-colored tablets, imprinted “ROWELL 7514" in red, 
are supplied in bottles of 100 and 1000. 
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Do lithium 
dosage 
schedules 
keep your 
patients 
going around 
in circles? 
Lithobid 


Slow-Release Lithium 
Carbonate 300 mg. 


Now you can convert 
your lithium patients 
to this convenient, 
new b.i.d. dosage. 


LE May, 1979 


Slow-Release Lithobid enables twice-a-day 
dosing as a practical route to better patient 
compliance. Patients on conventional 
lithium dosage forms can be converted to 
new Lithobid at the same daily dose, 
divided b.i.d. All patients on long-term 
lithium maintenance therapy will 
appreciate the convenience of this 
reduced dosage frequency. 


Conventional tablets or capsules cause 
serum lithium spikes. New Lithobid blunts 
these peaks and keeps post-absorption 
serum levels within bounds. 


ROWELL 


LABORATORIES, INC 
BAUDETTE, MINN. 56623 


Please see preceding page for brief 
summary of prescribing information. 








WHEN 
DEPRESSION 
EXPRESSES 
ITSELF 












(DOXEPIN HCI) 


ANTIDEPRESSANT 
EFFECTIVENESS 


with convenient 
eee once-o-day 
Weemewewdemms © /1S Dosage 


15O-MG 
CAPSULE 


Also available in: 

100-mg, 75-mg, 50-mg, 25-mg, 10-mg 
CAPSULES and ORAL CONCENTRATE, 
10 mg/ml, in 120-ml (4-oz) bottles 


"The total daily dosage of Sinequan, up to 150 mg, may be 
administered on a once-a-day schedule without loss of 
effectiveness. 

t The 150-mg capsule strength is intended for 
maintenance therapy only and is not recommended 
for initiation of treatment. 
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See Brief Summary on next page for information on 
contraindications, warnings, precautions and adverse 
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ANTIDEPRESSANT 


L 


CONVENIENT ONCE-A-DAY +. s. DOSAGE 


which may improve patient compliance. The total 
daily dosage, up to 150 mg per day, may be given 


EFFECTIVENESS 


SINEQUAN 


(DOXEPIN HCI) 
150-mg 
CAPSULE 





on a once-a-day schedule without loss of effec- ,- 
tiveness. Sinequan may also be givenona . 
divided dosage schedule, up to 900 mg per day. 


PROMINENT SEDATIVE EFFECT . 
which may help to relieve the difficulty in faljing 
and staying asleep, and the early-morning 
awakening often associated with depression. 


ESTABLISHED ANTIANXIETY ACTIVITY 


to help alleviate the anxiety which often accom- 
panies clinical depression. 


USUALLY WELL TOLERATED 


At doses up to 150 mg per day, Sinequan does not 
generally affect the antihypertensive activity of 


guanethidine and related compounds. lachy- 
cardia and hypotension have been reported 
occasionally. Drowsiness is the most commonly ob- 
served side effect. Dry mouth, blurred vision, consti- 
pation and urinary retention have been reported. 


EXTENDED RANGE 


*The 150-mg capsule strength is intended for 
maintenance therapy only and is not recommended 
for initiation of treatment. 


OF DOSAGE STRENGTHS 
for flexibility in individualizing therapy. 





BRit.F SUMMARY 

SINEQUAN® (doxepin HCI) Capsules/Oral Concentrate 

Contraindications. Contraindicated in individuals who have shown hypersensitivity to the drug, 
and in patients with glaucoma or a tendency to urinary retention. These disorders should be ruled 
out, particularlyin older patients. Possibility of cross sensitivity with other dibenzoxepines should 
be kept in mind 

Warnings. The once-a-day dosage regimen of SINEQUAN (doxepin HCI) in patients with inter- 
current illness or patients taking other medications should be carefully adjusted. This is 
especially important in patients receiving other medications with anticholinergic effects 

Usage in Geriatrics: The use of SINEQUAN on a once-a-day dosage regimen in geriatric 
patients should be adjusted carefully based on the patient's condition. 

Usage in Pregnancy: Reproduction studies performed in animals have shown no evidence of 
harm to the animal fetus. Since there is no experience in pregnant women receiving this drug, 
safety in pregnancy has not been established. There are no data with respect to the secretion of 
the drug in human milk and its effect on the nursing infant 

Usage in Children: Usage in children under 12 years of age is not recommended because 
safe conditions for its use have not been established 

MAO Inhibitors: Serious side effects and even death have been reported following the 
concomitant use of certain drugs with MAO inhibitors. Therefore, MAO inhibitors should be 
discontinued at least two weeks prior to the cautious initiation of therapy with this drug. The exact 
length of time may vary and is dependent upon the particular MAO inhibitor being used, the 
length of time it has been administered and the dosage involved 

Usage with Alcohol: it should be borne in mind that alcoho! ingestion may increase the 
danger inherent in any intentional or unintentional SINEQUAN overdosage. This is especially 
important in patients who may use alcohol excessively. 

Precautions. Since drowsiness may occur with the use of this drug, patients should be warned of 
that possibility and cautioned against driving a car or operating dangerous machinery while 
taking this drug. 

Patients should also be cautioned that their response to alcohol may be potentiated 

Since suicide is an inherent risk in any depressed patient, and may remain so until significant 
improvement has occurred, patients should be closely supervised during the early course of 
therapy Prescriptions should be written for the smallest feasible amount 

Should increased symptoms of psychosis or shift to manic symptomatology occur, it may be 
necessary to reduce dosage or add a major tranquilizer to the dosage regimen 
Adverse Reactions. NOTE: Some of the adverse reactions noted below have not been 
specifically reported with SINEQUAN use. However, due to the close pharmacological 

similarities among the tricyclics, the reactions should be considered when prescribing 
SINEQUAN 

Anticholinergic Effects: Dry mouth, blurred vision, constipation, and urinary retention have 
been reported. If they do not subside with continued therapy, or become severe, it may be 
necessary to reduce the dosage. 

Central Nervous System Effects: Drowsiness is the most commonly noticed side effect. This 
tends to disappear as therapy is continued. Other infrequently reported CNS side effects are 
confusion, disorientation, hallucinations, numbness, paresthesias, ataxia, and extrapyramidal 
symptoms and seizures. 

Cardiovascular: Cardiovascular effects including hypotension and tachycardia have been 
reported occasionally. 

Allergic: Skin rash, edema, photosensitization, and pruritus have occasionally occurred 

Hematologic: Eosinophilia has been reported in a few patients. There have been occasional 
reports of bone marrow depression manifesting as agranulocytosis, leukopenia, thrombo- 
cytopenia, and purpura. 

Gastrointestinal: Nausea, vomiting, indigestion, taste disturbances, diarrhea, anorexia, and 
aphthous stomatitis have been reported. (See anticholinergic effects.) 

Endocrine: Raised or lowered libido, testicular swelling, gynecomastia in males, enlargement 
of breasts and galactorrhea in the female, raising or lowering of blood sugar levels have been 
reported with tricyclic administration. 

Other: Dizziness, tinnitus, weight gain, sweating, chills, fatigue, weakness, flushing, jaundice, 
alopecia, and headache have been occasionally observed as adverse effects. 
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Dosage and Administration. For most patients with illness of mild to moderate severity, à 
starting daily dose of 75 mg is recommended. Dosage may subsequently be increased or 
decreased at appropriate intervals and according to individual response. The usual optimum 
dose range is 75 mg/day to 150 mg/day 

In more severely ill patients higher doses may be required with subsequent gradual increase to 
300 mg/day if necessary. Additional therapeutic effect is rarely to be obtained by exceeding a 
dose of 300 mg/day. 

In patients with very mild symptomatology or emotional symptoms accompanying organic 
disease, lower doses may suffice. Some of fhese patients have been controlled on doses as low 
as 25-50 mg/day 

The total daily dosage of SINEQUAN (doxepin KC!) may be given on a divided or ortce-a-day 
dosage schedule. If the once-a-day schedule is employed the maximum recommended dose is 
150 mg/day This dose may be given at bedtime. The 150 mg capsule strength is intended for 
maintenance therapy only and is not recommended for initiation of treatment. 

Antianxiety effect is apparent before the antidepressant effect. Optimal antidepressant effect 
may not be evident for two to three weeks 
Overdosage. 

A. Signs and Symptoms 

1. Mild: Drowsiness, stupor, blurred vision, excessive dryness of mouth 

2. Severe: Respiratory depression, hypotension, coma, convulsions, cardiac arrhythmias and 
tachycardias 

Also: urinary retention (bladder atony), decreased gastrointestinal motility (paralytic ileus) 
hyperthermia (or hypothermia), hypertension, dilated pupils, hyperactive reflexes. 

B. Management and Treatment 

1. Mild: Observation and supportive therapy is all that is usualiy necessary. 

2. Severe: Medical management of severe SINEQUAN overdosage consists of aggressiv 
supportive therapy. If the patient is conscious, gastric lavage, with appropriate precautions t 
prevent pulmonary aspiration, should be performed even though SINEQUAN is rapidly absorbe 
The use of activated charcoal has been recommended, as has been continuous gastric lavat 
with saline for 24 hours or more. An adequate airway should be es:ablished in comatose patier 
and assisted ventilation used if necessary EKG monitoring may be required for several da 
since relapse after apparent recovery has been reported. Arrhythmias should be treated with t 
appropriate antiarrhythmic agent. It has been reported that many ofthe cardiovascular and C 
symptoms of tricyclic antidepressant poisoning in adults may be reversed by the slow int 
venous administration of 1 mg to 3 mg of physostigmine salicylate. Because physostigmin: 
rapidly metabolized, the dosage should be repeated as required. Convulsions may responi 
standard anticonvulsant therapy; however, barbiturates may potentiate any respiratory dep: 
sion. Dialysis and forced diuresis generally are not of value in the management of overdos 
due to high tissue and protein binding of SINEQUAN 
Supply. SINEQUAN is available as capsules containing doxepin HC! equivalent to: 10 mg. 75 
and 100 mg doxepin: bottles of 100, 1000, and unit-dose packages of 100 (10 x 10's). 25 mc 

50 mg doxepin: bottles of 100, 1000, 5000, and unit-dose packages of 100 (10 x 10's). 15í 
doxepin: bottles of 50, 500, and unit-dose packages of 190 (10 x 10's). SINEQUAN 
Concentrate (10 mg/ml) is available in 120 ml bottles with an accompanying dropper calibr 
at 5 mg, 10 mg, 15 mg, 20 mg, and 25 mg. Each ml contains doxepin HCI equivalent to 1 
doxepin. Just prior to administration, SINEQUAN Oral Concentrate should be diluted 
approximately 120 ml of water, whole or skimmed milk, or orange, grapefruit, tomato, pru 
pineapple juice. SINEQUAN Oral Concentrate is not physically compatible with a numt 
carbonated beverages. For those patients requiring antidepressant therapy who a 
methadone maintenance, SINEQUAN Oral Concentrate and methadone syrup can be | 
together with Gatorade*, lemonade, orange juice, sugar water, Tang®, or water; but nc 
grape juice. Preparation and storage of bulk dilutions is not recommended. 


More detailed professional information available on request 


LABORATORIES DIVISION 


PFIZER INC. 





MELLARIE IS KIND. 
(THIORIDAZINE) 


Y PATIENTS 
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mininmaái d od akathisia, tremor, and  ' 
other extrapyramidal side effects 


ý effective control of psychotic symptoms 
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Before prescribing or administering, see Sandoz literature for full prod- & 
uct information. The following is a brief summary. 
EINE ndicatons; Severe valga nervous- system depression, 

comatose states trom any cause, hypertensive or hypotensive heart 

disease of extreme degree. T (THIORIDAZINE) 
, Warnings: Administer cautiously to patients who have previously ex- 

hibited a hypersensitivity reaction (e.g., blood dyscrasias, jaundice) 

to phenothiazines. Phenothiazines are capable of potentiating central 

nervous system depressants (e.g., anesthetics, opiates, alcohol, etc.) 

as well as atropine and phosphorus insecticides; carefully consider 

benefit versus risk in less severe disorders. During pregnancy, admin- 


ister only when the potential benefits exceed the possible risks to " minimal drug-induced akathisia, 


mother*and fetus. 


Precautjons: There have been infrequent reports of leukopenia and/ tremor, and other extrapyramidal 


or agranulocytosis and convulsive seizures. In epileptic patients, anti- ~ 


convulsant medication should also be maintained. Pigmentary side effects 


oe oti a porny pp receiving TIR Dn rec- ; 

ommended doses, is characterized by diminution of visual acuity, y 

brownish ewoning of vision, nt pn y of night vision; the » effective control of 
possibility of its occurrence may be reduced by remaining within rec- E 

ommended dosage limits. Administer cautiously to patients partici- psychotic symptoms 
pating in activities requiring complete mental alertness (e.g., driving), 
and increase dosage gradually. Orthostatic hypotension is more com- 
mon in females than in males. Do not use epinephrine in treating 
drug-induced hypotension since phenothiazines may induce a 
reversed epinephrine effect on occasion. Daily doses in excess of 
300 mg should be used only in severe neuropsychiatric conditions. 
Adverse Reactions: Centra/ Nervous System —Drowsiness, especially 
with large doses, early in treatment; infrequently, pseudoparkinson- 
ism and other extrapyramidal symptoms; rarely, nocturnal confusion, 
hyperactivity, lethargy, psychotic reactions, restlessness, and 
headache. Autonomic Nervous System— Dryness of mouth, blurred vi- 
sion, constipation, nausea, vomiting, diarrhea, nasal stuffiness, and 
pallor. Endocrine System— Galactorrhea, breast engorgement, amenor- 
rhea, inhibition of ejaculation, and peripheral edema. Skin— Der- 
matitis and skin eruptions of the urticarial type, photosensitivity. 
Cardiovascular System—ECG changes (see Cardiovascular Effects 
below). Other—Rare cases described as parotid swelling. 

It should be noted that efficacy, indications and untoward effects 
have varied with the different phenothiazines. It has been reported 
that old age lowers the tolerance for phenothiazines: the most com- 
mon neurologic side effects are parkinsonism and akathisia, and the Mellaril (thioridazine) is contra- 
risk of agranulocytosis and leukopenia increases. The following reac- P ; 

tions have occurred with phenothiazines and should be considered indicated in patients with hyper- 


whenever one of these drugs is used. Autonomic Reactions—Miosis, tensive or hypotensive heart disease of extreme 





Mellaril* (thioridazine) is kind two 
ways to the patient with psychotic 
symptoms. It has an impressive 
record of relieving agitation, ex- 
citement, and hallucinations, while 
successfully helping the patient 
live and perform in the commu- 
nity. And, unlike other major tran- 
quilizers, Mellaril (thioridazine) 
causes minimal akathisia or 
other extrapyramidal symptoms. 


obstipation, anorexia, paralytic ileus. Cutaneous Reactions— Erythema, d 
FO te eed contact eR Blood Dyscrasias— egree. 

granulocytosis, leukopenia, eosinophilia, thrombocytopenia, anemia, j j i PI ; 
aplastic anemia, pancytopenia. A//ergic Heactions— Fever, laryngeal Effect IVeTIess plus infrequent side eff ects that's 
edema, angioneurotic edema, asthma. Hepatotoxicity—Jaundice, bili- the kind of kindness the physician likes to see in a 
ary stasis. Cardiovascular Effects—Changes in terminal portion of major tranquilizer! 


electrocardiogram, including prolongation of Q-T interval, lowering 
and inversion of T-wave, and appearance of a wave tentatively iden- 
tified as a bifid T or a U wave have been observed with phenothia- 
zines, including Mellaril (thioridazine); these appear to be reversible 
and due to altered repolarization, not myocardial damage. While there 
is no evidence of a causal relationship between these changes and 
Significant disturbance of cardiac rhythm, several sudden and unex- 
pected deaths apparently due to cardiac arrest have occurred in 
patients showing characteristic electrocardiographic changes while 
taking the drug. While proposed, periodic electrocardiograms are not 
regarded as predictive. Hypotension, rarely resulting in cardiac arrest. 
Extrapyramidal Symptoms— Akathisia, agitation, motor restlessness, 
dystonic reactions, trismus, torticollis, opisthotonus, oculogyric 
crises, tremor, muscular rigidity, and akinesia. Persistent Tardive 
Dyskinesia— Persistent and sometimes irreversible tardive dyskinesia, 
characterized by rhythmical involuntary movements of the tongue, 
face, mouth, or jaw (e.g., protrusion of tongue, puffing of cheeks, 
puckering of mouth, chewing movements) and sometimes of ex- 
tremities may occur on long-term therapy or after discontinuation of 
therapy, the risk being greater in elderly patients on high-dose 
therapy, especially females; if symptoms appear, discontinue all anti- 
psychotic agents. Syndrome may be masked if treatment is 
reinstituted, dosage is increased, or antipsychotic agent is switched. 
Fine vermicular movements of tongue may be an early sign, and syn- 
drome if not develop if medication is stopped at that time. £n- 
docrine Disturbances— Menstrual irregularities, altered libido, 
gynecomastia, lactation, weight gain, edema, false positive pregnancy 
tests. Urinary Disturbances— Retention, incontinence. Others— Hyper- 
pyrexia; behavioral effects suggestive of a paradoxical reaction, in- 
cluding excitement, bizarre dreams, aggravation of psychoses, and 
toxic confusional states; following long-term treatment, a peculiar skin- 
eye syndrome marked by progressive pigmentation of skin or 





MELLARIL 


(THIORIDAZINE) 





conjunctiva and/or accompanied by discoloration of exposed An 

scleraand cornea; stellate or irregular opacities of anterior fens A. TABLETS: 50 mg, 100 mg, 150 mg, and 200 mg thioridazine HCI, USP 
ani comaa; systemig lupus ery TREMAINE NOTE. NL MELLARIL-S™ (thioridazine) SUSPENSION, per 5 ml (teaspoon): 
SANDOZ PHARMACEUTICALS, EAST HANOVER, NEW JERSEY 07936 —— 507-9406 thioridazine base equivalent to 100 mg thioridazine HCI, USP 
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DSM-III: The Major Achievements and | 


BY ROBERT L. SPITZER, M.D., JANET B.W. WILLIAMS, M.S.W 


— M RR 


DSM-III will be published early his year. In the first 
part af this article the authors describe some of the 
major achievements of DSM-III: the process of its 
develcpment, reaching consensus on many 
contrcversial diagnostic categories and a definition of 
mental disorder, the provision of diagnostic criteria 
and a multiaxial evaluation system, and the 
demonstration of improved diagnostic reliability. In 
the second part of the article the authors present an 
overview of DSM-III in which they describe its. 


. depariures from DSM-III and the reasons for these 


changes. They conclude that in the next few years 
there should be systematic study of DSM-III in use, 
so that information about its strengths and limitations 
can be made available to those responsible for 
developing DSM-IV. 


Then the diagnostic team come in an' diagnozzles the 
whole she-bang! 

D-agnostic?. . . Lessee. . . agnostic means ‘‘one what 
don't know’’... an’ di is a greek prefix denotin’ two- 
fold—so the di-agnostic team. don't know twice as much 
as a3 ordinary agnostic . . . right? 


— Pogo, New York Post, 
August 1, 1966 


— 


Rece.ved Oct. 19, 1979; accepted Nov. 8, 1979, l 
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Repr-nts of this article are available from Publications Sales De- - 


partment, American Psychiatric Association, 1700 18th St., N.W., 
Washington, D.C. 29009. The cost will be as follows: 1-9 copies, 
$1.75 each; 10-24 copies, $1.50 each; 25-99 copies, $1.25 each; 
100-299 copies, $1.00 each; 300 or more copies, price available 
on request. Prepayment is required on reprint orders. 
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mhe reader of this article could not have escaped, 
during the last five years, reading or otherwise 
hearing about the development of DSM-III, -he third 
edition of the American Psychiatric Associat:on’s Di- 
agnostic and Statistical Manual of Mental Disorders 
(published in 1980). Surely, no classification of mental - 
disorders has received such attention and has stirred 
such controversy before its official adoption. In the 
first part of this article the authors, battle-weary at the 
time of this writing and in the final throes of reviewing 
galleys and. page proofs, describe the major achieve- 
ments of DSM-III (the content and the process of its 
development), and in the second part we wi present 
an overview of DSM-III-—with its departures from 
DSM-II and the reasons for these changes. 

This article will not attempt to present much of the 
material that is covered in the introduction io DSM- 
III, such as the goals of the Task Force on Nomencla- 
ture and Statistics, and some of thé basic concepts, for 
example, the generally atheoretical (descriptive) ap- 
proach taken toward defining and classifying the dis- 
orders. Whereas this article was written by the authors 
alone, without the help of colleagues, the introduction 
to DSM-III was written by the senior author (with the 
help of the second author) but was extensively re-. 
viewed and edited by well over 50 colleagues from the 
task force, the Assembly Liaison Committee on DSM- 
IH, the Council on Research and Development, the 
Reference Committee, and the Board of Trustees. Be- 
cause of this help we believe that what is said in the 
introduction to DSM-III cannot be said any better, and 
we urge all readers of this article to read it. 


| 
THE MAJOR ACHIEVEMENTS 


DSM-III both in its process of deveiopmmen and its 
content, differs in numerous ways from its predeces- | 


sor, DSM-H, and from: ‘other official classifications of 
mental disorders, such às. the ninth revision of the In- 
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ternational Classification of Diseases (ICD-9), and its 
: Clinical Modification (ICD-9-CM) for use in this coun- 


-^* try. What follows is a discussion of what we regard as 


some of the major achievements of DSM-III. 
The Process 


DSM-III was five years in development, two years 
more than had initially been anticipated. This exten- 
sion— granted because of the heated controversy that 
surrounded the project— was necessary to work out 
solutions to many of the problematic aspects of drafts 
of the document. Drafts of D$M-III were prepared by 
` members of the advisory committees and reviewed by 
members of the Task Force on Nomenclature and Sta- 
tistics, whose job it was to guide the development of 
DSM-III. This process involved over 100 individuals 
with expertise in either specific areas of the classifica- 
tion (e.g., the Advisory Committee on Psychosexual 
Disorders) or in psychiatric nosology in general (the 
Task Force on Nomenclature and Statistics). 

Throughout the development of DSM-III the evolv- 
ing document was reviewed by components of the 
American Psychiatric Association, such as a liaison 
committee appointed by the Assembly, and com- 
mittees appointed by various national organizations, 
such as the American Psychological Association and 
the American Psychoanalytic Association. At some 
time each of these groups raised serious objections (to 
put it mildly) to the task force's approach. 

The task force made every effort to be responsive to 
these groups and in many instances eventually re- 
versed its position on a particular issue. For example, 
in 1976 the task force planned to include in DSM-III an 
explicit statement that the mental disorders in DSM- 
III are medical" disorders. This led to a bitter ex- 
change of letters with the American Psychological As- 
sociation, which challenged the basis for designating 
the DSM-III disorders as *'medical." The American 
Psychiatric Association responded by noting that it 
had never attempted to tell the American Psychologi- 
cal Association what constituted a "psychological" 
disorder, and therefore. . . . After much soul search- 
ing, the task force concluded that the purpose of 
DSM-III was to classify and describe mental disorders 
and not to clarify the relationship between psychiatry 
and medicine, the reason why the task force initially 
wished to include such a statement. With the removal 
of this statement (although there are, of course, refer- 
ences to the fact that the DSM-III classification is a 
subset of the ICD-9-CM classification), the American 
Psychological Association liaison committee on DSM- 
HI was able to evaluate DSM-III as a scientific docu- 
ment and concluded that DSM-III represents ''sub- 
stantive advances in the 'state of the art' of psycho- 
pathologic diagnosis” (1). 

In addition, drafts of DSM-III were scrutinized and 
reviewed by individual members of the mental health 
professions, many of whom made valuable sugges- 
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tions for changes. Within the limitation of an imper- 
fect filing system, every critique of DSM-HI (which 
numbered in.the hundreds) was considered and per- 
sonally responded to with a letter from either the sen- 
ior or second author. : 

_A major achievement in the process of the dévelop- 
ment of DSM-III was the involvement of over, 800 cli- 
nicians in a series of field trials. These began in De- 
cember 1976, using those portions of the draft that 
were then available. The final field trial was a twa-year 
NIMH-sponsored project that used several versions of 
the completed draft and involved over 400 clinicians in 
more than 120 facilities across the country and approx- 
imately 80 clinicians in private practice. As a result of 
these field trials, continual revisions were made in the 
classification and text of DSM-I/T. This is the first time 
that a classification of mental disorders has been at- 
tempted and modified in a systematic and comprehen- 
sive manner before its formal adoption and use. 

We regard the involvement of such a large number 
of professional organizations and colleagues in the de- 
velopment of DSM-III as a major achievement that 
contrasts sharply with the process of development of 
DSM-III (published in 1968). It is significant that, even 
in those controversies that became highly politicized, 
such as the classification of ‘‘neurotic’’ disorders, the 
final decisions, after considerable debate and attempts 
at compromise, were always made by the experts who 
had been given the task of developing the document. 
In other words, this process was successful in avoiding 
the appointment of a committee, separate from the 
task force and its advisory committees, to rewrite 
parts of the manual to ensure its acceptability to the 
membership of APA. Of even greater significance, 
a referendum of the membership to change some as- 
pect of DSM-III was avoided, although only narrowly 
so on the issue of the classification of neurotic dis- 
orders. No one wanted to repeat the scene of the gen- 
eral membership voting on a presumably ''scientific"' 
issue, as was done in 1973 on the issue of the elimina- 
tion of homosexuality from the DSM-I classification. 


Consensus on Controversial Diagnostic Categories 


The process described above made it possible for 
consensus to be reached on many controversial diag- 
nostic categories. A few are mentioned below. 

A confrontation between the task force and various 
APA components over the issue of the classification of 
neurotic disorders was avoided by the task force’s pro- 
posal that the term ‘‘neurotic disorders” be used in a 
strictly descriptive sense and distinguished from the 
term “‘neurotic process," and by the task force’s ac- 
ceptance of a suggestion made by an ad hoc committee 
of the Board of Trustees to include the names of the 
DSM-III neuroses in parentheses after the correspond- 
ing DSM-III terms. 

Although the category of Borderline Personality or 
Borderline State is of great importance to many clini- 
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cians, it has had confusing multiple meanings, and be- 
fore work on DSM-III, it was never included in an offi- 
cial classification of mental disorders. Despite the task 
force's initial reluctance to include this category be- 
cause of the difficulty in defining the boundaries of the 
concept and the admittedly ambiguous name of the 
category, the results of a study (discussed later in this 
article) that involved over 800 members of APA were 
used to describe the category and to distinguish it from 
what:later was called Schizotypal Personality Dis- 
order. That an impressive degree of consensus was 
reached in our field on this difficult category is attested 
to by the fect that such major investigators in this area 
as Drs. John Gunderson and Otto Kernberg are rela- 
tively satisfied with the way in which DSM-III defines 
Borderline Personality Disorder. 

The classification of so-called ‘*psychophysiologi- 
cal’’ or ‘‘psychosomatic’’ disorders has not been satis- 
factory for many reasons (discussed below). With the 
help of an advisory committee of psychiatrists with a 
special interest in liaison psychiatry, and with help 
from members of the American Psychosomatic So- 
ciety, it was possible to reach a consensus as to how 
the classification of mental disorders could enable a 
clinician to indicate the role of psychological factors in 
the initiation or exacerbation of a physical condition: 
the DSM-III category of Psychological Factors Af- 
fecting Physical Condition. 

It should not surprise the reader to be told that con- 
sensus was not alivays reached, and in a few instances 
a formal vote had to be taken with the majority opinion 
determining the outcome. Several noteworthy ex- 
amples come to mind. The task force believed that it 
was important to be able to identify, within major de- 
pressive episodes, those with what has been referred 
to as “endogenous” features. However, the term en- 
: dogenous was judged unsuitable because of its histori- 
cal etiological meanings, which imply the absence of a 
reactive component. In a search for an alternative 
term, the task force and a group of "affective mavens”? 
resurrected and chose ‘‘melancholia’’ as the most suit- 
able term from a larger number of choices. A signifi- 
cant minority could not be swayed from their view that 
this term was inappropriate. 

Another example where consensus could not be 
reached involved the notorious DSM-II category of 
Sexual Orientation Disorder, which replaced Homo- 
sexuality when it was removed from the classification 
in 1972. Many of those who championed the 1973 
change were stronglv opposed to the inclusion in 
DSM-III of any category that specifically was limited 
to homosexuals. This controversy. which resulted in 
over 180 pages of correspondence, could not be re- 
solved within the Advisory Committee on Psycho- 
sexual Disorders and eventually had to be resolved by 
the task force. Again, a significant minority within the 
advisory committee and the task force believe that the 
final solution, the inclusion of the DSM-III category of 
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Ego-dystonic Homosexuality, was a serious mistake. 
(The final definition of the category, however, qn- 
swered many of the major objections that nad been 
raised to initial drafts of the category.) 

The DSM-III approach to defining Schizoaffective 
Disorder is unique in that eventually a consensus 
could only be reached on the inability to reach a con- 
sensus on a specific definition. Thus Schizoaffective 
Disorder is the only specific category in DSM-III with- 
out diagnostic criteria. The task force accepted the 
recommendation of a special committee that it ap- 
pointed to review the category that there was no defi- 
nition of the condition that seemed acceptaLle to most 
clinicians at the present time. 


DSM-III Definition of Mental Disorder 


Since a frequent charge made by critics o? nosology 
is the absence of a definition of mentzl disorder, the 
task force was initially eager to include within DSM- 
III such a definition. However, despite several at- 
tempts early in the development of DSM-II, to devel- 
op such a definition, none that was proposed was ac- 
ceptable (2, 3). However, in the final months of DSM- 
IIIs development it was possible to draft a definition 
that was acceptable not only to the task force but to 
the various APA components that oversaw the devel- 
opment of DSM-III. Every word and comme was care- 
fully examined, resulting in the final definition that was 
included in both the introduction and :he glossary of 
technical terms: 


In DSM-III, a mental disorder is conzeptualized as a 
clinically significant behavioral or psychologic syndrome 
or pattern that occurs in an individual and that is typically 
associated with either a painful symptom (dist-ess) or im- 
pairment in one or more important arezs of functioning 
(disability). In addition, there is an inferer.ce that there is a 
behavioral, psychologic or biologic dysfunction and that 
the disturbance is not only in the relationship tetween the 
individual and society. When the disturbance is limited to 
a conflict between an individual and society, this may rep- 
resent social deviance, which may or may nat be com- 
mendable, but is not by itself a mental disorder. 


This definition provides basic concepts that were 
useful in the many decisions that the task force had to 
make regarding what conditions to include in the 
classification and how to define the boundacies of the 
various disorders. It does not pretend to offer precise 
boundaries between “‘disorder’’ and “normality.” 

The concepts contained in this definition were help- 
ful in deciding that it was not necessary to require dis- 
tress before a psychosexual dysfunction, such as In- 
hibited Sexual Excitement (frigidity, impotence), 
would be diagnosed. Similarly, it was helpful in decid- 
ing that the diagnosis of such Paraphilias (Sexual De- 
viations in DS M-II) as Fetishism and Exhibitionism al- 
so need not require distress. The task force concluded 
that inability to experience the normative sexual re- 
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sponse cycle (as in frigidity or impotence) represented 
a disability in the important area of sexual functioning, 
whether or not the individual was distressed by the 
symptom. The same logic applied to the requirement 
or preference for inanimate objects (as in Fetishism) or 
bizarre acts (as in Exhibitionism) for sexual arousal. 
(Many expected that the logic of the 1973 decision to 
delete homosexuality from the classification of mental 
disorders would lead the task force on DSM-III to de- 
fine Necrophilia as a disorder only if the individual 
complained of the symptom!) 

Does this definition help to clarify the issues in the 
controversy as to whether or not all or some cases of 
homosexuality should be regarded as a mental dis- 
order? With this definition it becomes clear (at least to 
us) that the issue is not one of factual matters about 
homosexuality, such as whether or not certain familial 
patterns predispose to the development of the condi- 
tion, but rather a value judgment about the importance 
of heterosexual functionings. On the one hand, the gay 
activists and their supporters argue that homosexual- 
ity represents no impairment in an ''important area of 
functioning” since sexual functioning is unimpaired. 
They refuse to accept heterosexual functioning as the 
norm. On the other hand, those who argue that exclu- 
sive homosexuality always should be conceptualized 
as a mental disorder believe that heterosexual func- 
tioning represents an ?'important'' area of functioning 
in its own right. i 

The DSM-III position (and the 1973 decision) can be 
viewed as acknowledging that at the present time men- 
tal health professionals are unable to agree on whether 
it is heterosexual or sexual functioning that should be 
regarded as an. "important area of functioning,"'. so 
that inability to function in that area justifies the desig- 
nation of mental disorder. Therefore, in DSM-III only 
those homosexuals distressed by their inability to 
function heterosexually are classified as having a men- 
tal disorder (Ego-dystonic Homosexuality). In other 
words, in this controversial condition it is the patient 
who judges whether or not the absence of his or her 
heterosexual functioning represents impairment in an 
important area of functioning. 


Diagnostic Criteria 


Diagnostic criteria appear at the end of the text de- 
scribing each specific DSM-III diagnosis. These cri- 
teria are offered as useful guides for making the diag- 
nosis, since it has been demonstrated that the use of 
such criteria enhances diagnostic agreement among 
clinicians. In DSM-I and DSM-I/, as well as in 1C D-9, 
the clinician is to a large degree on his or her own in 
defining the content and boundaries of the diagnostic 
categories, since explicit detailed definitions are not 
provided. ' 

We are not alone in believing that the incorporation 
into. D$M-III of diagnostic criteria is a significant 
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achievement. Alvan Feinstein, an authority on medi- 
cal nosology, made the following remarks while dis- 
cussing the inclusion of diagnostic criteria in DSM-III 


(4): 


+ 

The production of operational identifications hás been a 
pioneering, unique advance in nosology. . . . In the field 
of diagnostic nosology, the establishment of operational 
criteria represents a breakthrough that is as obvious, nec- 
essary, fundamental, and important as the corresponding 
breakthrough in obstetrics and surgery when Semmel- 
weiss, Oliver Wendell Holmes, and, later on, Lord Lister, 
demanded that obstetricians and surgeons wash their 
hands before operating on the human body. . . . The ab- 
sence of such criteria is what has made the rest of the ICD 
(International Classification of Diseases) such a shambles 
because of the inconsistent variations with which the no- 
menclature is applied. (pp. 194-195) 


More recently Robin M. Murray, in an article. in 


Lancet titled '* A Reappraisal of American Psychiatry” 


(5), noted, 


The incorporation of operational definitions into the 
DSM-III diagnostic manual gives the U.S.A. an everyday 
classificatory system potentially superior to those in use 
elsewhere in the world. (p. 256) 


Diagnostic Reliability 


The need for reliability, that is, agreement among 
clinicians on assigning diagnoses to patients, is univer- 
sally acknowledged. Studies of the reliability of psy- 
chiatric diagnosis using D.SM-I and DSM-II indicated 
generally poor or only fair reliability for most of the 
major diagnostic categories (6). In the DSM-III ‘field 
trials over 450 clinicians participated in the largest reli- 
ability study ever done, involving independent evalua- 
tions of nearly 800 patients—adults, adolescents, and 
children. For most of the diagnostic classes the relia- 
bility was quite good, and in general it was much high- 
er than that previously achieved with DSM-J and 
DSM-III (7). 


Multiaxial System 


A multiaxial system for psychiatric evaluation pro- 
vides for the systematic evaluation of an individual's 
condition in terms of several variables, or axes, that 
are conceptualized and rated as quasi-independent of 
each other. The potential advantages of such a system 
include comprehensiveness and the recording of non- 
diagnostic data that are valuable in understanding pos- 
sible etiological factors and in treatment planning and 
prognosis. Although many multiaxial systems have 
been proposed (8), none has come into widespread 
clinical use. 

There are five axes in the DSM-III multiaxial classi- 
fication; each individual should be evaluated on each 
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axis. The first three axes constitute the official diag- 
nostic assessment: 


Axis I: Clinical Syndromes 
Conditions Not Attributable to a Mental 
: Disorder That are a Focus of Attention 
i or Treatment (V Codes) 


. Additional Codes 
Axis II: Personality Disorders 
Specific Developmental Disorders 

Asxis III: Physical Disorders and Conditions 

Axes IV and V are available for use in special clini- 
cal and research settings and provide information sup- 
plementing the official DSM-III diagnoses (Axes I, II, 
and III). 

Axis IV: Severity of Psychosocial Stressors 

Axis V: Highest Level of Adaptive Functioning 

Past Year 

The experience of clinicians using this multiaxial 
svstem in the DSM-III field trials demonstrated that it 
was possible to achieve at least fair reliability for Axis 
IV and quite good reliability for Axis V (9). Further- 
more, despite the greater demand placed on the clini- 
cian bv the multiaxial system, the vast majority of field 
trial participants indicated their belief that the DSM- 
Ill multiaxial system is a useful addition to the tradi- 
tional diagnostic evaluation. 


DSM-H: AN OVERVIEW! 


Each of the 17 major diagnostic classes in DSM-III 
follows, with a discussion of the corresponding DSM- 
IT categories and the reasons for the changes. 


Disorders Usually First Evident in Infancy, 
Childhood, or Adolescence 


The DSM-III classification begins with disorders 
that are usually first evident in infancy, childhood, or 
adolescence. Adults will occasionally be given diag- 
noses from this class, and children and adolescents 
will sometimes be given diagnoses from outside of this 
class. In DS M-II these disorders were limited to chil- 
dren. There are more than four times as many cate- 
gories in this section as there were in the childhood 
section of DSM-III, reflecting a great increase in knowl- 
edge in this area. The diagnoses in this DSM-III class 
can be divided into five major groups based on the pre- 
dominant area of disturbance: intellectual, behavioral, 
emotional, physical, and developmental. 

There is only one category in the intellectual group: 
Mental Retardation. This diagnosis is made if an indi- 
vidual before the age of 18 shows significantly sub- 


lThis section is an elaboration of material presented in tabular 
form in Appendix C of DSM-III, t Annotated Comparative Listing 
of DSM-II and DSM-III," prepared by Robert L. Spitzer, M.D., 
Steven E. Hylez, M.D., and Janet B.W. Williams, M.S.W. The ref- 
erences were provided by members of the various advisory com- 
mittees. 
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average general intellectual functioning with con- 
current deficits in adaptive behavior. This category no 
longer includes individuals with IQs above 70 who pre- 
viously were given the label of Borderline Mertal Re- 
tardation, since the large majority of these persons do 
not have marked impairment in adaptive behzvior (10). 
DSM-III includes Borderline Intellectual Functioning 
as a V code for Conditions Not Attributable to a Men- 
tal Disorder because such a condition may te a focus 
of attention or treatment (11). Etiological physical con- 
ditions that in DSM-JI were designated in the fourth 
digit are listed in D.S M-III on Axis III. The fifth digit in 
the DSM-III diagnostic code for Mental Retardation 
permits the clinician to indicate the presence or ab- 
sence of behavioral symptoms associated with the 
retardation that, while not due to another mental dis- 
order, may be the primary focus of attention or treat- 
ment. Examples of such symptoms include aggressive 
or suicidal behavior. 

The behavioral group has two categories: Attention 
Deficit Disorder and Conduct Disorder. In the past At- 
tention Deficit Disorder was often called Minimal 
Brain Dysfunction, and in DSM-II it was called Hyper- 
kinetic Reaction of Childhood. The term minimal brain 
dysfunction is based on unsubstantiated assumptions 
of altered brain function (12). The DSM-III term, At- 
tention Deficit Disorder with Hyperactivity, is used 
because attentional difficulties are prominent and vir- 
tually always present in hyperkinetic children. The es- 
sential features of Attention Deficit Disorder are signs 
of developmentally inappropriate inattention and im- 
pulsivity. When hyperactivity is absent, this is in- 
dicated in the fifth digit. In addition, some adults who 
as children had Attention Deficit Disorder with Hyper- 
activity continue to have attentional difficulties (but no 
hyperactivity) as adults (13, 14). These are classified as 
a residual type. 

Conduct Disorder is characterized by a repetitive 
and persistent pattern of aggressive or nonaggressive 
conduct in which either the basic rights of others or 
major age-appropriate societal norms or rules are vio- 
lated. D$M-III divides Conduct Disorder into four 
types. There is an aggressive-nonaggressive dis- 
tinction, based on the obvious difference in clinical 
picture, which has implications for management and 


‘may be predictive of adult antisocial behavior (15). 


The socialized-undersocialized dichotomy also is rele- 
vant to treatment planning and may also have prognos- 
tic significance, although this remains controversial 
(16). The DSM-II categories of Runaway Reaction of 
Childhood, Unsocialized Aggressive Reaction of 
Childhood, and Group Delinquent Reaction of Child- 
hood are all subsumed within the DSM-III category of 
Conduct Disorder. 

The emotional group of childhood disorders in- 
cludes a large number of diagnoses under the sub- 
classes of Anxiety Disorders of Childhood or Adoles- 
cence and Other Disorders of Infancy, Childhood, or 
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Adolescence. There were relatively few DSM-H diag- 
noses that covered these kinds of difficulties in chil- 
dren. Withdrawing Reaction of Childhood is now di- 
vided into Avoidant Disorder of Childhood or Ado- 
lescence and Schizoid Disorder of Childhood or 
Adolescence based on whether or not there is a defect 
in the motivation and capacity for emotional in- 
volvement (Schizoid) or a fear of, but desire for, con- 
tact with strangers (Avoidant). Overanxious Reaction 
of Childhood continues as Overanxious Disorder. By 
including Separation Anxiety Disorder (17, 18), Elec- 
tive Mutism (19), and Identity Disorder (20), well-rec- 
ognized clinical syndromes have been added to the 
classification. Reactive Attachment Disorder of Infan- 
cy has been described in the literature under a variety 
of names including "failure to thrive” (21). Opposi- 
tional Disorder was a diagnosis first included in the 


classification of childhood disorders prepared by the 


Group for the Advancement of Psychiatry (22). 

The physical disorders include Eating Disorders, 
Stereotyped Movement Disorders, and Other Dis- 
orders with Physical Manifestations such as Stutter- 
ing, Functional Enuresis, and sleep disturbances. The 
Eating Disorders (Anorexia Nervosa, Bulimia, Pica, 
and Rumination Disorder of Infancy) correspond to 
the DSM-II diagnosis of Special Symptoms, Feeding 
Disturbance, and are described separately because of 
different clinical features, course, and treatment impli- 
cations (23). The DS$M-II diagnosis of Tic is also elab- 
orated in the DSM-III category Stereotyped Move- 
ment Disorders as three distinguishable disorders, 
Transient Tic Disorder, Chronic Motor Tic Disorder, 
and Tourette's Disorder, also because the symptom 
pictures, usual course, and treatment approaches vary 
(24). A number of other DSM-II Special Symptom cat- 
egories, Speech Disturbance, Disorders of Sleep, Enu- 
resis, and Encopresis, have been grouped together in 
DSM-III because their manifestations are primarily 
physical. The only speech disturbance likely to come 
to the attention of a mental health professional is Stut- 
tering. The two disorders of sleep included in DSM-HI 
are Sleepwalking Disorder and Sleep Terror Disorder. 
Both have marked behavioral manifestations and are 
often treated by mental health professionals because 
they are traditionally thought of as mental disorders 
(25, 26). DSM-III prefixes the term Functional to the 
diagnosis of Enuresis and Encopresis to emphasize 
that these diagnoses are made after the exclusion of 
physical etiologies. 

The fifth group of Disorders Usually First Evident in 
Infancy, Childhood, or Adolescence consists of the 
developmental disorders—Pervasive Developmental 
Disorders and Specific Developmental Disorders. Per- 
vasive Developmental Disorders correspond to Schiz- 
ophrenia, Childhood Type, in DSM-II. When there is 
the onset of grossly impaired emotional relationships 
or unresponsiveness to others, bizarre behavior, and 
gross impairment in language development before the 
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age of 30 months, this is classified as Infantile Autism. 
There is evidence that this syndrome bears little rela- 
tionship to the psychotic disorders of adult life, partic- 
ularly adult onset Schizophrenia (27). When the pro- 
found disturbance in social relations and multiple odd- 
ities of behavior develop between the ages*of 30 
months and 12 years, this is termed, in D$M-III, 
Childhood Onset Pervasive Developmental Disorder. 
It is likely that some children with this disorder will 
develop Schizophrenia as adults, but currently there is 
no way to predict this outcome (28). 

Specific Developmental Disorders in DSM-HI are 
characterized by specific delays in development and 
are divided according to the predominant area of func- 
tioning that is impaired (29-32). These were grouped 
together in DSM-H as Specific Learning Disturoance, 
but each warrants a different treatment focus. In DSM- 
HI they are coded on Axis II to ensure that they are 
not overlooked when the individual has a more florid 
Axis I disorder. Examples of Specific Developmental 
Disorders are Developmental Reading, Arithmetic, 
Language, and Articulation Disorders. 


Organic Mental Disorders 


The Organic Brain Syndromes of the DSM-II im- 
plied the notion of a single syndrome due to global im- 
pairment of brain tissue functioning and with a limited 
number of manifestations. DSM-II also divided the or- 
ganic brain syndromes into psychotic and nonpsychot- 
ic types according to the ‘“‘severity of functional im- 
pairment’’ and ‘‘the capacity to meet the ordinary de- 
mands of life’’—a distinction that was not only 
dificult to make, but that did not correspond to the 
usual meaning of 'psychotic,"" which implies impaired 
reality testing. DSM-II also preserved the DSM-I äis- 
tinction of acute versus chronic brain syndrome, based 
on the potential reversibility of the syndrome, rather 
than its course. This approach had many limitations; in 
particular, it discouraged recognition of potentially re- 
versible but chronic brain syndromes such as De- 
mentia due to hypothyroidism (33-35). 

In contrast, DSM-IIl describes nine different organ- 
ic brain syndromes— Delirium, Dementia, Amnestic 
Syndrome, Organic Delusional Syndrome, Halluci- 
nosis, Organic Affective Syndrome, Organic Personal- 
ity Syndrome, Intoxication, and Withdrawal—each 
with characteristic clinical features, course, and com- 
plications. When a Dementia is due to certain neuro- 
logical diseases characteristically appearing in the se- 
nium (Primary Degenerative Dementia, Multi-Infarct 
Dementia) or is an organic brain syndrome caused by 
the direct effects of a substance on the nervous system, 
these diagnoses are made on Axis I from Section I of 
the Organic Mental Disorders. When there is another 
organic etiology, such as infection, tumor, or metabol- 
ic disturbance, or the etiology or pathophysiclogical 
process 1s unknown, an Organic Brain Syndrome from 
Section 2 of the Organic Mental Disorders is noted on 
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Axis I and the specific physical disorder, if known, is 
listed on Axis III. | 

Organic Mental Disorders appearing in later life in- 
clude the single category of Primary Degenerative De- 
mentia, subdivided into Senile and Presenile Onset. 
Formerly this disorder was either Senile and/or Pre- 
senile «Dementia. In the DSM-III diagnoses the fifth 
digit is used to code features often associated with 
these dementias, such as delirium, delusions, or de- 
pression, which may require additional treatment. An- 
other DSM-II diagnosis that falls in this group is Psy- 
chosis with Cerebral Arteriosclerosis, now called Mul- 
ti-Infarct Dementia, since the dementia is evidently 
related to the presence of multiple infarcts rather than 
the degree ot cerebral arteriosclerosis (36). 

The DSM-I! category Drug Intoxication (other 
than alcohol) has been greatly expanded in the DSM- 
II! section on Substance-induced Organic Mental Dis- 
orders to allow for the identification of both the class 
of substance involved and the specific type of organic 
brain syndrome caused. Thus, depending on the sub- 
stance, one or more of the nine organic brain syn- 
dromes is associated with alcohol, barbiturates or sim- 
ilarly acting sedatives or hypnotics, opioids, cocaine, 
amphetamines or similarly acting sympathomimetics, 
phencyclidine (PCP) or similarly acting arylcyclohex- 
ylamines, hallucinogens, cannabis, tobacco, caffeine, 
or other substances. 

Within the category of alcohol-related disorders, 
DS M-III makes several changes. Delirium Tremens is 
now more descriptively termed Alcohol Withdrawal 
Delirium; Korsakoff's Psychosis is Alcohol Amnestic 
Disorder; Other Alcoholic Hallucinosis is Alcohol 
Hallucinosis; and, since there is no compelling evi- 
dence that a paranoid state due to alcohol use is a dis- 
tinct entity, DSM-/II eliminates the diagnosis of Alco- 
hol Paranoid State. If an individual dependent on alco- 
hol became paranoid, this could be diagnosed as 
Alcohol Dependence and a Paranoid Disorder. In addi- 
tion, since alcohol has not been shown to be the causa- 
tive factor in the Dementia found in some individuals 
with chronic Alcohol Dependence (37), this condition 
is called Dementia Associated with Alcoholism, rather 
than Alcoholic Deterioration (DSM-II) or Alcoholic 
Dementia (/CD-9). Finally, Alcohol Idiosyncratic In- 
toxication replaces Pathological Intoxication, since 
the former is a more accurate descriptive term. 


Substance Use Disorders 


This section of DSM-III includes disorders in which 
there are behavioral changes associated with more or 
less regular use of substances that affect the central 
nervous system and that in almost all subcultures 
would be viewed as undesirable. This category com- 
bines the DSM-III categories of Drug Dependence and 
Alcoholism to emphasize that the effects of the mal- 
adaptive uses of all substances of potential abuse and 
dependence are similar. 
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The Substance Use Disorders are divided into two 
major types: Abuse and Dependence. In gereral, Sub- 
stance Abuse is defined by a pattern of pathological 
use for at least one month that causes impairment in 
social or occupational functioning. Examples of patho- 
logical use include inability to reduce or discontinue 
use or remaining intoxicated throughout the day. Sub- 
stance Dependence is defined by the presence of either 
tolerance or withdrawal. For Alcohol and Cannabis 
Dependence, impairment in social or occupational 
functioning is also required. In the case of to»acco, the 
presence of a serious physical disorder that the indi- 
vidual knows is exacerbated by tobacco use is also 
considered evidence of Dependence. DSM-III's re- 
stricted definition of dependence generally departs 
from DSM-I usage in referring to physiologizal depen- 
dence only, not psychological dependence. 

Many substances are associated with both abuse 
and dependence, including alcohol, barbicurates or 
similarly acting sedatives or hypnotics, opioids, am- 
phetamines or similarly acting sympathomimzetics, and 
cannabis. However, the DSM-III text acknowledges 
that the existence and significance of Cannabis Depen- 
dence is controversial (38, 39). Substances tor which 
abuse but not dependence has been demonstrated in- 
clude cocaine, phencyclidine (PCP) or similarly acting 
arylcyclohexylamines, and hallucinogens. (2hencycli- 
dine is distinguished from hallucinogens despite some 
similarities in their effects [see reference 40].) There is 
also a category of Tobacco Dependence, justifiably in- 
cluded in this section by the potentially serious medi- 
cal complications of long-term use (41-43) and its in- 
clusion in /CD-9. Although the absence of an intoxica- 
tion state and the severe social complications 
associated with other substances of depercence ar- 
gues for classifying Tobacco Dependence as a physical 
disorder, the difficulty in controlling use and the signif- 
icant withdrawal syndrome bring it conceptually close 
to the other Substance Use Disorders. Poly-substance 
Use may be classified as such when it is not possible to 
identify each of the substances involved. 

For each Substance Use Disorder in DS X-III, the 
pattern of use or course of the disorder is ccded in the 
fifth digit as continuous, episodic, or in remission. 


Schizophrenic Disorders 


The DSM-III concept of Schizophrenia is more nar- 
rowly defined than the DSM-II concept. Specifically, 
the diagnosis of Schizophrenia requires 1) & period of 
active psychotic symptomatology such as delusions, 
hallucinations, or certain characteristic disturbances 
in the form of thought, and 2) a duration of disturbance 
or impairment, including prodromal and residual 
phases, of at least six months. The rationale for re- 
stricting the diagnosis in this way was to identify a 
more homogeneous population with regarc to a ten- 
dency toward onset in early adult life, recurrent epi- 
sodes, an increased prevalence among far-:ly mem- 
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bers, severe functional impairment, and differential re- 
sponse to somatic therapies (44, 45). The DSM-II 
diagnoses of Simple Type (46) and Latent Type, in 
which psychotic symptoms are absent, are not includ- 
ed and would correspond in DSM-III to a severe per- 
sonality disorder, such as Schizotypal or Borderline 
Personality Disorder. Acute Schizophrenic Episode is 
also excluded from this class and in DS M-III is includ- 
ed as Schizophreniform Disorder, in the class Psychot- 
ic Disorders Not Elsewhere Classified, with the ex- 
pectation that in most cases the long-term prognosis is 
more favorable than for Schizophrenia. 

Because of the recognition in recent years that Af- 
fective Disorder may be accompanied by psychotic 
symptoms that used to be thought of as pathognomon- 
ic for Schizophrenia, such as auditory hallucinations 
and bizarre delusions, some individuals who may have 
been diagnosed as having Paranoid or Catatonic Schiz- 
ophrenia in DSM-II will in DSM-III be diagnosed as 
having an Affective Disorder (47). 

In DSM-II two subtypes (Acute and Chronic Undif- 
ferentiated) were defined by course, and the remaining 
subtypes by symptom picture. In DSM-III the fourth 
digit is used to designate the phenomenologic subtype: 
Disorganized, Paranoid, Catatonic, Undifferentiated, 
and Residual; and the fifth digit is used to indicate the 
course of the illness as either Subchronic, Chronic, 
Subchronic with Acute Exacerbation, Chronic with 
Acute Exacerbation, or In Remission. Among the sub- 
types, the term ‘‘hebephrenic’’ was changed to ‘‘dis- 
organized’ to emphasize that aspect of the individ- 
ual's behavior rather than restricting the concept to 
the regressed and silly patient uncommonly seen today 
(48). 

Finally, Schizophrenia, Schizoaffective type, is not 
included among the Schizophrenic Disorders in DSM- 
III. Such cases might be classified under the new sys- 
tem as Schizophrenia with a superimposed Affective 
Disorder, Major Affective Disorder with Psychotic 
Features, or as Schizoaffective Disorder or one of sev- 
eral other Psychotic Disorders Not Elsewhere Classi- 
fied —reflecting the heterogeneous nature of this cate- 
gory (49, 50). 


Paranoid Disorders 


A Paranoid Disorder in DSM-III is characterized by 
a clinical picture in which the predominant symptoms 
are persistent persecutory delusions or delusional jeal- 
ousy, not accounted for by another psychotic dis- 
order. There are three specific Paranoid Disorders in 
DSM-III: Paranoia, Shared Paranoid Disorder, and 
Acute Paranoid Disorder. Involutional Paranoid State 
has not been included because there is no compelling 
evidence that a paranoid disorder occurring in the in- 
volutional period is distinct from one occurring at oth- 
er phases of the life cycle (51). 

Paranoia is a disorder in which a persecutory delu- 
sional system develops insidiously and becomes 
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chronic and stable. By definition it requires a duration 
of at least six months. Shared Paranoid Disorder is tra- 
ditionally known as Folie à Deux. Although rare, it is 
included in the classification because of its distinctive 
clinical picture and special treatment implications (52). 
Acute Paranoid Disorder is the most commor Para- 
noid Disorder; it is characterized by persistent per- 
secutory delusions or delusional jealousy of acute on- 
set and brief duration. 


Psychotic Disorders Not Elsewhere Classified 


This is an important group of psychotic disorders 
that do not meet the diagnostic criteria for Organic, 
Schizophrenic, Paranoid, or Affective Disorders. 
These diagnoses will be commonly made, in part be- 
cause of the more narrow concept of Schizophrenia in 
DSM-III and the uncertainty that exists about the 
boundaries between Affective and Schizophrenic Dis- 
orders. The three specific disorders included here are 
Schizophreniform Disorder, Brief Reactive Psychosis, 
and Schizoaffective Disorder. There is also a residual 
category, Atypical Psychosis. 

Schizophreniform Disorder will, under many cir- 
cumstances, replace the DSM-II diagnosis of Acute 
Schizophrenic Episode. The essential clinical features 
of this disorder are identical with those of Schizophre- 
nia, with the exception that the duration is less than six 
months but more than two weeks. There is also evi- 
dence suggesting that Schizophreniform Disorder is 
accompanied by a greater likelihood of emotional tur- 
moll and confusion, a tendency toward acute onset 
and resolution, a better prognosis as measured by re- 
turn to the premorbid level of functioning, and no in- 
crease in the prevalence of Schizophrenia among fam- 
ily members (53, 54). 

Brief Reactive Psychosis always follows a psycho- 
social stressor and has a duration of less than two 
weeks. If a Brief Reactive Psychosis persists beyond 
two weeks, a diagnosis of Schizophreniform Disorder 
must be considered. Many of these cases were former- 
ly diagnosed Acute Schizophrenic Episode or Schiz- 
oaffective Schizophrenia in D$M-II. 

In DSM-III, Schizoaffective Disorder is reserved for 
conditions for which the clinician is unable to make a 
differential diagnosis between Schizophrenia (or 
Schizophreniform Disorder) and Affective Disorder 
(55). Examples would include episodes of affective ill- 
ness in which a mood-incongruent delusion or halluci- 
nation dominates the clinical picture after the affective 
symptoms have resolved or episodes of mixed psy- 
chotic and affective disturbance in which the history of 
the onset of the psychotic features in relation to the 
affective symptoms is not clear. Schizoaffective Dis- 
order has the distinctiori of being the only specific di- 
agnosis in DSM-III that does not have diagnostic cri- 
teria because of the inability, at this time, to reach a 
consensus on the defining characteristics. 
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Affective Disorders 


In contrast to DSM-1I, which divided Affective Dis- 
orders based on the presence of psychosis and classi- 
fied all Major Affective Disorders as psychoses except 
for those precipitated by stressful life experiences, 
DSM-HI groups Affective Disorders together (other 
than those due to a known organic factor). There are 
three subclasses: Major Affective Disorder, Other 
Speéific Affective Disorders, and Atypical Affective 
Disorders. 

Major Afective Disorder includes Bipolar Disorder 
and Major Depression. Bipolar Disorder ts used for all 
individuals who have had a manic episode, since re- 
search shows that virtually all such cases eventually 
develop major depressive episodes (56). The current 
episode may be classified in the fourth digit as manic, 
depressed, or mixed, and in the fifth digit the presence 
and type of psychotic features are noted. The DSM-IH 
diagnosis of Bipolar Disorder corresponds to the 
DSM-H diagnosis of Manic-depressive illness, Manic 
or Circular type. 

Whereas the DS M-1I classification implied the unity 
of manic-depressive illness, DSM-III accepts the evi- 
dence that distinguishes between unipolar and bipolar 
forms of Aifective Disorder (57, 58). Therefore, Man- 
ic-Depressive Illness, Depressed, is now classified as 
Major Depression with the notation of recurrent epi- 
sodes in the fourth digit. The DSM-III concept of In- 
volutional Melancholia is also included in Major De- 
pression in DSM- because of the absence of com- 
pelling evidence that depression occurring during the 
involutional period is different from that occurring at 
other stages of life (59). 

DSM-III recognizes the heterogeneous nature of 
Major Depressive Episodes (60) and uses the term 
Melancholia (fifth digit) to designate a subtype (often 
referred to as "endogenous" ") that tends to be more 
severe, Is associated with classic vegetative signs, and 
is particularly responsive to somatic therapy (61). The 
presence of psychotic features, whether mood-con- 
gruent or mood-incongruent, may also be noted in the 
fifth digit. 

Other Specific Affective Disorders are characterized 
bv a relatively sustained mood disturbance of at least 
two years' duration. A full affective syndrome, defined 
bv mood and associated symptoms, is not present, and 
there are no psychotic features. There are two dis- 
orders in this subclass: Cyclothymic Disorder (Cy- 
clothymic Personality in D$M-II) and Dysthymic Dis- 
order (roughly equivalent to the concept of Depressive 
Personalitv and Depressive Neurosis) (62). 


Anxiety Disorders 


DSM-III groups the disorders in which anxiety Is ex- 
perienced directly in the class of Anxiety Disorders. 
This is in contrast to DS M-II, in which all disorders in 
which anxiety was ‘‘felt and expressed directly” or 
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"controlled unconsciously" by conversion, dis- 
placement, and various other psychologica. defense 
mechanisms were classified together as Neuroses. In 
DSM-HI other neurotic disorders are d:stributed 
among other classes based on shared symptoms or 
other descriptive features. 

The DSM-II category Anxiety Neurosis is divided 
into Panic Disorder and Generalized Anxiety Disorder 
based on whether there are sudden attacks o7 fear, ap- 
prehension, or terror and associated physical symp- 
toms (Panic Disorder) or generalized persistent motor 
tension, autonomic hyperactivity, apprehension, and 
vigilance in the absence of recurrent panic attacks. 
There is evidence that Panic Disorder, as a distinct en- 
tity, has a differential treatment response as compared 
with other disorders in which anxiety is prominent (63, 
64). 

In DSM-I there are three distinct forms of Phobic 
Disorders: Agoraphobia (with or without a history of 
panic attacks), Simple Phobia, and Socia. Phobia. 
These three differ not only in clinical picture and char- 
acteristic age at onset but also in differential treatment 
approach and response (65). 

Another important DSM-III Anxiety Disorder is 
Post-traumatic Stress Disorder. In this disorcer, some- 
times referred to as Traumatic Neurosis, syriptoms of 
reexperiencing stressful events, numbness toward and 
reduced involvement with the external worlc. and oth- 
er affective, physiological, and cognitive symptoms 
develop after a psychologically traumatic evznt that is 
outside the range of usual human experience. The dis- 
order is divided into acute and chronic or delayed 
forms because longitudinal studies have shown dif- 
ferential outcomes for each (66). 

Obsessive-Compulsive Neurosis appears in DSM- 
Ill as Obsessive-Compulsive Disorder and is included 
in the Anxiety Disorders because anxiety is experi- 
enced if the individual resists the obsessiors or com- 
pulsions. 


Somatoform Disorders 


In this group of disorders there are phys:cal symp- 
toms suggesting physical disorders for which there are 
no demonstrable organic findings or known physiologi- 
cal mechanisms to account for the disturbance. There 
usually is strong presumptive evidence that the symp- 
toms are linked to psychological factors or conflicts. 

The DSM-II category of Hysterical Neurosis has 
been split in DSM-III into several different c. asses (67). 
Hysterical Neurosis, Conversion Type, is now either 
Conversion Disorder, in which there is a loss or altera- 
tion in physical functioning, or Psychogenic Pain Dis- 
order, in which the predominant features are a com- 
plaint of pain and positive evidence of the etiological 
role of psychological factors (68). 

Another form of ‘‘Hysteria,’’ also known as Bri- 
quet's Disorder, is Somatization Disorder (59). In this 


disorder there are recurrent and multiple somatic com- 
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plaints of several years’ duration for which medical at- 
tention is sought but which are not apparently due to 
any physical disorders. This is distinguished from Hy- 
pochondriasis by the former’s having an earlier age at 
onset and by a preoccupation with symptoms rather 
than fear of having specific diseases. 


Dissociative Disorders 


The Dissociative type of Hysterical Neurosis in 
DSM-II is now divided into three adult forms and one 
for childhood. The unifying features are the sudden, 
temporary alteration and loss in functioning of con- 
sciousness, identity, or motor behavior. Psychogenic 
Amnesia, Psychogenic Fugue, and Multiple Personal- 
ity are distinguished by differing clinical pictures, pre- 
disposing factors, and courses (70, 71). Sleepwalking 
Disorder, although involving dissociation, is classified 
in the DSM-III class of Disorders Usually First Evi- 
dent in Infancy, Childhood, or Adolescence. 

Depersonalization Disorder (Depersonalization Neu- 
rosis in DSM-IJ) is included in the class of Dissoci- 
ative Disorders because the feeling of one's own 
reality, a component of identity, is lost, although some 
question this inclusion because a memory disturbance 
is absent (72). 


Psychosexual Disorders 


Psychological factors are assumed to be of major 
etiological significance in the development of these 
disorders. There are four subclasses: Gender Identity 
Disorders, Paraphilias, Sexual Dysfunctions, and Oth- 
er Psychosexual Disorders. 

The Gender Identity Disorders are characterized by 
the individual's feelings of discomfort and in- 
appropriateness about his or her anatomic sex and by 
persistent behavior patterns usually associated with 
the other sex. There was no adequate DSSM-II diagno- 
sis corresponding to this disorder. Transsexualism (73) 
and Gender Identity Disorder of Childhood (74) are the 
two specific diagnoses in this class. 

DSM-III Sexual Deviations are now termed Para- 
philias, emphasizing that the deviation (para) is in that 
to which the individual is attracted (philia). Paraphilias 
are defined as conditions that are associated with ei- 
ther 1) preference for the use of a nonhuman object for 
sexual arousal, 2) repetitive sexual activity with hu- 
mans involving real or simulated suffering or humili- 
ation, or 3) repetitive sexual activity with non- 
consenting or inappropriate partners. Examples of 
DSM-III Paraphilias include Fetishism, Transvestism, 
Zoophilia, Pedophilia, Exhibitionism, Voyeurism, 
Sexual Masochism, and Sexual Sadism. 

The DSM-II category of Psychophysiologic Genito- 
urinary Disorder, which included Dyspareunia and Im- 
potence, has been greatly expanded into the DSM-III 
subclass of Psychosexual Dysfunctions, due to the 
substantial increase in interest in this area and the de- 
velopment of diverse treatment techniques (75, 76). 
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The essential feature of the Psychosexual Dysfunç- 
tions is inhibition in the appetitive or psycho- 
physiological changes that characterize the complete 
sexual response cycle. Diagnoses for inhibitions in 
sexual desire, sexual excitement, and female or male 
orgasm, as well as premature ejaculation, functional 
dyspareunia, and functional vaginismus are included 
in this group. These diagnoses are not made if the sex- 
ual dysfunction is entirely due to organic factors 
(physical illness, medication) or another Axis I mental 
disorder. 

Whether or not to classify homosexuality as a men- 
tal disorder has stirred considerable controversy (77). 
The seventh and subsequent printings of the DSM-II 
substituted the category of Sexual Orientation Distur- 
bance for Homosexuality, following a decision by the 
APA Board of Trustees to eliminate homosexuality 
per se as a diagnosis. The new category was to be used 
for homosexuals who were "''either disturbed by, in 
conflict with, or wish to change their sexual orienta- 
tion." This category in DSM-III is given a more accu- 
rate name, Ego-dystonic Homosexuality, and the defi- 
nition slightly changed to emphasize impaired hetero- 
sexual arousal and explicit dissatisfaction and distress 
from a homosexual pattern of sexual arousal (78). Ego- 
dystonic Homosexuality is included in a residual cate- 
gory of Other Psychosexual Disorders. (Sexual Orien- 
tation Disturbance in DSM-II was included in the Sex- 
ual Deviations.) 


Factitious Disorders 


Individuals who simulate physical or psychological 
symptoms in such a way that they are not discovered, 
and therefore appear to voluntarily produce illness, 
have disorders that are classified in DS M-III as Facti- 
tious Disorders. The actions of these individuals are 
compulsive and voluntary in the sense that they are 
deliberate and purposeful, but not in the sense that 
they can be controlled. The prototype of Factitious 
Disorders, Munchausen Syndrome (79) is called 
Chronic Factitious Disorder with Physical Symptoms 
in DSM-III. There is also a category for individuals 
who simulate psychological symptoms (Ganser Syn- 
drome): Factitious Disorder with Psychological Symp- 
toms. Factitious Disorders are distinguished from Ma- 
lingering, where, although the individual is also in vol- 
untary control of the symptoms, the goal is obviously 
recognizable with a knowledge of the environmental 
circumstances rather than by an understanding of the 
individual's psychological makeup. 


Disorders of Impulse Control Not Elsewhere 
Classified 


This residual class is for disorders of impulse control 
that are not classified as Substance Use Disorders or 
Paraphilias. The hallmarks of these disorders are 1) the 
failure to resist an impulse to perform an act harmful to 
the individual or others, 2) increasing tension before 
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committing the act, and 3) an experience of pleasure, 

gratification, or release at the time of committing the 
act. These acts may be ego-syntonic at the moment of 
discharge tut may also be accompanied by regret or 
guilt afterwards. Included in this class are Pathological 
Gambling (80), Kleptomania (81), Pyromania (82), and 
Isolated Explosive Disorder (83) (roughly equivalent 
to Explosive Personality in DSM-JI). These disorders 
may have important forensic implications, and have 
différing treatment implications as well as obviously 
distinct clinical features. 


Adjustment Disorder 


Adjustment Disorder replaces the DSM-III category 
of Transient Situational Disturbances. Adjustment 
Disorder is characterized by a maladaptive reaction to 
an identifiable psychosocial stressor occurring within 
three months of the onset of the stress. The category is 
not used if the disturbance meets the criteria for anoth- 
er specific mental] disorder. It is assumed that the dis- 
turbance will eventually remit after the stressor 
ceases, or when a new level of adaptation is reached. 

Significant changes in the DSM-III concept from 
DS M-II are as follows: 

1. Adjustment Disorder excludes reactions of psy- 
chotic proportions that can be classified adequately 
elsewhere, while Transient Situational Disturbances 
included disorders of any severity. 

2. Adjustment Disorder may be given to individuals 
with other underlying mental disorders, such as Per- 
sonality Disorders, who, in fact, may be aos 
vulnerable to stress (84). 

3. Adjustment Disorder is subtyped by predominant 
symptomatology to aid in treatment planning, while 
Transient Situational Disturbances were classified by 
stage in life. 

DSM-UI Adjustment Disorder is subclassified as 
with depressed mood, anxious mood, mixed emotional 
features, disturbance of conduct, mixed disturbance of 
emotions and conduct, work or academic inhibition, or 
withdrawal. 


Psychological Factors Affecting Physical Condition 


The DSM-II approach to the classification of psy- 
chophysiologic or ‘‘psychosomatic’’ disorders had 
several practical and theoretical limitations (85). As 
defined in D.5M-II, the various categories of psycho- 
physiologic disorders were rarely diagnosed and the 
differentiation of these disorders from physical illness- 
es tended to be made idiosyncratically by clinicians. 
The DSM-H definition perpetuated simplistic, uni- 
causational concepts of disease etiology and did not 
encourage collaboration between mental health practi- 
tioners and medical specialists. 

The DSM-III category of Psychological Factors Af- 
fecting Physical Condition enables a clinician to note 
that psychological factors contribute to the initiation 
or exacerbation of a physical condition. Using the mul- 
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tiaxial approach, the clinician records the physical 
condition or disorder on Axis III. The judgment .that 
psychological factors are involved requires evidence 
of a temporal relationship between the occurrence of 
environmental stimuli with symbolic meaning and the 
onset or exacerbation of the physical symptoms. Phys- 
ical conditions for which this category may be appro- 
priate include (but are not limited to) obesity, tension 
headache, migraine headache, angina pectoris, painful 
menstruation, sacroiliac pain, neurodermat zis, acne, 
rheumatoid arthritis, asthma, pylorospasm, nausea 
and vomiting, regional enteritis, ulcerative coutis, fre- 
quency of micturition, and hyperthyroidism. 


Personality Disorders 


Personality Disorders are characterized by enduring 
patterns of relating to, perceiving, and thinking about 
the environment and oneself that become mflexible 
and maladaptive, causing significant impairment in so- 
cial or occupational functioning, or subjective distress. 
Personality Disorders are distinguished from personal- 
ity traits that are not necessarily pathological Person- 
ality Disorders in DSM-III are coded on Axis H to en- 
sure that they will not be overlooked in the presence of 
a more florid Axis I disorder. 

Several of the DSM-II Personality Disorders persist 
relatively unchanged in DSM-III, several rave had 
slight modification or have been expanded, two have 
been deleted, and several new diagnoses—commonly 
used in clinical practice—have been added. Paranoid 
Personality, Obsessive-Compulsive Personality (with- 
out the term ‘“‘Obsessive’’), Antisocial Personality, 
and Passive-Aggressive Personalitv all remain in the 
DSM-III classification, but are described w:th much 
greater detail. The DSM-II diagnesis of Passive-Ag- 
gressive Personality Disorder, Dependent Tyre, is 
equivalent to the DSM-III diagnosis of Dependent Per- 
sonality Disorder. Cyclothymic Personality has been 
included as Cyclothymic Disorder within the Affective 
Disorders section of DSM-III because of evidence sug- 
gesting a relationship to Bipolar Disorder (86). Ex- 
plosive Personality has also been removec from the 
Personality Disorders section because, by definition, 
the explosive behavior is in contrast to the incividual’s 
usual behavior and therefore is inconsistert with the 
DSM-III definition of Personality Disorder. 

Asthenic Personality has not been retained since it 1s 
not clinically distinguishable from mild chronic de- 
pression (Dysthymic Disorder in DSM-/II) In- 
adequate Personality was not retained because it was 
defined not by a distinctive behavior pattern, but 
merely by nonspecific functional impairment. Hys- 
terical Personality was changed to Histrionic Personal- 


-ity Disorder, to avoid confusion caused by the histori- 


cal relationship of the term "' hysteria"' to fexale anat- 

omy and conversion symptoms (87), and to focus 

appropriately on the histrionic pattern of behavior. 
The DSM-II category of Schizoid Personality has 
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been divided into three separate Personality Dis- 
orders: Schizotypal, Schizoid, and Avoidant. The ec- 
centric features of the DSM-II diagnosis are best 
described by the DSM-III Schizotypal Personality 
Disorder. The criteria for Schizotypal Personality 
Disorder were developed to identify individuals often 
described as having Borderline Schizophrenia. These 
individuals have been noted to have an increased pre- 
valence of chronic Schizophrenia among family mem- 
bers (88, 89). The distinction between Schizoid 
and Avoidant Personalities is based on whether there 
is a defect in the motivation and capacity for emo- 
tional involvement (Schizoid) or avoidance of desired 
close relationships because of fear of rejection (Avoid- 
ant). This descriptive distinction appears to have 
therapeutic and prognostic significance. 

Borderline Personality Disorder is a new DSM-III 
category, although it has been a widely used diagnosis 


both in clinical practice and in the literature (90). The - 


enduring personality features, characterized by insta- 
bility—in sense of identity, interpersonal relation- 
ships, impulse control, and mood and affect regula- 
tion—are supported by the results of a factor analytic 
study of the symptoms of a group of over 800 patients 
clinically diagnosed as ‘‘borderline’’ (89). These pa- 
tients were most often classified as having Schizophre- 
nia, Latent Type, in D$M-II. The refined DSM-III def- 
inition will have important treatment and outcome im- 
plications. Narcissistic Personality has received 
considerable attention in the psychoanalytic literature 
(91). It is included as a Personality Disorder, charac- 
terized by a grandiose sense of self, fantasies of unlim- 
ited success, exhibitionistic need for attention and ad- 
miration, and other characteristic disturbances, such 
as feelings of entitlement, interpersonal exploitive- 
ness, relationships that alternate between extremes of 
overidealization and devaluation, and lack of empathy. 


V Codes 


Conditions Without Manifest Psychiatric Disorder 
(DSM-II) are now referred to as V Codes for Condi- 
tions Not Attributable to a Mental Disorder That Are a 
Focus of Attention or Treatment. The DSM-II cate- 
gory was limited to "individuals who are psychiatrical- 
ly normal but who nevertheless have severe enough 
problems to warrant examination by a psychiatrist.” 
No definition of normality was provided. In DSM-III 
these codes can be applied to an individual who has a 
mental disorder, if the condition that is a ''focus of 
attention or treatment” itself is not attributable to a 
mental disorder. Several of the DSM-II social malad- 
justments have been preserved as V Codes: Marital 
problem, Phase of life problem or other life circum- 
stance problem, Occupational problem. Dyssocial Be- 
havior has been divided into Adult and Childhood or 
Adolescent Antisocial Behavior. New Problems useful 
to distinguish from mental disorders have been added: 
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Malingering (92), Parent-child Problem, Other Inter- 
personal Problem, Academic Problem, Uncomplicatėd 
Bereavement (93), Non-compliance with Medical 
Treatment, and Other Specified Family Circum- 
stances. : 

Circumstances in which one of these conditions will 
be noted include the following: 1) after a thorough 
evaluation no mental disorder is found, 2) the 2valua- 
tion is as yet incomplete to determine the presence or 
absence of a mental disorder but the reason for corKact 
is needed, or 3) an individual has a mental disorder but 
the focus of attention or treatment is on a condition or 
problem not due to the disorder. An example of this 
would be an individual with Bipolar Disorder who had 
marital problems that antedated the development of 
the Affective Disorder and therefore were apparently 
unrelated to the Affective Disorder but were the focus 
of marital therapy. 

Nonspecific conditions are now spelled out in DSM- 
III with greater precision. There is an opportunity to 
diagnose an Unspecified Mental Disorder that is non- 
psychotic, or, if psychotic, the diagnosis may be Atyp- 
ical-Psychosis from the Psychotic Disorders Not Else- 
where Classified section. No Mental Disorder can be 
more specifically noted as referring to No Diagnosis or 
Condition on Axis I or No Diagnosis on Axis II. 


THE FUTURE 


When the Task Forces on Nomenclature and Statis- 
tics each began their work on DSM-1I and DSM-III, 
there was no systematically collected information on 
the experience of clinicians using the previous manual 
to guide them in their work. DSM-III represents a ma- 
jor investment by our profession. The real pavoff, in 
terms of advancing the field and better understanding 
and care of our patients, will come from careful study 
in the next few years of the strengths and weaknesses 
of this system. This will be of great help to those brave 
souls given the responsibility for developing DSM-IV. 
Pogo notwithstanding, the word ‘‘diagnosis’’ comes 
from the Greek root 'gnosis," which means knowl- 
edge. 
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Clinical Features of the Borderline Personality Disorder 


BY J. CHRISTOPHER PERRY, M.P.H., M.D., AND GERALD L. KLERMAN, M.D. 


* 


The authors compared 18 patients diagnosed as 
having borderline personality disorder with 102 
patients with other diagnoses in a psychiatric 
emergency service. They found that 81 of 129 items 
obtained from the literature on borderline personality 
disorder were significantly more characteristic of the 
patients diagnosed as borderline than patients with 
other diagnoses. When these items were included ina 
Borderline Personality Scale they significantly 
distinguished patients diagnosed as borderline from 
those with other diagnoses. The patients diagnosed as 
borderline were not psychotic but were angry, 
demanding, and difficult to interview; specific 
histories, interpersonal relationships, defenses, and 
other judgments of personality functioning were also 
prominent characteristics of these patients. On the 
basis of these findings and other studies, the authors 
maintain that the patients diagnosed as borderline 
actually had a borderline personality disorder. 


n recent years patients with borderline personality 

disorder have attracted much clinical interest, as at- 
tested to by the many articles and books published on 
this topic. The number of clinical discussions, how- 
ever, is far greater than the amount of empirical re- 
search. One very important reason for this gap has 
been the lack of valid criteria for defining and diagnos- 
ing the syndrome. Of the five empirical studies of 
borderline disorder (1-6), none used a validated set of 
criteria for the diagnosis, although three attempted to 
ameliorate the diagnostic problem (1, 5, 6). 
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In an earlier article (7) we compared four sets of di- 
agnostic criteria—those of Knight (3), Kernberg (9), 
Grinker and associates (1), and Gunderson ard Singer 
(10). We chose these four for their clarity and compre- 
hensiveness in describing patients with borderline per- 
sonality. A surprising result of this comparison was 
the identification of 104 separate criteria from these 
four sources. 

In the current paper we will report empirical study 
using the criteria we abstracted from these four studies 
(1, 8-10). We think that this comparison will accom- 
plish what single case reports or a literature review 
cannot: a delineation of whether the various criteria 
are actually more characteristic of patients clinically 
diagnosed as having borderline personality disorder 
than of patients with other diagnoses. 


METHOD 


On the basis of the literature review we constructed 
a rating instrument, the Borderline Ego Functions In- 
ventory, consisting of 129 items rated on an ordinal 
scale from 1 to 7 (1=item not true or characteristic, 
7 — definitely true or characteristic, 0—no information). 
A number of criteria required assessment in different 
ways. For instance, anger can be conceptualized as a 
reported mood state, a visible affect or behavior, a 
characteristic affect that occurs in a relationsLip, or an 
affective underpinning to acting out. Thus, the number 
of items exceeded the number of criteria represented. 

Our subjects were patients being seen in the Psychi- 
atric Emergency Service of Cambridge Hospital. All of 
the patients were between the ages of 15 and 65, were 
able to give a coherent history, and were not suffering 
from any toxic or organic condition. We chose an 
emergency service to ensure ready access:bility to 
both borderline and other patient populations. We 
chose the interview format—completion of the Bor- 
derline Ego Functions Inventory after a semi- 
structured interview—for two reasons. First, due to 
the exigencies of emergency work, the raters needed 
to be quite flexible in the way they interviewed, often 
having to follow a patient's lead before finishing an 
area of inquiry. Second, many of the items do not al- 
low reduction to a simple structured interview format: 
for instance, the items requiring rater observation or 
clinical judgments, spontaneous patient self-report, 
and the use of more than one information source. Fi- 


166 BORDERLINE PERSONALITY DISORDER 


Am J Psychiatry 137:2, February 1980 





+] 


TABLE 1 . 
Demographic Characteristics of B6 Patients Given Five Psychiatric Diagnoses and of a Total Sample of 127 Patients" : 
Borderline 
Personality Schizo- Personality Adjustment 
Disorder phrenia Disorder Neurosis Reaction Teta] Sample 

| (N=18)? (N= 13) (N=17)° (N= 13) (N=25) (Ne 127)¢ 
Demographic a eit aes Ss p QA ur Ell co ee 
Variable N 76 N % N % N % N % Ne % 
Sex 

Men 5 38 7 54 10 59 4 31 10 40 56 44 

Women 13 72 6 46 7 41 9 69 15 60 71 4 56 
Age l 

Younger than 20 0 0 1 6 3 23 6 24 12 9 

20-29 9 50 6 46 7 4] 5 39 8 32 50 39 

30-39 6 33 4 31 6 35 2 15 5 20 34 27 

40 and older 0 : l 8 3 17 l 8 3 20 20 16 

Unknown 3 16 2 15 0 2 15 l 4 11 9 
Marital status : 

Single 10 56 8 62 13 76 6 46 16 64 7i 57 

Married l 6 3 23 1 6 4 31 5 20 26 20 

Separated, widowed, or divorced 7 39 2 15 3 18 3 23 4 16 26 21 
Employment 

Unemployed 8 a4 8 62 10 59 4 3j 16 64 65 51 

Receiving public assistance 4 22 2 15 1 6 0 QO S 7 

Employed 5 28 ] 8 5 29 9 69 9 36 4s 35 

Unknown ] 6 Z 15 ] 6 0 0 & 6 
Education 

1-8 years 4 22 5 39 4 23 5 39 8 32 4] 32 

8-11 years 0 2 15 2 12 0 4 16 IS 12 

High school graduate 5 28 2 15 2 12 8 62 6 24 2& 22 

Some college 4 22 3 23 6 35 0 2 8 I1 9 

College graduate 5 28 I 3 18 0 5 20 32 25 


“The diagnoses of the 41 patients not included in the five major diagnostic groups were: borderline personality disorder, uncertain (N=7); major affective 
disorder (N=5); paranoid state (N=2); other and unspecified psychoses (N=5); alcoholism (N—5); drug abuse (N=3); and diagnosis deferred (N = 14). 


"Includes only those cases considered very certain. 
*Other than borderline. 
“N= 125 for the variable of marital status. 


nally, we chose raters who were not psychiatrists for 
two reasons. First, the mental health workers and psy- 
chiatric nurses staffing the emergency service all had 
at least 2 years’ experience working there and, more 
importantly, had standardized diagnostic practices. 
The second reason for choosing these raters was that 
they were not steeped in academic interest in border- 
line patients, unlike most psychiatrists trained in the 
Boston area. Our choice of raters, then, had the ad- 
vantage of eliminating a possible source of bias that 
the use of psvchiatrists might have introduced. Raters 
were individually trained before the study period by 
one of us (J.C.P.) using the method of conjoint inter- 
viewing followed by comparison and discussion of dis- 
crepancies on the independent ratings. 

We maintained blind design by using several de- 
vices. First, the instrument was broadly named the 
Ego Functions Inventory, and a number of items were 
added to suggest alternate purposes of the study. It 
was not difficult to keep the raters blind to the purpose 
of the study, given that the items on the inventory span 
the whole gamut of personality functioning. 

The diagnoses used for the purposes of data analysis 
were those given by raters in conjunction with psychi- 
atric residents and staff. In an earlier administrative 
study of this emergency service it was found that the 
frequencies of the different major diagnostic cate- 


gories were quite similar from rater to rater. Consist- 
ency in diagnostic practices was thus reasonably as- 
sumed. 


RESULTS 
Sample Characteristics 


Over a 5-month study period we obtained a sample 
of 127 patients. The demographic characteristics of the 
entire sample and of patients in five diagnostic groups 
are given in table 1. Approximately 68% (N —86) of the 
patients were in these five diagnostic groups. Except 
for selected statistical comparisons, we compared the 
18 patients given a very certain diagnosis of borderline 
personality disorder with the 102 patients given other 


diagnoses. This comparison served to indicate which 


clinical characteristics of patients with borderline per- 
sonality disorder could be highlighted in comparison 
with a heterogeneous group of patients. Clinical fea- 
tures discriminating patients with the disorder from 
other specific groups will be the subject of another ar- 
ticle. 


Characteristics of Borderline Personality Disorder 


We calculated the mean ratings for each of the 129 
items for the borderline and other diagnostic groups 
and compared them using a one-tailed t test. In all but 


< 
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* Mental Status Characteristics of Borderline Patients Compared with All Other Patients? 





Mean Rating? 
Borderline Group Ali Others 


Characcerist:c (N = 18) (N =102) Significance* 
Appearance and behavior 
Appears actractive 3.06 4.38 p<.007¢ 
Behavior is not adaptive to interview 4.17 2.91 p<.009 
Behaves mainly in an angry way 3242 2.23 p«.001 
be angry feelings during interview at variety of targets 4.11 2.48 p<.001 
uestions and behavior are suspicion-laden 3.00 2.45 n.s. 
Appears anxious (tremulous, wringing hands, restless) 3.11 3.34 ns. 
Is argumentative 3.33 1.94 p<.002 
Devalues others or interviewer . 4.17 2.17 p<.001 
Is manipulative without consideration or tact 3.11 2-12 p<.02 
Is demanding 4,00 2.30 p«.001 
Acts entitled 4.11 2.28 p«.001 
Acts special 4.22 2.14 p<.001 
Does inappropriate things during interview 3.06 1.97 p<.009 
Is irritable 3.44 1.95 p<.001 
Is sarcastic 2.89 1.74 p<.003 
Mood, affect, and emotions 
Shows no emotions about people 2.00 2.89 n.s 
Reports feeling angry 4.67 3.06 p<.002 
Has cepressed affect 4.61 5.13 n.s 
Reports feeling sad 5.22 4.78 n.s 
Reports feeling lonely 4.83 3.77 p«.05 
Has spontaneous affect or emotion during interview 4.38 4.56 n.s 
Affect is inappropriate to topic of conversation at times 2.44 1.99 n.s 
Reports arhedonia 5.59 4.2] p<.02 
Reports feeling anxious 4.50 4.84 n.s 
Speech 
Has loose associations 1.85 n.s 
Uses peculiar expressions o7 words or confusing grammar (not neologisms) 1.06 1,69 D.s. 
Has blocking of thought or speech 1.75 n.s 
Content 
Sense of reality is deficient 2.56 1.98 n.s, 
Has many neurotic symptoms (phobias, obsessions) 2.94 2.45 n.s. 
Lacks anxiety tolerance 5.83 4.53 p«.007 
Is depersonalized during interview 1.37 1.32 n.s. 
Has episodic depersonalization 3.50 1.84 p<.001 
* Has chronic depersonalization 2.25 1.45 p<.02 
Is derealized during interview L.53 1.34 n.S. 
Has episodic derealization 3.13 1.73 p<.004 
Has chron:c derealization 1.94 1.39 n.s. 
Has had dissociative states recently 1.88 1.52 n.s. 
Has chron:c feelings of emptiness 5.63 2.16 p<.001 
Relates bizarre dreams during interview 1.00 1.09 n.s. 
Confuses dream content wita daytime attitudes and activities 1.00 1.14 n.s. 
Reports brief paranoid experiences 3.13 2.19 n.s. 
Cognitive processes 
Has difficulty integrating or making appropriate connections between different ideas 3.47 3.49 n.s. 
Is oblivious to cbvious implications of certain ideas or feelings 3.94 3.87 n.s. 
Makes arbitrary or doubtful inferences from one thing to another 3.89 2.89 p<.03 
Judgment is intact? 2.44 3.52 p«.0I 
Recent and remote memory are intact 5.83 5.98 n.s., 
Ability to calculate is intact 5.78 6.01 n.s. 
Seems bright, intelligent 5.61 4.85 p<.05 


31n all cases the diagnosis of the torderline patients was very certain. 


‘Scale of 1-7; 1=item not true or characteristic, 7=definitely true or characteristic. 


*One-tailed t test. 


?This finding was in the direction opposite of that predicted; two-tailed t test used. 


*The borderline group showed poorer judgment. 


one irstance the direction of any difference between 
the two group means was in the predicted direction. 
Twenty-four mental status items that were more 
characteristic of the borderline patients than the pa- 
tients with other diagnoses are listed in table 2. The 
patients had come to the emergency room in crisis. 


Usually there was some immediate upset in their lives. 
It is not likely that they appeared this way at all times 
or in all other contexts. Nonetheless, the initial clinical 
interview became a microcosm of their troubled lives 
because they often experienced and were over- 
whelmed by personal troubles. 
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In their appearance and behavior the patients with 
borderline personality disorder were judged less at- 
tractive than other patients. This was the only item 
that scored in the direction opposite to the one predict- 
ed; it will be clear why, in the light of the items that 
follow. Their behavior was judged as unadaptive to the 
interview. They did things to hinder the interview, 
such as asking questions irrelevant to its purpose, get- 
ting up and changing chairs, or refusing to answer 
questions. They behaved predominantly in angry 
ways, expressing anger toward a variety of targets, in- 
cluding the interviewer. They were argumentative, ir- 
ritable, and sarcastic. Without tact or consideration, 
they were demanding and attempted to manipulate the 
interviewers to acquiesce to their wishes. While mak- 
ing frequent devaluing comments, they acted entitled 
to have their wishes met, as if they were special pa- 
tients and the exception to any rules. Finally, they act- 
ed inappropriately during the interview, by combing 
their hair or moving the chairs around, for example. 

In mood the patients diagnosed as borderline report- 
ed feeling angry, lonely, and bereft of any ability to 
experience pleasure in their lives (anhedonia). No vis- 
ible affects distinguished them from the patients with 
other diagnoses, however. 

No items of speech were more characteristic of pa- 
tients with borderline personality than of others. In 
symptom content, however, the patients diagnosed as 
borderline appeared to have a lack of anxiety toler- 
ance: when anxiety increased new symptoms devel- 
oped or old ones got significantly worse. Chronic feel- 
ings of emptiness were common: the patients often re- 
marked that some important inner feeling was missing. 
They reported more episodic depersonalization and 
derealization as well as chronic feelings of depersonal- 
ization occurring outside of the interview situation 
than did the other patients. In their cognitive process- 
es the borderline group was judged by the raters as 


bright and intelligent and yet as having poorer judg- 


ment than other patients. Furthermore, they were 
more likely to make arbitrary or doubtful inferences 
from one thing to another in the interview. 

When personal history was considered (see table 3), 
19 items were significantly more common in the bor- 
derline group than in the group with other diagnoses. 
The patients diagnosed as borderline had limited tran- 
sient psychotic episodes. Such ''mini-psychotic'' epi- 
sodes were likely to develop in the course of psycho- 
therapy or during a psychiatric hospitalization. These 
patients also had an average of three previous psychi- 
atric hospitalizations, two more than the average for 
the patients with other diagnoses. During psychothera- 
py or psychiatric hospitalization behavioral regres- 
sions were common: the patients diagnosed as border- 
line became increasingly angry, demanding, and diffi- 
cult. 

Generally impulsive, the patients with borderline 
personality disorder were evaluated as often acting 
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without thought: their behavior was highly unpredict- . 


able in comparison with that of the other patients. Epi- 
sodic alcohol abuse was more common in the border- 
line group, as were repetitive impulses such as period- 
ical binge eating or stealing. These patients had a 
history of destructive impulses involving property or 
things but not directed toward other people. ‘They 
were more likely to have slashed their wrists or muti- 
Jated themselves in other ways, such as cutting them- 
selves elsewhere or burning themselves with cika- 
rettes. They also averaged slightly more than two pre- 
vious suicide attempts, which were usually deemed 
"manipulative'' by the raters. Their lives were charac- 
terized by a lack of creative achievement, given the 
apparently good level of abilities that they possessed. 
Their lives were also found wanting in creative enjoy- 
ment, although not necessarily in sensual gratification. 
Unusual sexual behavior, such as masochism or fetish- 
ism, was slightly more common in this group. Finally, 
patients diagnosed as borderline were more likely to 
complain of periods of both depression and hypomania 
or undue elation than were the other patients. 

Table 3 also lists 15 items describing the inter- 
personal relationships of the borderline group com- 
pared with the other patients. In general, the border- 
line group characteristically attempted to maintain a 
position of control in many of their relationships. They 
would exploit others for their own purposes, often 
being very blatant about it. Although they often sought 
out others to avoid being alone, according to the raters 
they showed no real regard or concern for any of the 
people in their life. 

The close interpersonal relationships of patients 
with borderline personality disorder were often 
stormy. Many of their relationships were intense but 
unstable. Promiscuity was not uncommon. In intimate 
relationships they were manipulative and very de- 
manding. They often complained about others’ failures 
to meet their wishes and would become very hostile 
and angry toward their partners. Sadistic and maso- 
chistic behaviors were common. However, they dem- 
onstrated. a strong dependence in close relationships 
and would often appear to cling to the person they felt 
attached to. They had little capacity to evaluate others 
realistically. As a consequence their intimate relation- 
ships often vascillated but remained somehow stable 
in their very instability. 

Fourteen items representing 8 defense mechanisms 
stood out in the borderline group (see table 4). The 
patients with borderline personality disorder were 
judged to externalize their problems: rather than speak 
of some inner dissatisfaction or inhibition they would 
blame their problems on the actions of others, even 


-when the connection appeared without foundation to 


the interviewer. Acting out tensions or conflicts was 
more predominant among the borderline group, espe- 
cially when anger was the affect involved. Similarly, 
projection characterized their defense against anger: 


4 


e 


aln all cases the diagnosis of the borderline patients was very certain. 
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, TABLE 3 
*Personal History and Interpersonal Relationship Characteristics of Borderline Patients Compared with All Other Patients? 
Mean Rating? 
Borderline Group All Others 

Characteristic " (N=18) (N= 102) Significance* 

Persónal history 
Has'had limited, transient psychotic episodes 3.00 2.03 p« 0i 
Psychotic episodes developed during psychotherapy 2.64 1.34 p<.001 
Is generally impulsive 5.56 2.62 p<.001 
Behavior is highly unpredictable 5.12 2.37 p«.001 

as slashed wrists 4.47 1.51 p<.001 

Has mutilated self in other ways 4.69 1.18 p<.001 
Has abused alcchol episodically 4.07 2.99 n.s. 
Abuses alcohol habitually or is addicted 2.69 1.71 p<.04 
Abuses drugs 3.08 2.13 n.s 
Is addicted to drugs 1.47 1.10 n.s. 
Reports unusual! sexual behavior (not homosexuality) 1.58 1.11 p<.03 
Lacks creative achievement. given abilities 5.35 5.32 p«.001 
Lacks creative enjoyment or recreation but not sensual gratification 6.22 5.10 p<.008 
Has good scholastic or vocational abilities or potential, whether used or not 6.08 4.45 p«.005 
Has periods of high vocational or scholastic achievement 4.08 3.71 n.s. 
Has one or several repetitive impulses that periodically erupt, 3.67 2.03 p<.03 
Has made suicide attempts 4.4] 1.60 p<.001 
Suicide attempts were deemed manipulative 4.53 1.37 p«.001 
Has history of discrete depressive episodes with vegetative symptoms 
(not grief reaction) 4.47 2.29 p«.001 
Behavior regressed during psychotherapy or hospitalization 5.58 2.13 p<.001 
Hypomaniz episodes or undue elations occurred 1.40 1.09 p«.02 
Has had previous psychiatric hospitalizations 4.18 2.09 p«.001 
Has threatened violence toward others 3.40 2.44 n.s. 
Has made physical assaults on another person 2.67 2.2] n.s. 
Has been destructive to property or things 5.40 2.47 p<.001 

Interpersonal relationships 
Has little emotional involvement with others 3.65 3.20 n.s. 
Is manipulative in close relationships 6.31 3.61 px.001 
Is clinging or dependent in c_ose relationships 5.47 4.02 p.01 
Is very demanding in close relationships 6.27 2.75 p<.001 
Is hostile and angry in close affectional relationships 6.42 3.20 p<.001 
Has vascillating close relationships 5.13 1.89 p<.001 
Relationships are superficial 4.27 3.05 n.s. 
Is compliant in relationships 3.22 4.19 n.s 

» Pretends to feel the same way others do (‘‘as-if?’) 2.90 2.34 n.s. 
Tries to control others 5.38 2.96 p<.001 
Exploits o-hers 5.18 2.27 p«.001 
Has promiscuous sexual relationships 3.45 1.37 p«.001 
Seeks out other people to avoid being alone 4.92 3.85 p«.05 
Is socially involved with many people 3.06 3.27 n.s. 
Has repea:ed, intense, but unstable one-to-one relationships 4.69 1.7¢ . p«.001 
Close relationships are typically transient and brief 4.58 1.95 p.001 
Shows real concern or regard for others 3.31 2.26 p«.001 
Has little capacity to evaluate others realistically 4.38 3.4€ p<.03 
Becomes sadistic in close relationships 5.20 2.05 p<.001 
Becomes masochistic in close relationships 4.50 3.0C p<.02 


*Scale of 1-7; 1—item not true or characteristic, 7=definitely true or characteristic. 


*One-tailed t test. 


the world appeared hostile and dangerous to them. 
They seemed to shun defenses that would allow the 
expression of their angry affect in words alone. They 
also talked about themselves or appeared to act as if 
they felt they were all-powerful, able to assuage the 
wounds they claimed to suffer by others' actions. Sim- 
ilarly, they were more likely to use primitive idealiza- 
tion, evidenced by the apparent gratification they ob- 
tained from talking about their alleged relationships to 
those they admired or idealized. They tended to deny 
the relevance of recent feelings and actions as well as 


of any past emotions whenever their current feelings 
were opposite in tone. They also, perhaps convenient- 
ly, distorted their perceptions of others. Finally, 3 
items characterized the borderline group's tendency to 
use splitting of self and object images into all good or 
all bad, evident in the many contradictory views they 
seemed to have of themselves and others. 

The final 9 items in table 4 concern other judgments 
regarding personality functioning. The borderline 
group was characterized as narcissistical y self-pre- 
occupied. They were overly concerned with them- 
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TABLE 4 
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Defense Mechanism Characteristics and Other Judgments on Personality Functioning of Borderline Patients and All Other Patients? 


Group Others $ 
Characteristic 7 (N=18)  (N=102) Signiicance- 
Defense mechanisms : 
Externalizes anger 4.67 3.27 p«.006 
Acts out anger 5.47 3.32 p<.001 
Tends to act impulsively when tensions from any source build up 5.56 3.23 p<.00) 
Tends to withdraw from others 5.00 4.27 n.S. 
Sees others as hostile and dangerous (projection) 4.33 2.92 p<.009 
When feeling hostile, acuses others of hostile feelings (projection) 4.83 2.97 p«.003 
Intellectualizes 4.19 3.22 n.$. 
Expresses contradictory and unreconciled ideas of self (splitting of self-image) 5.43 ^. 4.08 p<.01 
Expresses contradictory and unreconciled ideas of others (splitting of others’ images) 5.17 4.13 p«.05 
Talks about others as all good or all bad (splitting) 4.69 2.14 p«.001 
Uses bland denial when faced with contradictions in feelings or actions 4.]4 2.88 p<.02 
Denies relevance of past feelings when opposite to current ones (denial) 4.13 2.6] p<.004 
Denies relevance of whole sector of life that is obviously important to current situation (denial) 4,28 2.97 p«.0l 
Talks as if omnipotent 2.50 1.54 p«.01 
Has gradiose trends (omnipotence) 1.94 1.61 n.s. 
Has distorted perceptions and ideas of others 4.27 2.89 p<.01 
Gratified by talking of alleged relationships with idealized people (primitive idealization) 3.35 2.14 p<.001 
Other judgments regarding personality functioning 
Is emotionally shallow 4.69 2.87 p«.001 
Lacks a sense of own identity 5,47 3.81 p<.002 
Is psychotic at time of interview? 2.25 4.46 p<.03 
Lacks concern over own predicament (low voltage wish for help) 3:607 2.29 n.S. 
Suggests grossly inappropriate treatment for self 3.83 2.46 p<.007 
Degree to which obvious stresses have precipitated current problem 1.86 2.19 nS. 
Severity of external stressors that have precipitated current problem‘ 3,89 4.54 p<.04 
Views current symptoms as ego-syntonic 3.28 2.87 n.s, 
Has unrealistic cr vague plans for future 4.69 4.10 r.$S. 
Narcissistic, preoccupied with self 5.50 3.23 p«.001 
Preoccupied with own symptoms, continually harps on them §.33 4.81 n.s. 
Demonstrates primitive, primary-process fantasies 1.67 1.77 n.s. 
Is deficient in concern or empathy for others 4.50 2.66 p«.001 
Is aware of having contradictory ideas, feelings, and perceptions of self at times 3.57 2.96 n.s. 
Has underlying feelings of inferiority 6.00 4.97 p<.03 
Has underlying feelings of insecurity 6.18 5.48 p<.04 
Seems talented to interviewer 4.24 3.98 n.S. 
Seems interesting or engaging to interviewer 3.78 4.48 n.s 


“In all cases the diagnosis of the borderline patients was very certain. 


Mean Rating” 
Borderline All 


"Scale of 1-7; [=item not true or characteristic, 7=definitely true or characteristic. 


*One-tailed t test. 


?The borderline group showed less evidence of psychosis than all of the other patients. 


*External stressors were less severe for the borderline group. 


selves in many ways, and they were considered emo- 
tionally shallow and deficient in feelings of concern or 
empathy for others. When it came to deciding how 
they would get help, the borderline group more often 
suggested grossly inappropriate treatment proposals 
than did the other patients. For example, following a 
suicide attempt 1 patient suggested that everything 
would be fine if only the interviewer would lend the 
patient enough money for a taxicab ride home. 

The psychosocial stresses that precipitated the 
emergency room visit were characteristically milder 
for the patients diagnosed as borderline than for the 
other patients. In line with this apparent vulnerability 
to stress, several items delineated a tenuous sense of 
self characteristic of patients with borderline personal- 
ity disorder. Although generally not considered psy- 
chotic in the interview (i.e., they experienced no hallu- 


cinations and delusions), these patients failed to have a 
consistent sense of their own identity. This identity 
diffusion might be attended by statements like, ‘‘I real- 
ly don't know who Iam... . I do one thing one time, 
and its opposite later. . . . It seems as if I don’t know 
what I want, don't know myself." Such comments 
were often made with real concern and perplexed af- 
fect. Perhaps related to much of the above, the border- 
line group was strongly characterized as having under- 
lying feelings of both inferiority and insecurity. De- 
spite the flurry of affect and the apparent conviction 
with which they decried the sources of their problems, 
they felt unable to cope with their troubles. 


Construction of a Borderline Personality Scale 


We found that 81 items were more characteristic of 
the patients diagnosed as borderline than of the pa- 
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TABLE 5 
Analysis of Variance of Mean Scores on the Borderline Personality 
Scale for Five Diagnostic Groups* 


95% Confidence 


° Score 
: —À—ÀÁÓÀ Interval 
Diagnesis Mean SEM for Mean 
Borderline personality disorder 
(N=18) 266.8 11.1 243.4-290.2 
Schizophrenia (N= 13) 198.8 12.5 171.5-226.2 
Neurosis (N — I3) 165.8 7.1 150.4-181.3 
Persbnality disorder (N —17) 193.8 8.4 176.0-211.5 
Adjustment reaction (N=25) 174.4 8.4 157.1-191.8 
Total (N=86) 200.0 5.8 188.5-211.5 


aP= 17.29, p<.0001. 


tients with other diagnoses. We constructed a scale 


-composed of these items in such a way that a total bor- 


derline personality score could be obtained from the 
additive scores of the individual items (items in which 
the mean for the borderline group was lower than the 
mean for the group of patients with other diagnoses 
were reversed). The Guttman split-half reliability of 
this scale calculated on the whole sample (N=127) was 
.84, and the alpha coefficient: of internal consistency 
for the scale was .92. Both figures suggest that the 
items in the scale tend to vary in the same direction 
with one another in a general clinical population and 
that there is high internal consistency between scores 
of individual items and the scale itself. 

We compared the mean ratings on the Borderline 
Personality Scale of the five major diagnostic groups in 
our sample (N=86). An analysis of variance indicated 
that the difference in scale scores across diagnostic 
groups was highly significant (see table 5). The border- 
line group had the highest mean rating, followed by 
patients with schizophrenia, personality disorder other 


' than borderline, transient adjustment reaction, and 


neurosis in descending order. A post hoc analysis (the 
Student-Newman-Keuls procedure) indicated that the 
borderline group was a unique and homogeneous sub- 
set whose mean rating was significantly different from 
those of all the other diagnostic groups (p<.05). Of 
course, this finding is only suggestive, not proven, be- 
cause we performed the analysis using the same data 
used to develop the scale. 

We then performed a two-way analysis of variance 
to examine the effects of sex as well as diagnosis. In 
the overall sample (N=127), diagnosis had significant 
effects on score (F— 15.58, df=41, p.001), but sex did 
not (F=.571, n.s.), nor was there an interaction effect 
of sex and diagnosis (F=.454, n.s.). We then calculated 
means for both male and female subjects within each 
diagnostic group and performed analyses of variance. 
None cf the five diagnostic groups showed a signifi- 
cant difference in mean scores between men and wom- 
en. Although this finding holds true for our diagnostic 
groups, including the 18 patients with a very certain 
diagnosis of borderline personality disorder (the mean 
for men was 255.4, that for women, 271.2: F=.390, 
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n.s.), a disproportionate number of the 7 patients 
whose diagnosis of borderline disorder was less than 
very certain were men. Specifically, of the original 25 
patients who might have been diagnased as borderline, 
87% of the women but only 50% of the men were con- 
sidered diagnostically very certain. When an analysis 
of variance of mean scores was performed (N=25), in 
the borderline group using all possible patients with 
borderline disorder, regardless of certainty, a sizable 
sex difference appeared (mean for men-212.8, mean 
for women=278.3, F=5.35, p=.03). This clearly in- 
dicates that the sex difference is due to the addition of 
a disproportionate number of less than very certain 
cases to the male group and the lowering of the mean. 


DISCUSSION 
Comparison with Other Studies 


Gunderson and associates (3) compared 24 patients 
diagnosed as borderline and 29 matched hospitalized 
patients with schizophrenia who had symptoms sug- 
gestive of psychosis on admission. According ta the 
Present State Examination, a structured interview, the 
patients with- borderline disorder showed ^ar fewer 
psychotic symptoms such as hallucinations; the symp- 
toms they did have were transient, circumscribed, or 
doubtful. These patients, like the borderline group in 
our sample, had prominent depersonalizetion and 
derealization and reported feelings of anger. depres- 
sion, and anxiety. Unlike our patients with borderline 
disorder, however, the affect of anger was rarely vis- 
ible in Gunderson and associates' borderline sample. 
This difference is easily explained by the different con- 
texts: our patients were seen in an emergency ward— ` 
in the midst of a crisis or a regression— Gunderson and | 
associates' patients were hospitalized. 

Carpenter and associates (4) followed Gunderson 
and associates’ sample of patients and reinterviewed 
them after 5 years. They located 14 patients with bor- 
derline disorder and 20 with schizophrenia (58% and 
69% of the original sample, respectively). Most of the 
variables measured, such as absence of symptoms, du- 
ration of hospitalization, and overall level of function- 
ing, showed no difference between the two groups. 
There was some deterioration of social contacts in the 
schizophrenic group that did not occur in the border- 
line sample. There was also a slight tendency for the 
borderline group to have better jobs. This corrobo- 
rated findings from the initial study and certainly is in 
line with our own cross-sectional findings thet the bor- 
derline sample is a troubled one, remaining so through 
time, and that they fail to attain satisfactory levels of 
achievement, enjoyment, and interpersonal relation- 
ships. On the other hand, the social contac:s of Car- 
penter and associates' borderline sample were few in 
comparison with those of our borderline group. Car- 
penter and associates also revealed nothing about the 
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quality of the relationships of their patients with bor- 
derline disorder. 

Using a different sample of patients from that used 
by Gunderson and associates (3), Gunderson (5) re- 
ported a comparison of 72 patients with borderline dis- 
order, schizophrenia, and neurotic depression whom 
he interviewed using his Diagnostic Interview for Bor- 
derlines. His patients with borderline disorder were 
. more active socially and had a better appearance and 
manners than the patients with schizophrenia. The pa- 
tients with depression were more likely to be judged as 
having special talents, however, and their work his- 
tory was more stable than that of the borderline group. 
With regard to impulsive patterns, Gunderson's bor- 
derline group was rated higher on self-mutilation, ma- 
nipulative suicide attempts, and drug abuse than were 
his two control groups. They were also rated as more 
promiscuous than the schizophrenic group but not 
more than the neurotic depressive sample. (These 
findings agree with our own except that drug abuse 
was equally common among all of our diagnostic 
groups.) In the area of affect Gunderson generally 
found no significant differences. The patients with 
schizophrenia were more likely to have a flat or elated 
affect, and the patients with neurotic depression were 
indistinguishable from those with borderline disorder. 
Anger was evident in the borderline group's inter- 
personal relationships but not in the interview. In our 
current study, however, the affects of anger, anxiety, 
and depression were evident in the interview, history, 
interpersonal relationships, and defense mechanisms 
of the borderline group. Affective instability or the in- 
ability to regulate affect was probably more prominent 
in our sample. 

Considering the area of psychosis, Gunderson's 
schizophrenic group had more hallucinations, delu- 
sions, and mania. His borderline group had a history of 
past regressions in therapy, unlike either control 
group. In our study, however, the patients diagnosed 
as borderline were noted for both transient psychoses 
and regression, whether related to therapy or not. 
Gunderson found that in interpersonal relations his 
borderline sample sought out anaclitic, care-giving 
relationships and showed a greater tendency to de- 
value and manipulate than did either control group. 
Their relationships were also markedly unstable. 
These parallel our findings, although our sample of pa- 
tients with borderline disorder were also markedly de- 
manding, hostile, and angry in close relationships and 
acted in a controlling and exploitive manner in general. 
Gunderson also found that his borderline sample toler- 
ated isolation more poorly than the schizophrenic 
group. There was no difference between the borderline 
and neurotic groups. In past therapies his borderline 
sample were more likely to be noted as "special" 
when compared with the schizophrenic or neurotic de- 
pressive sample.. In contrast, our borderline patients 
were more likely to act as if they were special in the 
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interview and to demand to be treated as exceptions. 
to any rule. Furthermore, in the interview they demon- 
strated many, if not all, of the characteristics that they 


complained about as marring their interpersonal rela- | 


tionships. | : 

Spitzer and associates (6) recently developed and 
tested criteria for two types of borderline disorder: 1) 
borderline schizophrenia, which they called schiz- 
otypal personality, and 2) borderline personality dis- 
order, which they called unstable personality. They 
selected 9 criteria for the unstable personality and 
asked a large number of practicing psychiatrists via 
questionnaire to use these in rating 2 patients, one of 
whom was considered borderline and one of whom 
was not. All 9 items were found to be more frequently 
true for the patients considered borderline than for 
those not considered borderline. All 9 of these criteria 
were also found to be more characteristic of the pa- 
tients diagnosed as borderline in our sample: 1> identi- 
ty disturbance, 2) a pattern of intense unstable rela- 
tionships, 3) impulsivity and unpredictability, 4) in- 
appropriate .or intense anger, 5) physically self- 
damaging acts, 6) a history of underachievement in 
work or school, 7) affective instability, 8) chronic feel- 
ings of emptiness or boredom, and, finally, 9) prob- 
lems tolerating being alone. Spitzer and associates 
dropped 1 item, underachievement at work or school, 
as a criterion. The remaining 8 were selected by the 
Task Force on Nomenclature and Statistics of APA for 
the criteria for borderline personality disorder in 
DSM-III. It is important to emphasize that all of these 
criteria are upheld in our current study. 

In contradistinction to the lack of sex differences in 
Borderline Personality Scale scores among very cer- 
tain borderline cases, there was a disproportionate 


number of men whose diagnosis of borderline disorder 


was considered less than very certain. This suggests 
that the threshold for certainty for a diagnosis of bor- 
derline personality is the same for men as for women 
(1.e., there is not a higher threshold for men, some- 
thing which would suggest a sex bias among clini- 
cians). However, disproportionately fewer men at- 
tained that threshold. In fact, the men whose border- 
line diagnosis was less than very certain did have 
lower scale scores than men or women whose border- 
line diagnosis was very certain. It is beyond the scope 
of the current paper to explain the sex differences in 
attaining diagnostic certainty, but we can rule out that 
it is simply due to clinician bias. 


Borderline What? 


The data summarized in tables 1-5 are not out- 
standing only as a list of classic mental status signs and 
symptoms. Rather, the items seem to characterize 
general, long-term personality malfunctioning as well 
as personality functioning during a crisis of some sort. 
Many of the items refer to stable personality charac- 
teristics. It is on this basis that we consider the pa- 
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‘tients diagnosed as borderline in this study to have a 
form of personality disorder. Considering the statisti- 
cally significant differences with other diagnostic 
groups, as well as the item-to-item reliability and inter- 
nal consistency of the sczle created from these items, 
we btlieve that this study lends tentative descriptive 
validity to the diagnosis of borderline personality dis- 
order. It remains, of course, for cross-validation of our 
approach as well as for prospective studies to establish 
í PE ; 

the overall construct validity of the disorder. A cross- 
validation is already in progress. 


Current Limitations and Future Avenues 


This study is cross-sectional: the degree of upset 
found in the group of patients with borderline person- 
ality disorder may be very real without being charac- 
teristic of each patient all of the time. This particular 
cross-section of their lives can thus be considered to 
have highlighted their psychopathology. A prospeetive 
follow-up study would be especially useful in elucidat- 
ing the great proportion of apparently affectively 
tinged symptoms we found. The interplay of affects 
and characteristic behaviors warrants careful observa- 
tion, a point obvious to many. Prospective follow-up 
raises the questions of which diagnoses represent the 
most relevant control groups. We would suggest at 
least two: antisocial personality disorder and bipolar 
manic-depression (bipolar ID. These are two well-es- 
tablished dizgnoses. The former may share a degree of 
impulse pathology in common with the borderline per- 
sonality disorder, and the latter may share a dysregula- 
tion of both the expression of affect and the mood 
states of hypomania and depression. Other diagnoses 
may also yield important comparisons, such as the 
group of schizo-affective disorders, but we suggest 
that the above two be included in future studies of the 
borderline personality disorder. 
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CONCLUSIONS 


We conclude that the patients described in this pa- 
per have a borderline personality disorder. On the one 
side of the border are the other personality cisorders. 
On the other side are the psychoses, especially those 
with marked affective symptoms. Other studies, al- 
though less extensive, generally support our findings. 

Although this study affirms the validity of the diag- 
nosis of borderline personality disorder, we await fu- 
ture studies to elucidate further its psychopathology. 
such studies will place our understanding of these in- 
triguing and troubled patients on a firmer 2mpirical 
foundation. 
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CSF Monoamine Metabolites in Depression and Schizophrenia -’ 


PHILIP A. BERGER, 
PATRICIA J. ANDERSON, 
AND JACK D. BARCHAS, M.D. 


The authors repert cerebrospinal fluid (CSF) 
concentrations of five monoamine metabolites before 
and after probenecid administration in normai 
subjects and patients with depression and 
schizophrenia. No differences were found in baseline 
metabolite concentrations among the three groups. 
CSF metabolite and CSF probenecid concentrations 
were significantly correlated in depressed patients for 
all metabolites, and there was decreased 
postprobenecid accumulation of homovanillic acid i in 
the CSF of depressed patients compared with 
schizophrenic patients and with normal subjects. The 
authors propose a method for correcting for 
probenecid concentrations. Data from norma! 
subjects should be of value for other investigators 
using the probenecid technique. 


m————— —— RR! 


hanges in the functional activity of central nervous 
C system (CNS) monoamine neurotransmitters have 
been implicated in the pathophysiology of depression 
and schizophrenia (1-3). The monoamine hypothesis 
of depression postulates functional hypoactivity of 
critical brain catecholamine or serotonin (5-HT) path- 
ways in depressed individuals (1, 2). The dopamine hy- 
pothesis of schizophrenia proposes that functional hy- 
peractivity ot specific dopamine neurons contributes 
to the symptoms of schizophrenia (3). These hypothe- 
ses find their strongest support in the proposed phar- 
macological mechanisms of action of the tricyclic anti- 
depressants and the monoamine oxidase inhibitors in 
depression and of the neuroleptics in schizophrenia (1- 
4). 
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The pharmacological evidence implicating changes 
in monoamine functional activity in depression and 
schizophrenia has led to numerous studies seeking evi- 
dence of monoamine hypoactivity in unmedicated de- 
pressed patients and dopamine hyperactivity in un- 
medicated schizophrenic patients. To date, there is no 
conclusive demonstration that monoamine metabolite 
concentrations in blood and urine are consistently al- 
tered in psychiatric patients (5-29). However, de- 
pressed patients may have a bimodal urinary excretion 
pattern of the norepinephrine metabolite 3-methoxy-4- 
hydroxyphenylglycol (MHPG) (5). Similarly, studies 
of the activity of monoamine metabolic enzymes in 
blood and autopsied brain parts have failed :o reveal 
changes that are specific for mental disorders (30), ex- 
cept for a controversial finding that some schizophren- 
ic patients have decreased activity of the enzyme 
monoamine oxidase in blood platelets (31, 32). 

Measurement of cerebrospinal fluid (CSF) mono- 
amine metabolite concentrations offers another meth- 
od for studying brain neurotransmitters in patients 
with depression and schizophrenia. Several studies (6- 
13), but not all (14-17), have reported decreased con- 
centrations of the dopamine metabolite homovanillic 
acid (HVA) in the CSF of depressed patients; others 
(17, 18) have found decreased MHPG concentrations, 
although this finding is also not confirmed by all (19, 
20). Similarly, several investigators report low CSF 
concentrations of the 5-HT metabolite 5-hydroxy- 
indoleacetic acid (5-HIAA) in depressed patients (21- 
24), but not all investigators agree (7, 25). One large 
study reports a bimodal distribution of 5-HIAA in the 
CSF of depressed patients (26). There are far fewer 
studies of schizophrenic patients, but to date, HVA 
concentrations in CSF have not been shown to be con- 
sistently elevated (27-29). 

Probenecid, a weak organic acid that competitively 
inhibits the active transport of acidic metabolites from 
CSF, provides a method for estimating brain dopamine 
and 5-HT turnover. In rats, the rate of increase of 
brain concentrations of 5-HIAA after large doses of 
probenecid correlates with the turnover rate of cere- 
bral 5-HT determined by other methods, such as the 
accumulation after MAO inhibition or the depletion af- 
ter synthesis inhibition (33). Human studies also sup- 
port the use of the CSF accumulation of acidic mono- 
amine metabolites after probenecid administration as 
an estimate of the relative functional activity of central 
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dopamine and 5-HT systems. Pharmacological manip- 
“ulations that alter the rate of dopamine and 5-HT bio- 
synthesis appropriately alter the postprobenecid ac- 
cumulation of their acidic metabolites (11, 34). For 
example, HVA accumulation after probenecid is in- 
creaged by the dopamine precursor L-dopa and de- 
creased by a-methyl-p-tyrosine, which inhibits dopa- 
mine synthesis. Similarly, 5-HIAA accumulation fol- 
lowing probenecid administration is iricreased by the 
5-HT precursor L-tryptophan and decreased by p- 
chlorophenylalanine, an inhibitor of 5-HT synthesis 
(11, 34). 

The purpose of this study was to measure pre- and 
postprobenecid CSF concentrations of the mono- 
amine metabolites 3,4-dihydroxyphenylacetic acid 
(DOPAC), HVA, MHPG. and 5-HIAA in normal sub- 
jects and in patients having diagnoses of depression or 
schizophrenia. These measurements were performed 
to test the hypothesis that depressed patients have 
functional underactivity of brain monoamines, while 
schizophrenic patients have increased functional ac- 
tivity of brain dopamine. 


METHOD 


Analytical Technique 


The concentrations of HVA, DOPAC, MHPG, 5- 
HIAA, and probenecid were determined by sélected 
ion monitoring using combined gas chromatography/ 
mass spectrometry with pentafluoropropionyl deriva- 
tives. Deuterium-labeled analogues were used as inter- 
nal standards for the metabolites, and m-(dtisobu- 
tyl)sulfamyl benzoic acid was used as an internal stan- 
dard for probenecid (35). Two 1.0-ml aliquots of each 
CSF sample were used to determine the concentra- 
tions of the free forms of DOPAC, MHPG, HVA, and 
5-HIAA. Total concentrations of free and conjugated 
forms of these metabolites were determined in another 
two 1-ml CSF aliquots subjected to enzymatic hydrol- 
ysis (aryl sulfatase). The conjugated metabolite con- 
centrations were determined for each sample from the 
difference between the averages of the free and total 
metabolite concentrations. A standard curve for each 
metabolite v/as prepared in a solution of artificia] CSF 
and run with each set of hydrolyzed and unhydrolyzed 
samples. 


Subjects and Clinical Procedures 


Control subjects were male volunteers, recruited by 
newspaper and bulletin board advertisements, who 
had no histery of major physical or psychiatric illness 
and evidenced no major somatic disease or psycho- 
pathology during a physical examination and psychiat- 
ric evaluation. Male psychiatric inpatients at the Palo 
Alto Veterans Administration Medical Center were 
studied only if they qualified for the diagnosis of pri- 
mary depression or schizophrenia on the basis of cri- 
teria designed for use in psychiatric research (36). 
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None of the subjects had received psychotrapic drugs 
for at least 2 weeks prior to the study. Following a full 
explanation of the probenecid lumbar puncture proce- 
dure, all subjects gave informed consent to participate 
in the study. The subjects received two lumbar punc- 
tures in the lateral decubitis position at 8:0) a.m. on 
consecutive days, and CSF (24 ml) was collected each 
day. Subjects fasted and remained in bed overnight be- 
fore each lumbar puncture. Prior to the second lumbar 
puncture, each subject received probenecid :n six oral 
doses of 12.5 mg/kg at 18, 16, 14, 12, 10, and 8 hours 
and a final oral dose of 25 mg/kg at 3 hours before the 
lumbar puncture for a total probenecid dose of 100 mg/ 
kg. Immediately after collection of the CSF ascorbic 
acid was added (1 umol/ml), and the samples were fro- 
zen and stored at —70? C until analyzed. The CSF was 
collected in 6-ml aliquots, and the second 6-ml aliquot 
was used for the analyses. No CSF specimens that 
contained blood were used. 


RESULTS 


In addition to the free forms or DOPAC, HVA, 
MHPG, and 5-HIAA, lumbar CSF taken from control 
subjects and from schizophrenic and depressed pa- 
tients prior to probenecid administration was found to 
contain small but measurable amounts of conjugated 
DOPAC and MHPG (table 1). With our method, we 
were unable to demonstrate the presence of con- 
jugated forms of HVA in these subjects. One-way 
analyses of variance showed no significant differences 
among control subjects, depressed patients, end schiz- 
ophrenic patients in the preprobenecid CSF concen- 
trations of the free, total, or conjugated forms of any of 
the neurotransmitter metabolites studied. In each of 
the three groups, probenecid administration sroduced 
large increases in free and total DOPAC and AVA and 
free 5-HIAA concentrations and increases in the con- 
centration of free and total MHPG (table 1). In none of 
the groups did probenecid administration result in an 
appreciable increase in concentration of conjugated 
DOPAC, HVA, or MHPG. 

The oral dose of probenecid of 100 mg/kg zroduced 
significantly higher CSF concentrations of probenecid 
in the group of depressed patients than in the 2roups of 
controls or schizophrenic patients (table 2). Statistical 
analysis also demonstrated that the mean aze of the 
depressed patients was significantly greater than that 
for either of the other groups. 

Statistically significant and strong correlations were 
obtained between the CSF probenecid concentration 
and the CSF concentration of both the free and total 
forms of DOPAC, HVA, MHPG, and the free forms of 
5-HIAA in depressed patients. The correlations were 
not statistically significant for the schizoph-enic pa- 
tients but were sufficiently high to warrant further 
study; for the 14 normal subjects there was no corre- 
lation. 
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CSF MONOAMINE METABOLITES 
TABLE i 
Concentrations of the Monoamine Metabolites in Human Lumbar CSF Before and After Probenecid Administration s 
Free Metabolite (ng/ml)? Total Metabolite (ng/ml)? Conjugated Metabolite (ng/ml)*” 
Preprobenecid Postprobenecid Preprobenecid Postprobenecid Preprobenecid —XPostprobenecid 
Subject Group ———————— ————————— 96 — M o em ————— 
and Metabolite N° Mean SE N* Mean SE Increase N* Mean SE N* Mean SE N° Mean SE N° Mean? SE 
$ 
Normal . 
DOPAC 19 0.4 0.0 10 35 0.5 700 20 0.6 01 12 3.7 0.5 17 02 O.1 9 O1 Ol 
HVA 3 413.8 3.7 14 174.33 13.7 298 22 44.1 3.7 14 174.9 13.8 22 0.3 06 14 05 2.0 
MHPG 25 8.8 0.5 13 10.9 08 24 22 92 06 13 4211.6 0.9 22 0.4 0.1 13 0.6 0.3 
5-HIAA 23 27.7 2.4 14 116.3 10.3 320 à 
Depressed 
DOPAC 2 04 0.9 12 3.1 0.4 498 10 09 02 il 4.7 1.1 9 0.4 02 8 2.0 1.0 
HVA 13 42.0 4.1 13 189.5 16.7 313 10 46.5 6.2 9 235.4 25.4 10 2.2 1.7 9 127 75 
MHPG i3 93 06 13 4118 08 14 II. 99 08 13 1423 12 if 03 03 Il 0.6 0.4 
5-HIAA 13 362 7.2 13 163.5 26.3 337 
Schizophrenic 
DOPAC 9 0.5 OI 7 2.6 0.5 453 7 0.6 02 7 2.3 0.4 7 0.11 O.I 7 00 Qi 
HYA 9 45.8 6.1 8 206.5 21.5 351 8 44.6 6.7 7 200.3 25.5 7 02 0.4 7 -10 23 
MHPG 9 82 0.8 8 11.5 L3 40 9 8.1 07 7 1L4 14 9 —0.2 0.1 7 Q0 O0. 
5-HIAA 9 24,3 3.5 8 105.6 9.4 334 


*All figures were rounded to one decimal place after calculations were performed. 

^t tests across all subjects showed that the conjugated forms of COPAC and MHPG were both significantly greater than zero (preprobenecid: t=4.22, df=31, 
p<.001, and t=2.32, df=39, p<.05, respectively; postprobenecid: t=2.67, df=26, p<.05, and t=2.61, df=28, p<.02, respectively). The concentration of the 
conjugated forms of HVA was not significantly greater than zero (preprobenecid: t-1.39, df=36, n.s.; postprobenecid, t=1.55, df=25, n.s.). 

“Number of subjects whose CSF concentrations were used in the calculation of each mean and standard error. 


TABLE 2 

CSF Probenecid Concentrations After Oral Probenecid Ad ninistration 
and Ages of Normal Subjects and Schizophrenic and De»ressed Pa- 
tients 


Probenecid 
Number Concentration? 
Subject of Age (years) mg/ml) 
Group Subjects Mean SE Meaa SE 
Normal 14 31.6 3.0 14.1 1.4 
Depressed 11 50.7 2.6" 19.5 1.8° 
Schizophrenic 7 36.3 3.7 12.2 1.2 


*All patients received 100 mg/kg in divided oral doses over 18 he urs; data are 
given only for those who had pre- and postprobenecid lumbar punctures. 
*F(2,31)13.17, p«.001. one-way analysis of variance; depressed patients 
were significantly older than the normal subjects and the schizophrenic pa- 
tients (p<.001, t test). 

*F(2, 31)=4.78, p<.05, one-way analysis of variance; CSF prcbenecid con- 
centration in the depressed patients was significantly higher th: n in the nor- 
mal subjects and the schizophrenic patients (p<.05, t test). 


For the entire sample of subjects, statistically signif- 
icant correlations were obtained between the concen- 
trations of the free and total forms of DOPAC, HVA, 
and MHPG. The Pearson correlation coefficients for 
the preprobenecid concentrations of the free and total 
forms of these three metabolites were .67, .95, and .95, 
respectively, while the correlation coefficients for the 
postprobenecid concentrations of the free and total 
forms of the three metabolites were .88, .93 and .80, 
respectively. Thus, the free and total metabolite con- 
centrations are not independent measures by virtue of 
the stróng linear correlation between them. 


Analysis of Group Differences 


The correlations between metabolite concentrations 
and probenecid concentrations present difficulties for 
the analysis of group differences in postprobenecid 


metabolite concentrations. Without a correction for 
probenecid concentration, differences in metabolite 
concentrations between groups may be caused by dif- 
ferences in probenecid concentrations between 
groups. Standard analyses of variance and t tests on 
uncorrected data therefore are inappropriate for the 
determination of group differences. Similarly, analyses 
of covariance, with probenecid as the covariate, are 
inappropriate because individual CSF probenecid con- 
centrations are not under strict experimental control 
(37), nor do our three subject groups have the same 
mean CSF probenecid concentration. Since the accu- 
mulation of metabolites after probenecid administra- 
tion is an intrasubject process, an intrasubject analysis 
was performed to correct for differences in CSF pro- 
benecid concentrations between groups. The depen- 
dent variable for this analysis was, 


PPMC- BMC 
Cra LLL DS 
P 
where PPMC=postprobenecid metabolite concentra- | 
tion, BMC=baseline metabolite concentration, and 
P=probenecid concentration. 

For each subject and each metabolite, the value of s 
represents the increase in CSF metabolite concentra- 
tion over baseline metabolite concentrations divided 
by the CSF probenecid concentration (figure 1). The 
selection of this ratio is based on consideration of stan- 
dard linear dose-response models found to be useful in 
pharmacological research. Probenecid dose rather 
than log-probenecid dose was selected for the denomi- 
nator because CSF metabolite concentrations are lin- 
early related to probenecid concentrations in our inter- 
subject data from depressed patients. Differences be- 
tween groups in s will reflect differences in the 
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FIGURE 1 

*Method for Calculating the Dependent Variable s in the Analysis 
of Probenecid-Corrected Group Differences in CSF Metabolite 
Concentrations 







Postprobenecid metabolite concentration — 
S= _ baseline metatoltte concentration | 
Probenecic concentration 


A Metabolite 
concentration 


METABOLITE CONCENTRATION 






A Probenecid concentration 


x P 


PROBENECID CONCENTRATION 


accumulation of metabolites in the CSF, which in turn 
are presumed to be indicators of central monoamine 
turnover. Fer each subject, a value of s was computed 
for each metabolite. Since a normal distribution of s 
cannot be assumed. a nonparametric analysis of vari- 
ance (Kruskal-Wallis) was computed for each metabo- 
lite. These analyses indicated that the probenecid-cor- 
rected accumulation of free HVA following probene- 
cid administration differs significantly among subject 
groups (H=11.6. df=2, p<.01). For free DOPAC, free 
MHPG, free 5-HIAA, total DOPAC, and total MHPG, 
there were no significant differences between groups. 
For total HVA, the value of H=5.91 approached the 
critical value for significance (H=5.99) at the .05 level. 
To'ascertain which differences between groups for free 
HVA were significant, Mann-Whitney post hoc com- 
parisons were computed. The probenecid-corrected 
accumulation of free HVA was significantly lower in 
the depressed subjects than in the combined group of 
schizophrenic patients and controls (U,,.;=36; 
p<.001, one-tailed). In addition, a second set of com- 
parisons indicated that the probenecid-corrected accu- 
mulation of free HVA was significantly lower for de- 
pressed patients compared with normal controls 
(U;,14,732; p<.O1, one-tailed), and lower for de- 
pressed patients compared separately with schizo- 
phrenic patients (U-,,=4; p«.001, one-tailed). There 
were no significant differences between normals and 
schizophreniz patients (U; 4731, n.s.). 


DISCUSSION 


Confusion exists in the literature about the abnor- 
malities in CSF concentrations of biogenic amine me- 
tabolites found in patients with psychiatric disorders. 
We did not find any statistically significant differences 
between control subjects and schizophrenic or de- 
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pressed patients in baseline measures of the lumbar 
CSF concentrations of the free, total, and conjugated 
forms of the catecholamine metabolites DOPAC, 
HVA, and MHPG and the free form of the serotonin 
metabolite 5-HIAA. These findings were consistent 
with reports that preprobenecid concentrations of 5- 
HIAA (7, 25), HVA (14-17), and MHPG (:3, 20) in 
depressed patients did not differ from several control 
populations. Several other studies, however, reported 
that depressed patients had lower baseline concentra- 
tions of 5-HIAA (21-24, 26), HVA (6-13), cr MHPG 
(16, 17). The reasons for the different results in these 
studies are obscure. Possible factors that influence 
CSF concentrations of monoamine metabolites may 
not have been well controlled. 

Potential sources of variability include the use of im- 
precise diagnostic criteria, the inclusion of patients in 
remission, the possible effects of psychotropic medica- 
tions, diet, physical activity, diurnal variations of me- 
tabolite concentrations, a gradient of metabolite con- 
centration in CSF, and assays of differing specificity. 
In this study, efforts to control these potential sources 
of variability include the use of strict researc‘ criteria 
for patient diagnosis, the requirement that patients 
have active symptoms, and the use of three groups of 
drug-free men, each of whom was on a similar diet 
and received the lumbar puncture at the samz time of 
day before arising after a night of bed rest. A. specific 
combined gas chromatography/mass spectrometry 
method has been used for the quartitative measure- 
ments, with duplicate assays on aliquots of the second 
6-ml CSF sample collected from each patient The co- 
efficient of variation for concentration measurements 
of all compounds on duplicate samples was below 6%. 

In lumbar CSF taken prior to probenecid adminis- 
tration, we measured amounts of conjugated Forms of 
MHPG and DOPAC that account for an averege of 3% 
and 3076, respectively, of the total concentration of 
each metabolite, when computed across all subjects. 
In determining the concentration of the ccnjugated 
metabolites, we measured free and total metabolite 
concentrations in separate aliquots cf CSF and calcu- 
lated the difference. An alternate approach has been to 
measure the concentration of the conjugated metabo- 
lite after removal of the free metabolite by extraction 
(38-40). This approach suffers from the disadvantages 
of measuring either artifactually high conjugated me- 
tabolite concentrations if the free metabolite is not 
completely removed by extraction or artifactually low 
conjugated metabolite concentrations if a significant 
proportion of the conjugated metabolite is -emoved 
during extraction. 

At least three previous reports have described sig- 
nificant amounts of conjugated MHPG in human lum- 
bar CSF (38, 39, 41). Others have failed to demon- 
strate significant amounts of conjugated MHFG either 
in lumbar CSF or in extracts of an autopsied train (42, 
43). In one report (40) conjugated DOPAC wes identi- 
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fied in lumbar CSF in higher concentrations than we 
found in this study. The differences between the con- 
centrations of conjugated metabolites reported here 
and those described in the literature, as well as the var- 
iability in reported concentrations in the literature, 
may be due to differences in the methods used for de- 
tecting and quantitating conjugated metabolites or to 
differences among subject populations. 

One group of investigators has described a bimodal 
distribution of baseline 5-HIAA CSF concentration in 
a group of 67 depressed patients (26). Our results from 
a relatively small number of depressed patients 
(N=14) do not suggest a bimodal distribution in the 
preprobenecid CSF concentration of 5-HIAA. The 
range of values of CSF 5-HIAA concentration in the 
depressed group is very similar to the range of values 
of CSF 5-HIAA concentration in the control group. 

The observation that probenecid administration re- 
sults in increases in the CSF concentrations of the 
acidic monoamine metabolites DOPAC, HVA, and 5- 
HIAA is consistent with numerous previous reports 
(7, 11, 15, 33, 40, 44). This effect is a consequence of 
probenecid inhibition of the mechanism that transports 
acidic compounds out of CSF (33, 45). We also ob- 
served that in the entire sample of subjects, probene- 
cid administration resulted in increases in CSF con- 
centrations of free and total MHPG. This observation 
is consistent with a previous report (41). In that report 
and in'our data, the increases in CSF MHPG concen- 
tration following probenecid administration are mod- 
est (2406-6090 of the preprobenecid value) when com- 
pared with the increases in concentration of the acidic 
metabolites DOPAC, HVA, and 5-HIAA (greater than 
29076 of the preprobenecid value). Still, post- 
probenecid concentration of free and total MHPG for 
depressed patients is significantly correlated with the 
CSF concentration of probenecid, suggesting that the 
increase in CSF MHPG concentration is dependent 
upon the concentration of probenecid in the CSF. 

CSF metabolite concentration and CSF probenecid 
concentrations are significantly correlated in de- 
pressed patients. Many investigators have not mea- 
sured probenecid concentrations; others report no cor- 
relation between some CSF metabolites and CSF 
probenecid concentrations (15, 46). Thus, our finding 
of a positive correlation is important. The linear corre- 
lation between CSF metabolite concentration and 
probenecid concentration in depressed patients (and 
possibly in schizophrenic patients) makes it essential 
that postprobenecid metabolite concentrations be cor- 
rected for differences in probenecid concentrations. 
Other investigators have made this suggestion (46, 47) 
and some have proposed methods for statistical analy- 
ses (48, 49). Our method of analysis constitutes an ad- 
ditional proposal. 

Typically, investigators have compared the group 
means either of postprobenecid CSF metabolite con- 
centrations or of the postprobenecid increases in CSF 
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metabolite concentrations. Both of these methods as- 
sume either that all groups of subjects have the samt 
CSF probenecid concentrations or that, above a cer- 
tain concentration, probenecid causes the same (G.e., 
maximum) inhibition of metabolite efflux from, CSF 
and that the probenecid concentrations achievéd are 
all above the concentration required for maximum in- 
hibition. We verified none of these assumptions. The 
group of depressed patients had significantly higher 
CSF probenecid concentrations even though they re- 
ceived the same probenecid dosage as other subjects. 
The explanation for this finding, if not attributable to 
age differences, is not obvious but suggests that de- 
pressed patients may differ from other subjects in the 
metabolism of probenecid. The assumption of maxi- 
mum efflux inhibition also fails to be supported by our 
data. The metabolite concentration in our sample of 
depressed patients increased as a linear function of 
probenecid concentration up to probenecid concentra- 
tion of 32 ug/ml. Thus, there is no indication in our 
data that maximum inhibition of metabolite efflux was 
reached, even though our maximum CSF probenecid 
concentrations are at least as high as those reported in - 
other studies. Our findings raise doubts about the in- 
terpretation of previous reports that have compared 
postprobenecid CSF monoamine metabolite concen- 
trations among psychiatric groups without correcting 
for differences in probenecid concentrations. 

Unlike comparisons of group means of CSF metabo- ` 
lite concentrations, computation of probenecid-cor- 
rected accumulations for each subject is a within-sub- 
ject analysis, appropriate for the investigation of a 
within-subject process. However, the validity of this 
analysis depends on assumptions that remain to be 
tested. The purpose of this analysis is to obtain ‘for 
each subject a measure independent of his probenecid 
concentration. This will occur when the CSF metabo- 
lite concentrations for a given subject increase as a lin- 
ear function of probenecid concentration. In figure 1, 
this constraint will be met when 


PPMC,-BMC PPMC;-BMC 
P. Ps 


Verification of this assumption and, in particular, the 
use of probenecid concentration rather than log-pro- 
benecid concentration (49) would require measuring 
CSF metabolite concentrations in each subject at more 
than one probenecid concentration in additicn to the 
baseline value. This would require at least three lum- 
bar punctures for each subject. Until such data are col- 
lected, our proposal for computing probenecid-cor- 
rected accumulations for CSF metabolites must re- 
main provisional but is preferable to analyses that fail 
to make any correction for CSF probenecid concentra- 
tions. 

Using this analysis for our data, we find that de- 
pressed patients have a decreased accumulation of 
free HVA when compared with the combined group of 
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normal controls and schizophrenic patients. In addi- 


"tion, depressed patients have decreased accumulation 


of free HVA when compared separately with normal 
controls or schizophrenic patients. This suggests that 
depressed patients have decreased functional activity 
in certain CSF dopamine systems compared with nor- 
mal controls or schizophrenic patients. 

It is possible that decreased HVA accumulation is a 
function of age rather than a correlate of depression, 
although we found no statistically significant correla- 
tion between age and HVA accumulation in any of our 
three subject groups. Until this result is replicated with 
younger depressed patients or with older control sub- 
jects, our finding of decreased accumulation of free 
HVA in depressed patients should be interpreted with 
caution. Our result may be correlated with depression 
and, like the illness, may be caused by an undiscov- 
ered primary etiological factor. It may also be an in- 
cidental result of some aspects of the depressed state 
such as decreased activity or sleep. Alternatively, this 
finding mav be intrinsic to the pathophysiology of de- 
pression. 


CONCLUSIONS 


At least four aspects of this paper are worthy of fur- 
ther consideration. First, this is the only report of the 
CSF concentrations of five major monoamine metabo- 
lites assessed by the probenecid technique in subjects 
with no known medical or psychiatric illness; this 
sample can serve as a control group for other investi- 
gators: who are studying these metabolites in clinical 
populations. Second, we offer a method for the analy- 
sis of CSF metabolite concentrations using the probe- 
necid technique, which we hope will stimulate dis- 
cussion of analytic methods for interpreting CSF data 
based on the probenecid technique. Third, the correla- 
tion between CSF metabolite concentrations and CSF 
probenecid concentrations is stronger for depressed 
patients than for schizophrenic patients or normal con- 
trols. Finally, we report decreased postprobenecid ac- 
cumulation of HVA in CSF of depressed patients. Fur- 
ther investigation should provide an explanation for 
these provocative findings. 
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. Natural History of Male Psychological Health: 
VIII. Antecedents of Alcoholism and “Orality”’ 


BY GEORGE E. VAILLANT, M.D. 


aa RENE ERA REOR REOR 
The author reports a prospective study of the mental 
health and alcohol use of 184 men first studied during 
their college years. When the men were 50 years old a 
rater blind to all other data classified the subjects' 
alcohol use as little (N —48), social (N 110), or abuse 
(N —26). The warmth of the men's childhood 
environment and their personality stability in college 
were assessed by other raters blind to data on 
subjects’ lives after college. Vignettes identifying 
“oral” adult behavior (pessimism, self-doubt, 
passivity, and dependence) were collected for each 
man by a rater blind to subjects’ alcohol use and 
childhood ratings. Poor childhood, personality 
instability in college, and adult evidence of personality 
disorder were correlated with oral-dependent behavior 
but not with alcohol abuse. The 26 problem drinkers 
seem to have been depressed and unable to cope as a 
consequence —not a cause —of their inability to 
control their alcohol consumption. 


R etrospective clinical studies of alcohol abuse have 
often equated the antecedents of alcoholism with 
those of the oral-dependent personality (1). However, 
because alcoholism profoundly distorts the individ- 
ual's personality, his social stability, and his own rec- 
ollection of relevant childhood variables, retrospective 
impressions are suspect. In recent years, four prospec- 
tive studies (2-5) have demonstrated many fallacies in 
our conception of the alcoholic personality. However, 
each of these studies has major limitations. The stud- 
ies by the McCords (2) and by Robins (3) are the most 
thorough, but almost all of their subjects who abused 
alcohol were derived from an unrepresentative group 
of schoolboys already identified as antisocial, and the 
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subjects were studied at only two points in time. 
Jones's study (4) had the advantage of usirg a more 
representative sample of well-studied middle-class 
boys and girls who were followed at multiple points in 
time into young adulthood. However, that sample has 
suffered from heavy attrition and has yielded too few 
alcoholics to be meaningful. The fourth study, by 
Kammeier and associates (5), demonstrated that path- 
ologic Minnesota Multiphasic Personality _nventory 
profiles observed in alcoholics had not been observed 
15 years previously in the same individuals before they 
became alcoholic. 

The goal of the present paper is to contrast the an- 
tecedents and correlates of ‘‘oral-dependent’’ behav- 
ior in adult life with those of alcohol abuse. The 
sample is drawn from a 40-year prospective study of 
healthy male college students. Their personzlities and 
childhoods were assessed when they were in college, - 
and their drinking histories and general adjustment 
have been closely monitored over the years. To mini- 
mize halo effects from knowledge of other aspects of 
the subjects' lives, alcohol abuse was defiaed arbi- 
trarily on the basis of an independent rater's assess- 
ment of biennial questionnaire reports of alcohol use. 
In this way it has been possible to separate judgments 
about childhood environment, personality, and alco- 
hol abuse. 


METHOD 
Sample 


The original sample consisted of 204 men who were 
selected for psychological and physical health when : 
they were sophomores at a northeastern liberal arts 
university between 1940 and 1942 (6, 7). In college, 
these men were studied closely by a team of psychia- 
trists, internists, physiologists, anthropologists, and 
psychologists. From age 22 to 55, they have bzen pro- 
spectively followed by means of biennial health, work, 
and lifestyle questionnaires. Most of the men were 
reinterviewed at age 30, and a random samp:e of half 
of the subjects were reinterviewed at age 47 (+2 
years). In addition, all independently identified prob- 
lem drinkers have been interviewed personally. 
Blindly coded Thematic Apperception Tests (TATs) 
were given to 60 of the men at age 30. 

Attrition has been modest. Six men withdrew from 
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the study, 5 when they were in college. Fourteen men 
died before the age of 50: none of these men abused 
alcohol or died from alcohol-related causes. Recent 
data include physical exams on 175 subjects and serial 
drinking histories for all of the 184 men who remained 
in the study. 

Over the years many independent ratings, listed be- 
low, have been made by observers blind to other study 
data. Two sets of ratings were made by observers 
blind to data after college. 

I. Childhood environment. The men were rated on 
a scale of 0-20 by two judges blind to events in sub- 
jects’ lives after they reached the age of 18. Data were 
derived from home visits to the family, developmental 
histories, and psychiatric Interviews with each sub- 
ject. This procedure is described elsewhere (8). Sub- 
scales reflected relationships with each parent and 
childhood emotional problems. 

2. Psychological soundness in college. After 3 
years of observation, the staff evaluated each subject's 
likelihood of developing psychological problems after 
college graduation on a 3-point scale (1=personality 
unusually well-integrated, 2=average prognosis for fu- 
ture personality stability, 3=subsequent emotional 
problems predicted). 

During the period 1967-1974 judges, working inde- 
pendently and blind to each other’s ratings and of the 
men's earlier adjustment, rated the men in the follow- 
ing 6 aYeas: 

l. Objective physical health (1—excellent, Jimi: 
chronic problems, 3=chronic illness, 4=chronic ill- 
ness with disability, S=dead) (9) and deterioration of 
health since 1964 (1=no change in intervening 10 
years; 3=changed two categories, e.g., from excellent 
health to chronic illness or from minor problems to 
chronic disability; 5-—excellent health in 1964 but dead 
in 1974). 

2. Outcome of children over 15. An 18-point scale 
describing blind assessments of the social and psycho- 
logical adjustment of these men's children (10). 

3. Adult adjustment. A 32-point scale reflecting job 
success and enjoyment, marital happiness, adequacy 
of vacations, psychiatric utilization, friendship pat- 
terns, and subjective health (11). 

4. Need for power. A 9-point scale based on TAT 
protocols obtained when the men were 30 and scored 
blind by a rater trained by McClelland (12). 

5. Maturation of defenses. A 26-point scale reflect- 
ing the maturity of the men's ego defenses (13). 

6. Alcohol use. On the basis of biennial question- 
naires done during the period 1946-1972, a rater blind 
to all other data categorized each man's alcohol use as 
follows: 1=little use (abstinence or less than 2 drinks 
per week for entire adult life); 2, 3, and 4- social drink- 
ing (increasing levels from 3 to 21 drinks weekly); 
5—heavy social drinking (equivalent of 5-8 ounces of 
hard liquor daily for 3 years or more without problems 
of control or clear damage to social relationships); 
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6=abuse (at times averaging more than the equivalent 
of 8 ounces of hard liquor daily and concern over con- 
trol and/or multiple reports of concern by others about 
subject's alcohol abuse at two points in time); and 
7=problem drinking for more than 5 years. 

In addition, between 1967 and 1974 I rated the men 
on five other variables. Although I was not aware of 
the above ratings I was not blind to the data on which 
they were based. 

1. "Oral" vignettes. In reviewing the subjects en- 
tire records, I recorded objective vignettes illustrating 
the six traits that Lazare and associates (14) have used 
to describe the oral personality: pessimism, passivity, 
self-doubt, fear of sex, suggestibility, and dependence. 
The number of such vignettes observed (0-20) during 
the adult life of each individual was used to estimate 
oral-dependent traits. This variable was available only 
for the 94 men randomly chosen for reinterview at age 
47. 

2. Use of prescription drugs. A 4-point scale was 
used to assess use of drugs—except those with mood- 
altering properties (1—no prescription drugs of any 
kind in past decade, 2-0ccasional use, 3=tcok one 
prescribed drug regularly, and 4=2 or more prescribed 
drugs daily). 

J. Lifetime cigarette use. A 5-point scale was calcu- 
lated on the basis of packs per day multiplied by years 
of smoking (1-never smoked regularly, 2=smoked a 
cigar or pipe regularly and/or smoked 1-10 “pack day 
years," 3=10-30 pack day years, 430-50 pack day 
years, and 5—50 or more pack day years). 

4. Lifetime use of mood-altering drugs. A 5-point 
scale was used (1=never used mood-altering drugs, 
2=used less than 30 sleeping pills or tranquilizers in 
life, 3=occasionally used mood-altering drugs at sev- 
eral points in time, 4—used tranquilizers daily for more 
than a month or often used sleeping pills, and 5=dam- 
aged health or social relationships by misuse of mood- 
altering medication). 

5. Family history of alcoholism. Assessed on a 
scale where 1=no relative, 2=one relative, 3=two or 
more relatives, and 4—a parent with alcoholism. 

Other systematically obtained data included social 
class, somatotype, fingernail biting (in college), and 
predominant symptoms at times of emotional stress, 
as reported in 1940, 1954, 1967, and 1972 (9). 


RESULTS 


An independent judge reviewed the alcohol use that 
the 184 men reported in the biennial questionnaires 
over 30 years. The judge placed 48 men in the ''little 
use’’ category, 92 in the "social use" category, 16 in 
the ‘‘heavy social use" category, and 25 in the 
"abuse'' (problem drinking) category. Questionnaire 
or interview data for the past 10 years were lacking for 
3 men, who were subsequently interviewed and identi- 
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TABLE 1 
R|cohol-Caused Problems Among the 26 Problem Drinkers 
Frequency 

Problem N % 
Employers’ complaints 8 3] 
More than one job lost or unemployment 2 8 
Families* and/or friends’ complaints 26 100 
Marital problems 23 88 
One medical problem 14 S4 
Diagnosis of alccholism by a clinician 11 42 
Multifle alcohol-related medical problems » 19 
Arrest for drunkenness (including driving offenses) 5 19 
Three or more arrests for drunkenness 2 8 
One hospitalization or alcohol clinic 

visit for alcoholism 8 31 
Multiple hospitalizations and/or clinic visits 6 23 
Admission of difficulty controlling alcohol use 24 92 
Blackouts Il 42 
Going on the wagon 15 58 
Morning tremulousness and/or drinking ll 42 
Frequent sick lezve or tardiness at work 3 i2 


fied as problem drinkers. I then reviewed all available 
information and reinterviewed those men indepen- 
dently classified as problem drinkers for whom recent 
interviews had not been done. Two men originally 
classed as problem drinkers were reclassified as heavy 
social drinkers because they appeared to have over- 
stated their drinking habits. (After personal inter- 
views, review of their wives’ questionnaires, their 
physicians’ reports, and their own subsequent ques- 
tionnaires, there was no evidence of loss of control, 
serious problems related to drinking, or intake ex- 
ceeding 8 ounces of hard liquor a day.) Five years of 
additional follow-up, full record reviews, and inter- 
views of other possible problem drinkers have not re- 
vealed clear examples of problem drinking that the 
blind rater missed. Thus 26 men— 1496 of the sample— 
were ultimately classified as problem drinkers. 

All 26 problem drinkers experienced 3 or more of 16 
problems in table 1. By DSM-III criteria 17 would be 
categorized as alcohol abusers and the other 9 as alco- 
hol-dependent. Eight men would have been called 
gamma alcoholics by Jellinek's criteria (15). Cahalan's 
11 criteria of problem drinking (16) did not adequately 
reflect alcoholic impairment in this upper-middle- 
class, middle-aged sample. Although their social rela- 
tionships were severely damaged some of these men 
could drink more than a pint of whiskey a day without 
incurring occupational, legal, or financial problems. 
Doctoral dissertations and novels were written during 
and surgical practices maintained between binges of a 
quart of whiskey a day. Only 8 of the 26 men had lost 
control of their drinking before the age of 40. By age 
55, the health care system had still identified only one- 
third of this group as alcoholic. This supports the 
widely held belief that high-status alcohol abusers tend 
to go undiagrosed and untreated. 

At some time 21 of these 26 men had seen a psychia- 
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TABLE 2 
Relationship of Drug and Alcohol Use to Childhood Environment 





Childhocd Environment 


Inter- 
Worst mediate Best 
(N34) iN =109) (N^41) 
Use and Abuse < — N % N % N % 
Problem drinking (ever) 6 18 i3 12 7 17 
Regular use of prescription 
medications (recent) 12 36 11 10 ] 2 
Regular use of mood-altering 
drugs (ever) 6 18 15 14 3 7 


trist. Ten of the more severe alcohol abusers had re- 
ceived at least 100 hours of psychotherapy, ani the 26 
men as a group had received 5,000 hours of psycho- 
therapy. Nevertheless, only 2 of the 26 problem drink- 
ers had achieved sobriety or decreased his alcohol use 
to the level of social drinking through psychotherapy. 

At the most recent follow-up (age 55—2 years) 16 
men continued to experience multiple problems from 
alcohol. Five men, all of whom had had 2 or more of 
the problems in table 1, had controlled taeir alcohol- 
ism by 3 or more years of sustained abs-inenze. The 
remaining 5 men identified as problem drinkers hzve 
managed to resume social drinking. However, onlv | 
of these 5 had experienced as many as 5 of the prob- 
lems in table 1; the others had experienced'only 3 
problems each. These data support the hy»othesis that 
the goal of returning to social drinking becomes in- 
creasingly less appropriate as alcoholism prozresses. 
By age 55, 4 of the 26 problem drinkers had died. 

Table 2 reveals an important and surprising finding. 
Alcoholism in this group could not be predizted by 
childhood environment, yet previovs investigations 
had demonstrated that childhood environment was sig- 
nificantly correlated with ‘‘oral’* vignettes, good adult 
object relations, and mental health at age 47 (&). Child 
psychiatrists who were asked to rerate the protocols 
confirmed this finding: they found no differences be- 
tween the childhoods of men with and without sub- 
sequent alcohol abuse. The 15 men with 6 or fewer of 
the problems in table 1 were contrasted with the 11 
men with 7 or more problems, and no significant dif- 
ferences were found on the childhood scores. Hew- 
ever, men who had experienced bleak childhoods were 
more likely to abuse mood-altering drugs at some time 
in their lives and were significantly (p«.00 ) more 
likely to have used prescription medicines recently for 
physical illness. 

Table 3 illustrates that early relationsh:ps with par- 
ents, childhood psychological problems, and osycho- 
logical soundness in college did not statistically dif- 
ferentiate men who remained social drinkezs from 
those who became alcohol abusers. However, the 
table illustrates a trend for men who always usad alco- 
hol sparingly (less than 2 drinks a week over tke entire 
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TABLE 3 
Possible Antecedents and Concomitants of Alcohol Use, in Percents 
Alcohol Use 
Little Social Abuse 
Variable (N=48) (N=110) (N=26) 
Antecedents (not significantly related) 
Worst childhood (bottom quarter) 17 18 23 
Best childhood (top quarter) 38 24 27 
Childhood emotional problems 25 33 23 
Poor mother/child relationship 23 17 12 
Future emotional problems 
predicted in college? 8 19 27 
Personality unusually well- 
integrated in college 44 34 35 
Concomitants (significantly related) 
Best adult adjustment 52 28 12 
Regular prescription medications 9 9 35 
Thirty or more pack years smoking 2 20 50 
Regular use of mood-altering drugs 4 7 38 
Never used mood-altering drugs 60 54 19 
Never saw a psychiatrist 79 66 19 
Five or more days/year sick leave 6 18 38 


?Tn some instances this rating reflected heavy college drinking. 

»Significant at p<.001, except for sick leave which was significant at p<.01. 
Significance was based on the Spearman-Pearson correlation coefficient be- 
tween the full range of the variable in question and the men's use of alcohol. 


study period) to have come from warmer childhood 
environments than their peers who were social drink- 
ers. 
In later life, this association between abstemious use 
of alcohol and certain measures of mental health be- 
came significant. As illustrated in table 3, men who 
used alcohol rarely were seen as better adapted on a 
scale of adult adjustment that correlated powerfully 
with many facets of positive mental health (11). These 
men were also much less likely to take other medicines 


or mood-altering drugs, to smoke, and even to stay in- 


bed when they had colds. 

Table 4 identifies antecedent variables that were 
correlated with oral vignettes but not with alcoholism. 
Lack of warmth or comfort with human relationships 
in childhood and adolescence predicted and presum- 
ably played a causal role in the development of pessi- 
mism, self-doubt, and dependence in adult life. Habit 
disorders such as cigarette and alcohol use seemed rel- 
atively independent of such childhood influences but 
did correlate with a family history of alcoholism. Men 
who had below-average childhoods were twice as 
likely as men with warmer childhoods to use mood- 
altering drugs regularly, although the finding did not 
reach statistical significance. Both of the men who had 
abused barbiturates had had bleak childhoods. Adult 
anxiety and psychopathology were correlated with ab- 
sence of psychological soundness and presence of a 
high resting pulse rate in college, reported presence of 
multiple physical symptoms with stress, and reported 
inability to concentrate under stress in adult life. Sur- 
prisingly, such evidence of premorbid anxiety was not 
correlated with subsequent alcohol abuse. McClelland 
has suggested that need for power, as measured by the 
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TABLE 4 
Significance of Pearson Product-Moment Correlations Between An- 
tecedent Variables and Adult Oral Behavior 


Oral Behavior? 


Prescription ' 
Oral Drug Use = 
Vignettes (Recent) Smoking 

Variable (N=94) (N=184) "(N—185) 
Family history of 

alcoholism n.s n.s <.001 
Poor childhood M 

environment <.001 <.001 <.05 
Poor father-child 

relationship <.01 <.05 n.s 
Poor high school social 

adjustment <.01 <.05 n.s 
Lack of personality 

soundness in college <.01 n.s. <.05 
Number of physical 

symptoms with stress <.01 <.001 n.s. 
Pulse rate in college <.01 n.s, n.s. 


aUse of mood-altering drugs was correlated only with physical symptoms with 
stress (p<.01), and alcohol use was correlated only with family history of . 
alcoholism (p<.01). 


TAT, may play an etiologic role in alcoholism (12). 
However, this relationship-was not confirmed in the 
present study. i 

Antecedent variables uncorrelated with any facet of 
adult oral behavior included birth order, quality of 
mother-child relationship, psychological problems in 
childhood, being seen as inhibited or cyclothymic in 
college, social class, and somatotype. 

Table 5 analyzes alcohol use in relation to behaviors 
thought to reflect the oral-dependent personality. The : 
ratings of the oral behavioral vignettes (i.e., pessi- 
mism, self-doubt, passivity, etc.) were clinical. How- 
ever, 30 men exhibited 1 or no such vignettes, and 20 
exhibited more than 10, so there seemed to be a clear 
clinical separation. High scores usually reflected 
chronic depression (8). Oral vignettes and alcohol 
abuse correlated significantly with reports of poor sub- 
jective health, objective evidence of aging (physical ill 
health, 1975), and with each other. Oral vignettes and 
alcohol abuse were both correlated positively with 
other kinds of drug use. In other words, the antece- 
dents of orality and alcoholism were different, but 
once alcohol abuse had developed, oral vignettes were 
common. Adult obesity and adolescent fingernail bit- 
ing were not significantly correlated with any of the 
variables associated with orality. 

Table 6 illustrates psychiatric outcome variables 
that were significantly correlated with oral vignettes 
but not with alcohol use. Men who had many vignettes 
of self-doubt, pessimism, dependence, and passivity 
also showed evidence of personality disorder, defined 
as 1) the presence of the immature defenses of projec- 
tion, acting out, fantasy, hypochondriasis, and passive 
aggression; or 2) life-long difficulty with working, lov- 
ing, perseverance, and suppression (stoicism). As . 
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TABLE 5 
Significance of Ccrrelations Among Variables Reflecting Oral Behavior? 
Oral Prescription Mood-Altering Extent of 
Vignettes Drug Use (Recent) Smoking Drug Use Alcohol Use 
Variable 7 E (N =94) (N—184) (Nz«185) (N= 187) (N =185) 
Objectige physical ill health, 1974 <.001 <.001 <0] <.001 <.01 
Subjective il] health, 1940-1974 <.001 <.01 n.s. «.01 <.01 
Oral vignettes 1940-1967 — <.001 <.01 <.001 <.001 
Smoking, 1940-1974 «.01 <.05 e «.01 <.00! 
Use of mood-altering drugs, 1940-1972 <.001 <.001 «.01 — zx. 001 
Alcohpl use, 1940-1974 <.001 <.001 <.001 <.001 — 
?Data were analyzed by Pearson product-moment correlations. 
TABLE 6 
Longitudinal Outcome Variables Significantly Correlated with Oral Vignettes But Not with Alcohol Use? 
Oral Vignettes Prescription Drug Smoking Mood-Altering Drug 





Variable (N=95) 
Poor object relations «.001 
Absence of steady promotion <.001 
Many immature defenses <.001 
Few vignettes reflecting suppression <.001 
Many vignet-es reflecting projection <.001 
Few vignettes reflecting perseverance <.001 
Few vignettes reflecting aggression <.001 
Avoidance of competitive sports (1967) <.001 
Stints vacation «.01 
Inability to concentrate with stress <.001 
"Nervous ' with stress <.01 
“Pearson product-moment correlation coefficients were used. 
TABLE 7 
Consequences of Differences in Alcohol Use 
Alcohol Use Il 
Little Social Abuse 
(N=48)  (N=110) (N=26) 
Variable — — N % N % N “Fo _ 
Excellent physical health 
(1974) 31 65 60 55 9 35^ 
Significant health deterio- 
ration since 1964 7 15 11 10 9 49^ 
Ten or more psychiatric 
visits (1975) 6 12 20 18 14 54° 
Job enjoyment (1967) 36 75 82 75 42 46° 
Good marriage (1967) 18. 38 36 33 1 4* 
Children manifes: good over- 
all outcome (1974) 27 S56 35. 32 5 19 
ap «.0l. 
dp «.05. 
cp <.001. 


might be expected, oral individuals had difficulty with 
aggression and anxiety and avoided competition and 
vacations. This was not true for alcohol abusers. The 
lack of correlation between these psychiatric outcome 
measures and alcohol abuse probably resulted from 
the longitudinal derivation of these variables (between 
ages 20 and 47); 15 (5896) of the problem drinkers did 
not lose control of their alcohol use until they had 
passed age 45. One defense mechanism, dissociation 
(neurotic denial), was significantly correlated with al- 
coholism (.50) and with smoking (.44) but nonsignifi- 


Use (Recent) (N =184) (N= 185) Use (Ever) (N=187) 
<.05 n.s. <.05 
n.s. <.05 n.s. 
<.05 n.s <.05 
n.s. n.s <.05 . 
n.s. n.s n.s. 
n.s. n.s n.s. 
n.s. n.s. n.s. 
n.s. <.05 n.s. 
<.05 n.s. n.s. 
n.s. «.05 ns. 
n.s. n.s n.s. 


cantly correlated with orality. Use of this defense was 
also correlated with a family history of alcoholism 
(13). 

If this study did not support the common belief that 
alcohol abuse is caused by an inadequate home life and 
premorbid personality disorder. it did suggest that 
once alcohol abuse develops it becomes a d:sabling 
disorder that affects all facets of adult develcpment. 
Table 7 illustrates that few men who had had engoyable 
marriages and jobs, good physical health, and success- 
ful children in recent years showed problem drinking. 
The 26 problem drinkers accounted for 20 divorces, 
more than the total for the other 158 men in the 
sample. 

The effects of moderate versus heavy social crinking 
were also assessed. The 92 men who averaged 1-3 
drinks daily were compáred with the 18 men who 
drank 5-8 ounces of hard liquor a day and/or whose 
drinking intermittently concerned them but had not 
bothered others. This group of heavy social czinkers 
did not fare worse than the moderate drinkers in any of 
the outcome categories in table 7. None of the 18 
heavy social drinkers used mood-altering drugs or pre- 
scription medicine. Only one took 5 days a year of sick 
leave, and a disproportionate number of heavy social 
drinkers who were also heavy smokers had managed 
to stop smoking. (Almost none of the men who were 
alcoholics were able to stop smoking.) In other words, 
control of relatively heavy drinking was associated 
with control in other areas of the men's lives. The 
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blind rater who attended only to the men’s own per- 
ceptions of their drinking had effectively separated 
those whose lives were damaged by heavy drinking 
from those who had not experienced such damage. 


DISCUSSION 


This sample is not large enough to permit the use of 
multiple regression techniques to assess causality. 
Continued follow-up is required before we can address 
definitively the more interesting question, What are 
the paths out of alcoholism? However, a prospectively 
studied community (as opposed to clinic) sample of al- 
cohol abusers has been identified, and certain etiologic 
questions have been addressed. The study helped to 
dissect two major factors, personality disorder and 
habit formation, that are associated with the develop- 
ment of alcoholism. Work by others (2, 3, 17, 18) sug- 
gests that alcoholism will develop in a disproportion- 
ate number of individuals whose childhood predicts fu- 
ture delinquency and drug abuse because of gross 
parental neglect and abuse. However, in the general 
population, the majority of alcoholics, especially those 
whose alcoholism has a late onset, do not fall in this 
category. The men in the present sample had been se- 
lected for mental health so as to try to exclude person- 
ality disorder. In this group, unhappy childhoods led in 
adult life to mental illness, lack of friends, and low 
self-esteem (8) but not to alcoholism. Thus in relative- 
lv healthy populations alcohol abuse may be more 
analogous to any intractable habit (e.g., smoking or 
fingernail biting) than to mental illness and may devel- 
op independently of preexisting psychiatric vulnerabil- 
ity. 

This interpretation does not suggest that all individ- 
uals are at equal risk of developing alcoholism. Ethnic- 
ity, culture, heredity, availability of inexpensive, high- 
proof alcohol, occupation, role models, depressive 
disorders, and polydrug abuse all play a role in the de- 
velopment of alcoholism (15). There is no doubt that 
psychopathology can play a significant role. In this 
sample, 11 of the 26 problem drinkers exhibited signifi- 
cant psychopathology independent of their alcohol 
use; 5 of these 11 men had unipolar or bipolar affective 
disorder. However, significant psychopathology was 
also identified in one-fourth of the nonalcoholic men in 
the study. 

I would not deny the importance of psychopatholo- 
gy in the genesis of alcoholism but would instead em- 
phasize the importance of alcohol abuse in the genesis 
of psychopathology. Too often, psychiatrists forget 
that alcohol in large quantities is the antithesis of a 
tranquilizer (19-21). The average alcoholic does not 
drink as an adult because his childhood was unhappy 
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and he was unusually anxious. Rather, he is unhappy 
and anxious in adulthood as a result of his past alcohol 
abuse. Together with other prospective studies, this 
paper suggests that the tendency to regard alcoholism 
as a symptom of personality disorder (22) may be 
based in many cases on erroneous retrospective-recon- 
structions. : 
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Clinical State and Serum Neuroleptic Levels Measured by 
Radioreceptor Assay in Schizophrenia 


BY LARRY E. TUNE, M.D., IAN CREESE, PH.D., J. RAYMOND DEPAULO, M.D., 
PHILEIP R. SLAVNEY, M.D., JOSEPH T. COYLE, M.D., AND SOLOMON H. SNYDER, M.D. 


The authors measured serum neuroleptic levels by 
radioreceptor assay in 30 schizophrenic patients 
receiving haloperidol, fluphenazine, chlorpromazine, 
molindone, thiothixene, or trifluoperazine. Neuroleptic 
leveis were significantly correlated with clinical state, 
monitored by an abbreviated version of the Present 
State Examination (the mini-PSE). Poor therapeutic 
responses were associated with serum levels under 50 
ngílml chlorpromazine equivalents. There was no 
correlation between neuroleptic dosage and mini-PSE 
score or between neuroleptic dose and serum 
neuroleptic levels. 


he large variations in neuroleptic dosages required 

by schizophrenic patients have led investigators to 
evaluate the relationship between clinical response 
and blood levels of the drugs. Although some workers 
have found positive correlations between clinical im- 
provement and plasma levels of neuroleptics or their 
metabolites (1-8), others have been less successful (9, 
10). Studies demonstrating that the plasma levels of 
the metabolite 7-hydroxychlorpromazine predicted 
clinical response better than did levels of the parent 
chlorpromazine (1, 3, 6, 7) suggest that therapeutic ef- 
fects may be determined bv active metabolites as well 
as by the parent drug. Accordingly, measurement of 
the parent drug alone may not reflect all therapeutical- 
ly active agents. Most clinical studies have been re- 
stricted to measurements of chlorpromazine because 
chemical techniques have not been generally available 
for the many other neuroleptics in clinical use. Also, 
global ratings of mental status used in some studies 
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may not adequately quantify the schizophrenic symp- 
toms that might respond selectively to drugs. 

Recently, we reported a novel radioreceptor assay 
for neuroleptics based on the competition of these 
drugs in plasma or serum for the binding of ?F-spiro- 
peridol or ?H-haloperidol to dopamine receptors (11). 
Because the therapeutic activity of neuroleptics ap- 
pears to involve blockade of dopamine receptors (12), 
this assay was designed to detect pharmacologically 
active metabolites as well as the parent drugs of all 
neuroleptics in clinical use. Drugs other than neurolep- 
tics, if given in therapeutic doses, were not detected 
by this assay (11). In one study, we found a relation- 
ship between clinical state and neuroleptic levels mon- 
itored serially on 6-10 occasions (13). In the present 
study, we have measured serum levels of neuroleptics 
by radioreceptor assay in 30 patients each of whom 
received one of six different neuroleptics. We then ex- 
amined the relationship of blood levels to clinizal state 
as monitored by an abbreviated version of the Present 
State Examination. 


METHOD 
Subjects 


Thirty schizophrenic patients hospitalized between 
July 1, 1977, and January 1979 at the Henry Phipps 
Psychiatric Clinic and Baltimore City Hospita s Acute 
Psychiatric Unit were included in the study. All sub- 
jects met Research Diagnostic Criteria for sch:zophre- 
nia (14) and 8096 met the diagnostic criteria established 
by Breakey and Goodell (15). The cchort included 19 
men and 11 women with a mean age of 37 years 
(range= 18-81 years). 

Patients received a variety of neuroleptics. In order 
to approximate steady drug levels, patients were re- 
quired to have received one of the following dosage 
regimens (minimum daily dose) for at least 4 days: 
haloperidol, 20 mg/day; fluphenazine HCl, 20 mg/day; 
chlorpromazine, 400 mg/day; molindone, 40 mg/day; 
thiothixene, 40 mg/day; or trifluoperazine, 20 mg/day. 

All but 4 patients received anticholinergic medica- 
tions for extrapyramidal side effects. Of these patients, 
25 received either benztropine mesylate (Cogentin) or 
trihexyphenidyl (Artane) in doses of 4-6 mg/day and 1 
received diphenhydramine (Benadryl, 100 mg'day). 
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FIGURE 1 
Comparison of Clinical State, Serum Neuroleptic Levels, and Neuroleptic Dosage in 30 Schizophrenic Patients? e 
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NEUROLEFTIC SERUM LEVEL 
(chlorpromazine equivalents, ng/ml) 


NEUROLEPTIC DOSAGE 
(chlorpromazine equivalents, mg/day) 


HALOPERIDOL DOSAGE (meday) 


2Mini-PSE (MPSE) scores in excess of 4 reflect major schizophrenic pathology. The use and definition of chlorpromazine equivalents here differ from the 


expression of serum neuroleptic levels as chlorpromazine equivalents. 


All patients’ clinical ratings were assessed at the 
time of blood collection (performed once, 14-28 days 
aiter admission) with a modified version of the Present 
State Examination (Mini-PSE). The details of this ex- 
am are published elsewhere (3, 13). This measurement 
includes those PSE items of particular relevance for 
schizophrenia. The mini-PSE was administered by an 
Observer (L.E.T.) who was blind to subjects' neuro- 
leptic drug levels and medication schedules. 

Bloód was collected in untreated tubes approxi- 
mately 4-6 hours after the last dose of neuroleptic 
medication. Samples were allowed to clot at room 
temperature, centrifuged, and the serum frozen at 
—20°C for 2-10 days before assay. Aliquots of serum 
(60 uliter) were assayed in triplicate for total serum 
levels of neuroleptic by a radioreceptor technique in 
which added drug competes with *H-spiroperidol for 
binding to dopamine receptors in rat caudate mem- 
branes (11). On a log-probit plot, the reduction in ?H- 
spiroperidol binding is related linearly to drug concen- 
tration. In the i-ml assay volume employed, dilution of 
the serum causes the drug to dissociate completely 
from serum protein so that total serum levels are mea- 
sured. Because the assay measures dopamine receptor 
blocking activity, both the parent drug and anv phar- 
macologically active metabolites are measured. Ail 
neuroleptic levels are expressed as chlorpromazine 
equivalents (CPZ-E) in nanograms per milliliter. This 
value indicates the concentration of chlorpromazine 
that would produce the degree of binding inhibition ob- 
served with serum samples. It should be emphasized 
that this use of CPZ-E 1s unrelated to expression of 
neuroleptic dosage in chlorpromazine equivalents. 


RESULTS 


There was a significant correlation between serum 
levels of neuroleptics and the mini-PSE score (figure 


1). Of the 13 patients with serum levels less than 50 ng/ 
ml, 8 had mini-PSE scores above 4, which indicates 
considerable schizophrenic psychopathology. Three 
of the 9 patients with blood levels between 50 and 100 
ng/ml had mini-PSE scores above 4. Strikingly, none 
of the 8 patients with blood levels between 100 and 200 
ng/ml had a mini-PSE score above 4. The three groups 
of patients (0-50, 50-100, and 100-200 ng/mi) did not 
differ in duration of present illness before hospital- 
ization, number of previous psychotic episodes and 
hospitalizations, or intervals between admission and 
blood collection for neuroleptic assay. Blind semi- 
quantitative evaluation of case histories failed to show 
any differences in the extent of schizophrenic psycho- 
pathology. Chi-square analysis on a 2X3 table of mini- 
PSE values above versus below 4 showed a significant 
difference (y?=8.14, p<.02), with a Pearson contin- 
gency coefficient of .46. The mean mini-PSE score 
(+SEM) for the 13 patients in the 0-50 ng/ml group 
was 5.38+1.28 compared with 0.75+0.41 for the 8 pa- 
tients in the 100-200 ng/ml range. A two-tailed t test 
comparing mini-PSE scores in the 0-50 ng/ml and 100- 
200 ng/ml ranges was also statistically significant 
(t=2.75, p«.02). 

All but 3 of the patients received 4-6 mg/day of 
benztropine or trihexyphenidyl. There was no rela- 
tionship between the identity of the anticholinergic 
drug or its dose and serum levels of neuroleptics. The 
4 patients who were not receiving anticholinergic med- 
ication had serum levels of 43, 33, 16, and 188 ng/ml; 3 
of these patients were in the group with the lowest 
neuroleptic levels. Anticholinergic medication has 
been reported to lower blood levels of neuroleptics (2, 
16). We have found no interference with the neurolep- 
tic assay by anticholinergic drugs (Creese and Snyder, 
unpublished observations). That 3 of the patients who 
were not receiving anticholinergic drugs had the low- 
est levels of neuroleptics suggests that the anti- 
cholinergic medication administered in this study did 
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not affect in a major way the blood levels of neurolep- 
‘tics, although the small number of patients who were 
not receiving anticholinergics precludes strong con- 
clusions. Instead, it is more likely that some of the pa- 
tients with very low neuroleptic levels experienced 
few éxtrapyramidal side effects and therefore did not 
requife anticholinergic drugs. 

We used two approaches to determine whether the 
dosage of neuroleptic correlated with mental status. 
Eighteen of the 30 patients were receiving haloperidol, 
while the remaining 12 patients were divided into small 
numbers receiving one of the other five neuroleptics. 
We compared absolute milligram dosage of haloperi- 
dol with PSE scores and found no statistically signifi- 
cant relationship (r=.26). To compare dosage and clin- 
ical state for all the neuroleptics, we converted their 
absolute doses into "'chlorpromazine equivalent” 
doses by using the method of Davis (17, 18). Again, 
there was no correlation between dosage and mini- 
PSE score (r=.07). 

We compared blood levels with dosage equivalents 
for all of the neuroleptics and with absolute dosage of 
haloperidol. Pearson product-moment correlation co- 
efficients for these comparisons were nonsignificant 
(r= .0006 and .08, respectively). 


DISCUSSION 


The major finding of the present study is the signifi- 
cant correlation between neuroleptic serum levels and 
clinical response on the mini-PSE. By contrast, drug 
dosage did not predict clinical response. Moreover, 
dosage and blood levels of the neuroleptics were not 
significantly correlated. 

One goal in comparing neuroleptic serum levels and 
clinical state is to evaluate the clinical utility of blood 
level determinations. We found that the best therapeu- 
tic response was achieved in patients who had serum 
levels between 100 and 200 ng/ml. Half of the 20 pa- 
tients with serum levels under 100 ng/ml had a poor 
clinical response. An even better prediction of thera- 
peutic status was obtained when patients were sepa- 
rated into groups with serum levels above and below 
50 ng/ml. The range of serum neuroleptic levels that 
correlates with good clinical response in the present 
study agrees well with some earlier studies measuring 
chlorpromazine levels (2). The significant correlation 
between clinical state and serum neuroleptic levels us- 
ing the “‘naturalistic’’ design of the present study sug- 
gests that neuroleptic level assays may be appropriate 
for routine evaluation of “‘nonresponder’’ patients. 
These findirgs, however, must be interpreted with 
caution because the patients had unequal treatment 
durations. Also, mini-PSE tests were not performed at 
the time of admission, so that drug-related change in 
clinical state could not be assessed. 

Some studies have noted a therapeutic window, 
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with very high blood levels reflecting poor clinical re- 
sponse (2, 4, 8). None of the patients in the present 
study had a serum level exceeding 200 ng/mi. How- 
ever, in our earlier study using the neuroleptic radio- 
receptor assay, we did note a relationship between 
clinical deterioration and very high serum levels of 
some neuroleptics (13). It is not clear whether ex- 
tremely high neuroleptic levels elicit clinical d2teriora- 
tion or whether the ‘‘deterioration’’ actually reflects 
the fact that patients who are unresponsive to medica- 
tion are treated with progressively higher doses of 
drugs. | 

Although our findings of a relationship betw2en clin- 
ical state and neuroleptic level agree with several other 
reports (1-8), some investigators have not found a 
close relationship between neuroleptic blood levels 
and clinical response (9, 10). One variable that might 
contribute to differing results is the system of patient 
evaluation. The clinical status of our patients was 
monitored by the mini-PSE, which is a highly reliable 
instrument for evaluating schizophrenic symptom- 
atology. It is interesting that Phillipson and associates 
(3), who found a good relationship between 7-hydroxy- 
chlorpromazine levels and clinical response, also used 
the mini-PSE. 

The neuroleptic radioreceptor assay measures both 
the parent drug and metabolites that are zctive in 
blocking dopamine receptors. It is conceivable that in 
other studies metabolites which were not detected 
might have accounted, in part, for therapeutic activity. 
7-Hydroxychlorpromazine has behavioral activity 
equivalent to that of chlorpromazine in animals (19) 
and a similar affinity for dopamine receptors (20). 7- 
Hydroxychlorpromazine accumulates in substantial 
concentrations in the blood of patients treated with 
chlorpromazine, where it has a proportion of unbound 
drug 4-5 times that of chlorpromazine (21). The role of 
metabolites in the therapeutic efficacy of other neuro- 
leptics 1s unclear. Thioridazine is metabolized to 
mesoridazine, which is therapeutically active. To as- 
sess the existence of possible active metabolites of 
other neuroleptics it would be desirable to zompare 
blood levels measured by radioreceptor assav and by 
chemical techniques, a procedure not feasible in the 
present study because of the multiplicity of neurolep- 
tics employed. 


REFERENCES 


1. MacKay AVP, Healey AF, Baker J: The relationship of plasma 
chlorpromazine to its 7-hydroxy and sulphoxide metabolites in a 
large population of chronic schizophrenics. Br J Clin Pharmacol 
1:425-430, 1974 

2. Rivera-Calimlim L, Nasrallah H, Strauss J, et al: Clinical re- 
sponse and plasma levels: effect of dose, dosage schedules, and 
drug interactions on plasma chlorpromazine levels. Am J Psy- 
chiatry 133:646-652, 1976 

3. Phillipson OT, McKeown JM, Baker J, ət al: Correlation be- 
tween plasma chlorpromazine and its metabolites and clinical 
ratings in patients with actual relapse of schizophreni- and para- 


190 


10. 


17. 


. Sakalis G, Chan TL, Sathananthan G, et al: 


SERUM NEUROLEPTIC LEVELS 


noid psychosis. Br J Psychiatry 131:172-185, 1977 


. Garver DL, Dekirmenjian H, Davis JM, et al: Neuroleptic drug 


lavels and therapeutic response: preliminary observations with 
red blood cell bcund butaperazine. Am J Psychiatry 134:304- 
307, 1977 


. Smith RC, Dekirmenjian H, Davis JM, et al: Plasma butapera- 


zine levels in long-term chronic non-responding schizophrenics. 
Comm Psychopharmacol 1:319-324, 1977 

Relationships 
among clinical response, extrapyramidal syndrome and plasma 
chlorpromazine and metabolite ratios. Comm Psychopharmacol 
1:157-166, 1977 


. Sakalis G, Chan TL, Gershon S, et al: The possible role of me- 


tabolites in therapeutic response to chlorpromazine treatment. 
Psychopharmaco:ogia 32:279-284, 1973 


. Garver DL, Dekirmenjian H, Davis JM: Phenothiazine red cell 


levels and clinical response. Psychopharmacol BUE 14:27-29, 
1978 


. Wiles DH, Kolakowska T, McNeilly AS, et al: Clinical signifi- 


cance of plasma chlorpromazine levels: I. Plasma levels of the 
drugs, some of its metabolites and prolactin during acute treat- 
ment. Psychol Med 6:407-415, 1976 

Sakalis G, Curry SH, Mould GP, et al: Physiologic and clinical 
effects of chlorpromazine and their relationship to plasma level. 
Clin Pharmacol Ther 13:931-946, 1972 


. Creese I, Snyder SH: A simple and sensitive radioreceptor as- 


say for antischizophrenic drugs in blood. Nature 270:180-182, 
1977 

Creese I, Burt DR, Snyder SH: Biochemical actions of neuro- 
leptic drugs: focus on the dopamine receptor, in Handbook of 


13. 


14. 


I5. 


Zk. 


4 
Am J Psychiatry 137:2, February 1 Q30 


a 
Psychopharmacology, vol 10. Edited by Iversen LL, Iversen S, 
Snyder S. New York, Plenum Press, 1978 
Tune LE, Creese I, DePaulo JR, et al: Neuroleptic serum jv 
measured by radioreceptor assay and clinical response in schiz-' 
ophrenic patients. J Nerv Ment Dis (in press) 
Spitzer RL, Endicott J, Robins E, et al: Preliminary report of 
the reliability of research diagnostic criteria applied to psychiat- 
ric case records, in Predictability in Psychopharmacology: Pre- 
clinical and Clinical Correlations. Edited by Sudilovsky A, Ger- 
shon S, Beer B. New York, Raven Press, 1975 i 
Breakey WR, Goodell H: Thought disorder in mania and schizo- 
phrenia evaluated by Bannister’s grid test for schizophrenic 
thought disorder. Br J Psychiatry 120:391-395, 1972 * 


. Rivera-Calimlim L, Castaneda L, Lasagna L: Effects of mode of 


management on plasma chlorpromazine in psychiatric patients. 
Clin Pharmacol Ther 14:978-986, 1973 


. Davis JM: Dose equivalence of the antipsychotic drugs. J Psy- 


chiatr Res 11:65-69, 1974 


. Davis JM: Comparative doses and costs of antipsychotic medi- 


cation. Arch Gen Psychiatry 33:858-861, 1976 


. Barry H, Steenberg ML, Manian AA, et al: Effects of chlor- 


promazine and three metabolites on behavioral responses in 
rats. Psychopharmacologia 34:351-360, 1974 


. Creese I, Manian AA, Prosser TD, et al: ?H-Haloperidol binding 


to dopamine receptors in rat corpus striatum: influence of chlor- 
promazine metabolites and derivatives. Eur J Pharmacol 
47:291-296, 1978 

Freedberg KA, Innis RB, Creese I, et al: Antischizophrenic 
drugs: differential plasma protein binding and therapeutic activi- 
ty. Life Sci 24:2467-2474, 1979 


a 


$ 


e 
Am J Psychiatry 137:2, February 1980 


in Schizophrenia 


191 


. Elevation of Brain Neuroleptic/Dopamine Receptors 


BY FYRONE LEE, PH.D., AND PHILIP SEEMAN, M.D., PH.D. 


E —————«R———A—————————————— NB 


To test the dopamine hypothesis of schizophrenia the 
authors measured specific ?H-neurolepticldopamine 
binding sites in three dopamine-rich regions of 59 
postmortem normal human brains and 50 postmortem 
brains from schizophrenic patients using 
?H-haloperidol and *H-spiperone. The binding of 2 nM 
*H-haloperidol and of 1 nM *H-spiperone was 
significantly elevated in the brains from schizophrenic 
patients. The brain regions from patients who had no 
history of being treated with neuroleptic drugs also 
exhibited significantly higher binding of the 
*H-neurolepiics. These results are compatible with the 
hypothesis that schizophrenia may be associated with 
an overactivity of postsynaptic dopamine receptors. 


he dopamine hypothesis of schizophrenia essen- 
tially states that schizophrenia may be associated 
with an overactivity of dopamine synapses (1-9). Al- 
though there is no evidence directly demonstrating 
such an overactivity, there is wide circumstantial sup- 
port for the hvpothesis. For example, neuroleptic 
drugs effectively block dopamine synapses (9-12) and 
receptors (13-20). They also block the psycho- 
tomimetic effects of dopaminemimetic drugs: am- 
phetamine (9) and apomorphine (12, 21, 22). 
Dopaminergic hyperactivity may arise from, among 
other possibilities, an increased amount of brain dopa- 
mine, an increase in the number or sensitivity of the 
postsynaptic dopamine receptors (23-27), or a de- 
crease in the number of presynaptic dopamine recep- 
tors (27, 28). The dopamine content of various brain 
regions in postmortem brains from schizophrenic pa- 
tients has been reported to be normal (29) or elevated 
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. (30) in the nucleus accumbens, but the content in the 


striatum has been reported to be the same in these 
brains as in those from normal subjects (29, 30). No- 
difference has been found in the dopamine-sensitive 
adenylate cyclase in the striatum between schizo- 
phrenic and control tissues (31). 

To test for the presence of abnormal propzrties of 
dopamine binding sites, we have been meastzing the 
binding of *H-neuroleptics to dopamine-rich regions in 
postmortem brains from patients who had schizophre- 
nia (23-27). In this report we extend our date up to a 
total of 59 postmortem brains from neurologically nor- 
mal control subjects and 50 postmortem bra:ns from 
schizophrenic patients. 


METHOD 


?H-Haloperidol (8.4-19.4 Ci/mmol) was obtained 
from IRE Belgique (Mol-Donk, Belgium) and ihe New 
England Nuclear Corporation (Boston, Mass.); ?H- 
spiperone (26.4 Ci/mmol) was obtained from :he New 
England Nuclear Corporation. The buffer used con- 
tained 15 mM Tris-HCl, 5 mM Na;EDTA, 1.1 mM as- 
corbate, and 12.5 uM nialamide; the pH was adjusted 
to 7.4 using .Í N HCI. Although the nialamid2 had no 
effect on the specific binding of either ?*H-ha.operidol 
or ?H-spiperone, we retained it in the buffer because 
we wanted to preserve the identical protoco. we had 
used in our earlier work on postmortem brain tissues 
(23-27). (The purpose of the nialamide in those earlier 
studies was to prevent the breakdown of ?*H-apomor- 
phine during the assay for high affinity binding sites for 
?H-apomorphine.) (+)- or (—)-Butaclamol was pre- 
pared fresh daily from a 1 mM ethanol stock by dilut- 
ing with buffer. l 

The postmortem human brain tissues were obtained 
from the Wadsworth Veterans Administration Hospi- 
talin Los Angeles, courtesy of Dr. W.W. Tourtellotte; 
Addenbrooke’s Hospital in Cambridge, England, 
courtesy of Drs. E. Bird and E. Spokes; the Clarke 
Institute of Psychiatry in Toronto, courtesy of Dr. O. 
Hornykiewicz; and the Toronto Western Hospital in 
Toronto, courtesy of Dr. J. Deck. The control human 
brains were from individuals who had died suddenly of 
nonneurological causes, such as car acciderts, myo- 
cardial infarction, or pneumonia. Informed consent 
was obtained from the next of kin. We found that the 
specific binding of *H-spiperone in different control 
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FIGURE 1 
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' . brains was almost always the same, regardless of the 


cause of death (see figure 1). The criteria used for diag- 
nosis of schizophrenia in this study have been outlined 
in another report (30). The schizophrenic brains were 
included if two psychiatrists could agree on the clinical 
diagnosis of schizophrenia after independently exam- 
ining the patient's hospital chart. The following factors 
were used to establish the diagnosis of schizophrenia: 
1) the patient first obtained psychiatric treatment when 
younger than age 30, 2) the illness was chronic with 
repeated hospital admissions or uninterrupted hospital 
care after the first admission, 3) the core symptoms of 
schizophrenia as listed by Wing and associates (see 
reference 30}, were present, and 4) there was no sub- 
stantial organic illness or psychoactive drug abuse. 
The average age of the control subjects at death was 
54 years (range, 19-88 years). The average age of the 
schizophrenic subjects at death was 52 years (range, 
17-92 years). The interval between death and freezing 
of the brain (autolysis time) for control tissues was 30 
hours; for schizophrenic tissues it was 37 hours. We 
did not find any correlation between the amount of 
specifically bound ?H-spiperone and the ages or the 
autolysis times of 53 control brains; there was no dif- 
ference in ?H-spiperone binding between men and 
women in the control or the schizophrenic series. 


Preparation of Homogenates from Hitman Brain 
Regions 


The procedure we used for preparing the homoge- 
nates from human brain regions was basically the same 
as that reported in another article (32). The brain re- 
gion was suspended in ice-cold buffer (1:10, wt/vol) 
and homogenized using a glass homogenizer with a 
Teflon piston (.13-.18 mm clearance). Homogeniza- 
tion was complete after passing the piston (rotating at 
500 rpm} for 20 up-and-down strokes. The crude ho- 
mogenate was then diluted with buffer to a final tissue 
concentration of about 45 mg wet tissue per milliliter 
of buffer. The crude homogenate, after pre-incubation 
at 37°C for 1 hour, was divided into 1-ml aliquots and 
stored at —22?C for later use. Before use, the homoge- 
nate was thawed and spun at 40,000 g for 15 minutes at 
4*C in a refrigerated centrifuge. The supernatant was 
discarded and the pellet was resuspended in 3 ml of 
buffer. Final homogenization was carried out with a 
Polytron homogenizer at a setting of 5.5 (full scale= 10) 
for 20 seconds using a PT-10 generator and a 15-ml 
glass tube (size=20 100 mm) to contain the suspen- 
sion. Protein concentration of the final membrane sus- 
pension was maintained at .2-.25 mg of protein per as- 
say tube. 


Binding Assays 


The binding assays were done using 12x75-mm 
glass test tubes. We added .2 ml of membrane suspen- 
sion to the test tube already containing .2 ml of (+)- or 
(—}butaclamol (final concentration=.1 uM for °H- 
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haloperidol binding and 1 uM for ?H-spiperone bind- 
ing) and .2 ml of ?*H-haloperidol (final concentration=2 
nM) or ?H-spiperone (final concentration=1 nM). We 
chose the lowest feasible final concentrations of each 
3H-ligand to detect the high affinity component of °H- 
neuroleptic binding, but this concentration was also 
sufficiently high that each filter would have no less 
than 200 cpm of specifically bound *H-neuroleptic. To 
define specific binding of the *H-neuroleptic, we chose 
the highest concentration of (+)-butaclamol that was 
also lower than that at which nonspecific effects occur 
(15). 

In the experiments in which we measured the dis- 
sociation constant (Ka) and the density of bincing sites 
(Bmax) by means of a standard Scatchard analvsis, we 
used increasing concentrations (final) of .2, .4, .6, .8, 
and 1.0 nM ?H-spiperone to saturate the binding sizes. 
The experimental points for the specific amounts of 
?H-spiperone bound at each of these ?H-spiperone 
concentrations all fitted the Scatchard stra ght line 
with a correlation of .97. The ingredients were thor- 
oughly mixed with a Vortex mixer and were then al- 
lowed to incubate at room temperature for 30 minutes. 
Each experimental value was based on sexiuplicate 
sets of tubes. At the end of the incubation period, .5 ml 
was taken out of the incubation tube with a p:pet; this 
was rapidly filtered through a glass fiber filter disc (GF/ 
B, 24-mm diameter) under negative pressure and then 
immediately washed with 5 ml of buffer at room tem- 
perature (for *H-haloperidol) or with 10 ml of buffer 
(for ?H-spiperone). The filter was then transferred to a 
liquid scintillation vial; 8 ml of liquid scintillation cock- 
tail (Aquasol) was added, and all vials were kept at 4?C 
for 16-20 hours for temperature equilibration and de- 
velopment of translucency of the filter. Radioactivity 
was then monitored using a liquid scintillation counter. 

The specific binding of the *H-neuroleptic was de- 
fined as that amount bound in the presence of either 
buffer or (—)-butaclamol minus that bound in the pres- 
ence of (+)-butaclamol. The results were calculated 
and expressed as femtomoles of specifically bound °H- 
ligand per milligram of homogenate protein. 


RESULTS 


As shown in the top portion of figure 1, the specific 
binding of 2 nM ?H-haloperidol to schizophrenic caud- 
ates (85.62 4.21 fmol/mg) was 93% higher than that to 
normal caudates (44.482 1.14 fmol/mg) (p«.C01, two- 
tailed t test). The bottom portion of figure 1 shows that 
the average increase in schizophrenic putamens 
(77.14+3.23 fmol/mg) was 64% higher than that in nor- 
mal putamens (46.97+2.04 fmol/mg) (p«.001). The 
specific binding of 1nm ?H-spiperone (see figure 2) to 
schizophrenic caudates (149.05--6.95 fmol/mg) was 
about 4796 higher than that to normal caudates 
(101.12+4.89 fmol/mg) (p«.001), and the average in- 
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FIGURE 2 > 
Specific Binding of 3H-Spiperone to Normal and Schizophrenic Caudates and Putamens? 
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TABLE 1 
Subjects 
Normal Brains 

Type of Binding N Mean SEM 
3H-Spiperone to caudate 27 101.1 4.9 
3H-Spiperone to putamen 33 103.7 3.7 
3H-Haloperidol to caudate 32 44.] 1.3 
*H-Haloperidol to putamen 32 47.8 2.4 


crease in schizophrenic putamens (149.99+7.83 fmol/ 
mg) was 4596 higher than that in normal putamens 
(103.72+3.66 fmol/mg) (p<.001). There were also 
large increases in the specific binding of these ?H- 
neuroleptics tc the schizophrenic nuclei accumbens: a 
110% increase for ?H-haloperidol binding (37.5+2 
fmol/mg for 2 normal tissues, 79-7 fmol/mg for 9 
schizophrenic tissues; individual data not shown) and 
a 11596 increase for ?H-spiperone binding (55-5 fmol/ 
mg for 2 control tissues; 118+18 fmol/mg for 4 schizo- 
phrenic tissues). 

Of the schizophrenic subjects, 11 had no history of 
long-term neuroleptic treatment. Subjects 75-46s, S14, 
S15, S21, 322, S42, and S40 had no record of ever re- 
ceiving neuroleptic medication of any kind. Subject 
74-9s had received 1500 mg of chlorpromazine within 4 
hours of death but had not been receiving neuroleptics 
before that. Subject 74-26s also had never received 
chronic neuroleptic medication but had received 1100 
mg,of chlorpromazine within 24 hours of death. Sub- 
jects S4 ard $27 had no record of receiving any neuro- 
leptic medication for at least a year, and it was likely 
that these subjects had never received such medica- 
tion. The mean (X SEM) ?H-neuroleptic binding of the 
brains of these untreated schizophrenic subjects is 
shown in table 1. Both the drug-treated and untreated 
schizophrenic groups showed significant elevation 
(p«.001) in *H-haloperidol as well as ?H-spiperone 
binding in comparison with the normal group. No sig- 
nificant difference was found between the treated and 
untreated schizophrenic groups (p^. 1). 

To determine whether the enhancement in ?H- 
neuroleptic binding was due to an increase in the den- 
sity of sites or in the affinitv of these sites for the ?H- 
neuroleptic, we measured these parameters in a sepa- 
rate set of more recently collected brain tissues. There 
was no difference between the dissociation constants 
(Ka) of the striatal (putamen) tissues for ?H-spiperone 
(Ka for normal tissues=.31+.07 nM, N=6; Ka for 
schizophrenic tissues- .34+.06nM, N=8). There was, 
however, a highly significant increase of 105% in the 
density of sites (66.2+8.82 fmol/mg for normal tissues, 
N=6; 135.8: 13.9 fmol/mg for schizophrenic tissues, 
N=8). 
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T 3H-Neuroleptic Binding in Brains from Schizophrenic Patients Who Did or Did Not Receive Long-Term Neuroleptic Treatment and from Normal 


Binding (fmol/mg protein) 
Schizophrenic Brains 


Treated Patients Untreated Patients 


N Mean SEM N Mean SEM 

21 155.6 8.8 8 131.7 7.9 

26 159.0 8.] I1 128.8 17.1 

16 80.1 3.0 5 74.7 8.7 

14 76.9 4.0 7 73.1 7.9 
DISCUSSION 


These results extend our previous finding (23-27) 
that there is an increase in ?H-neuroleptic binding in 
brains from schizophrenic patients. Our previous stud- 
ies reported on 20 schizophrenic and 28 normal orains, 
and the current work enlarges this series to 50 schizo- 
phrenic and 59 normal brains. For statistica. com- 
parison of the normal and schizophrenic tissues, those 
measured with ?H-haloperidol in the earlier work were 
included with the additional data in the current study. 

Of the schizophrenic brains, 11 were from patients 
who had received no (or a negligible minimum 0-7) long- 
term neuroleptic medication (see table 1). These ‘‘un- 
treated’’ tissues also exhibited an increase in °H- 
neuroleptic binding in both the caudate and the puta- 
men. Although there is a limited number of untreated 
brains, it seems unlikely that the increase in binding 
was totally drug-induced because long-term adminis- 
tration of even very large doses of neuroleptics to ani- 
mals generally results in a delayed (days to weeks) in- 
crease in ?H-neuroleptic binding of less than 30% (33, 
34). Clow and associates (35) found that *H-spiperone 
binding in the striatum increased by 64% in rats treated 
for 1 year with phenothiazines, implying that the in- 
crease in human °H-neuroleptic/dopemine rezeptcrs 
are drug-induced. It is important to stress, hcwever, 
that long-term neuroleptic treatment elevates the spe- 
cific binding of ?H-apomorphine in rat striatum (33, 
34). No such elevation in the binding of ?H-apomor- 
phine was found in schizophrenic brains (27). Further- 
more, the specific binding of ?*H-ADTN (which is 
known to label the same type of dopamine receptors as 
are labeled by ?H-apomorphine [36]) is the same in 
control and schizophrenic brains (37). If the changes 
observed in the schizophrenic tissues were drug-in- 
duced, one would have expected the binding of ?H- 
apomorphine and/or ?*H-ADTN to increase as well. 

Although the binding of ?H-spiperone was signifi- 
cantly different between normal and schizophrenic tis- 
sues (see figure 2), there was considerable overlap in 
the data. Less overlap occurred using ?H-haloperidol 
(see figure 1). It is known, however, that ?H-haloperi- 
dol is more selective than ?H-spiperone in ‘abeling 
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dopamine receptors, since *H-spiperone can also label 
serotonin receptors, for example (38-40). 

Owen and associates (41) and Crow and associates 
(42) have confirmed our finding (23-27) of a 50% eleva- 
tion of ?H-spiperone binding (at .8 nM) in 19 schizo- 
phrenic caudates and putamens. Although in 1978 
Mackay and associates (43) found no significant dif- 
ference in ?H-spiperone binding to the schizophrenic 
nucleus accumbens (their method was somewhat dif- 
ferent), in a symposium commentary in Monte Carlo in 
1979, Creese reported that they now observe a dif- 
ference. Our finding of an increased binding of ?H- 
spiperone in unmedicated brains also concurs with 
that of Crow and associates (42), who found similar 
results in 5 schizophrenic patients who had not re- 
ceived antipsychotic drugs. 

Our current results are compatible with the litera- 
ture indicating some association between striatal and 
psychological abnormalities (44-48). The increased 
TH-neuroleptic binding may also partly explain do- 
paminergic supersensitivity in tardive dyskinesia (33, 
34, 49, 50). Finally, it may be possible to use ''desensi- 
tization therapy" (with L-dopa or bromocryptine) to 
reduce the number of ?H-neuroleptic/dopamine recep- 
tors in schizophrenic patients (51-53). In conclusion, 
although more *H-neuroleptic/dopamine binding sites 
are found in schizophrenic tissues, it is known that 
there are many dopamine receptors in these brain re- 
gions (54, 55). The precise functional significance of 
these different dopamine binding sites may not be 
known, but it will be important to measure them in 
many more postmortem schizophrenic tissues. 
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Clouds and Silver Linings: Positive Experiences Associated with ~> 


Primary Affective Disorders 


BY KAY R. JAMISON, PH.D., ROBERT H. GERNER, M.D., CONSTANCE HAMMEN, PH.D., * 


AND CHRISTINE PADESKY, M.A. 


Clinical psychiatry has focused almost entirely on the 
psychopathology of the affective disorders. The 
authors studied responses of 61 patients (35 bipolar, 
26 unipolar) to questions about perceived short- and 
long-term benefits (increased sensitivity, sexuality, 
productivity, creativity, and social outgoingness) they 
attributed to their affective illness. Bipolar patients 
strongly indicated positive experiences associated 
with manic-depressive illness; few unipolar patients 
perceived their disorder in such a way. Significant sex 
differences emerged in the attributions made by 
bipolar patients. 


My candle burns at both ends; 
It will not last the night; 

But ah, my foes, and oh, my friends— 
It gives a lovely light! 


—Edna St. Vincent Millay (1) 


or the many centuries that man has observed man, 
F extremes in mood have been linked with extremes 
in the human experience: creativity, madness, despair, 
ecstasy, romanticism, personal charisma, and inter- 
personal destructiveness. Scientists, philosophers, 
and novelists have often stressed the common paths of 
creativity and productivity on the one hand and ex- 
treme mood states on the other. Although this alliance 
between mood, talent, and the capacity for deep emo- 
tional experiences has unquestionably been romanti- 
cized and exaggerated, it remains firmly fixed in litera- 
ture. 
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However, it is interesting that extreme mood 
swings, when removed from the sphere of poets and 
historians and placed in the analytic dissecting rooms 
of psychologists and psychiatrists, lose their alliance, 
however tumultuous, with growth, sensuality, creativ- 
ity, and other positive attributes and become instead 
representations of psychopathology. This is necessary 
because clinicians are called on to treat symptoms, not 
to write about them, and to ameliorate the sufferings 
involved in mood disorders, not to mystify them. Ob- 
jectivity is thus essential, for an eroticized counter- 
transference risks overlooking or minimizing a pa- 
tient's pain, dysphoria, and potential lethality. For 
these and many other reasons a psychopathological 
approach to mood disorders has resulted in a psychiat- 
ric literature that generally slights the phenomenology 
of the primary affective disorders, particularly ignor- 
ing potentially positive aspects of mood swings. It is 
perhaps useful to examine some of the factors in- 
volved in such a strong emphasis on psychopathology. 

Kraepelin, the premier natural historian of manic- 
depressive illness, was acutely aware of and described 
extensively the severe psychopathology of the ün- 
treated disorder, but he also wrote of its positive as- 
pects: 


The volitional excitement which accompanies the dis- 
ease may under certain circumstances set free powers 
which otherwise are constrained by all kinds of irhibition. 
Artistic activity namely may, by the untroubled surrender 
to momentary fancies or moods, and especially poetical 
activity by the facilitation of linguistic experience, experi- 
ence a certain furtherance. (2, p. 44) 


The affective disorders, particularly manic-depres- 
sion, did not fare so well with psychoanalytic writers. 
Fromm-Reichmann (3) characterized manic-depres- 
sives as lacking in ‘‘complexity and subtlety”; Abra- 
ham (4) described them as ‘‘impatient, envious, ex- 
ploitive, and with dominating possessiveness’’; and 
Rado (5) felt them to be continually involved in a ‘‘rag- 
ing orgy of self-torture." Although several psycho- 
analysts noted a disproportionate rate of artistic ability 
and professional success, as well as social facility (wit- 
tiness, talkativeness, liveliness), these characteristics 
were generally put into a context of a superficial, im- 
mature, impulsive, and highly regressive dynamic 
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"ul "structure (6); positive attributes were almost always 
. © regarded as defensive rather than adaptive in nature. 


The results of highly productive research into the 
affective disorders over the past 20 years— particularly 
impressive in the fields of etiology, classification, and 
treatment —have diminished the influence of these ear- 
lier psychiatric writings. However, they have also 
created a new scientific literature that focuses almost 
exclusively on neurophysiology, diagnostic criteria, 
and pharmacological interventions. The phenomenolo- 
gy and psychology of the mood disorders, particularly 
positive aspects of mood swings, have been virtually 
nonexistent. A few writers have addressed the issue of 
positive features of manic-depression; for example, 
some invest:gators have stressed the importance of pa- 
tients missing their previous highs or their preference 
for a hypomanic lifestyle as significant variables in lith- 
ium noncompliance (7-10). Fieve (11) discussed in- 
creased productivity and creativity during hypomania 
and positive changes in interpersonal behavior and 
acuity. Of course, not all manic or hypomanic epi- 
sodes are euphoric and productive. Many are highly 
dysphoric, terrifying, fragmented, and chaotic, rather 
than gratifying. There is considerable variability in ex- 
perience, both across patients and within the same pa- 
tient at different times. Too, selective memory no 
doubt plays a significant rcle in the positive or negative 
recollection of manic and hypomanic episodes. 

Objective changes in behavior, biochemistry, and 
cognition during severe mood changes are well docu- 
mented, e.g., changes in psychomotor activity, sleep 
patterns, average evoked response, catecholamines, 
fluency of associations, perception, and sexual experi- 
ence. It would be surprising indeed if these experi- 
ences did not result in both transient and long-lasting 
effects on people. 

Although the psvchiatric literature is replete with 
case reports, symptom checklists, and rating forms de- 
signed to assess changes during different mood states, 
to our knowledge there has been no systematic study 
of short-term, or state-dependent, positive experi- 
ences of affective, behavioral, and perceptual changes 
perceived by the patients themselves. Nor have pa- 
tients been asked what long-term benefits they feel 
they derive trom their mood disorders. For these rea- 
sons we did a preliminary, admittedly subjective in- 
vestigation of such experiences in patients with pri- 
mary affective disorders. We were interested in which 
changes during hypomania were evaluated as the most 
important and enjoyable. In addition, we wished to 
study possible phenomenological differences between 
men and women and, where appropriate, between 
bipolar and unipolar patients. Our primary focus was 
on attributions made by patients, not on the accuracy 
of such attributions. Although the usual caveats about 
retrospective and self-report data apply, the purpose 
of our study necessarily makes them less applicable 
than for other types of research. 
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METHOD 


Our sample consisted of 61 patients from the UCLA 
Affective Disorders Clinic, an outpatient evaluation, 
treatment, and research facility. Diagnoses were based 
on the Research Diagnostic Criteria (12), with inde- 
pendent evaluations done by a psychiatrist and a psy- 
chologist. At least one of the intake clinicians was a 
member of the faculty and the regular Affective Dis- 
orders Clinic staff. Each patient in the sample met the 
research criteria for primary affective disorder; 57% 
(N=35) were diagnosed as bipolar, and 43% (N=26) as 
unipolar, or having major depressive disorder. There 
was no significant age difference across diagnostic cat- 
egories or sexes. The percent of women in the bipolar 
(57%) and unipolar (58%) groups was also virtually 
equal; however, bipolar women (18%) were much less 
likely to be currently married than any of the other 
three groups (bipolar men, 33%; unipolar women, 
33%; unipolar men, 36%). Ethnic and religious dif- 
ferences were unremarkable across grcups. Parental 
income varied at the lower end of the economic scale; 
more unipolar than bipolar patients indicated a lower 
or lower middle-class income. No such cifferences ex- 
isted at the higher end of the range. 

As part of the routine clinical research evaluation, 
each patient was asked a series of quest:ons while eu- 
thymic or only mildly depressed (as assessed by scores 
on the Beck Depression Inventory) about his or her 
perceptions of the overall long-lasting effects of a 
mood disorder on personality, social interact.ons, and 
productivity. Both unipolar and bipolar patients were 
asked, ‘‘Do you feel that your mood swings have re- 
sulted in overall personality characteristics tiat make 
you different from most people in the -ollowing 
ways?” for each of the several attributes: overall psy- 
chological sensitivity, sexual enjoyment, productivity, 
cregtivity, and social outgoingness and ease. Response 
choices were 1) yes, definitely, 2) probably, 3) prob- 
ably not, and 4) definitely not. 

In addition, bipolar patients were asked questions 
about their impressions of specific behavioral and per- 
ceptual changes that they might have experienced dur- 
ing actual hypomanic or manic episodes. These ques- 
tions were directed at state-dependent z:tributes 
rather than perceived lasting effects. We were inter- 
ested not only in the phenomenology of hyporaania but 
in possible phenomenological differences between 
men and women. For each of the followmg attri- 
butes—sensitivity and alertness, intensity in sexual 
relationships, productivity, creativity, and social ease 
and outgoingness —patients were asked to indicate the 
degree of change, if any, they experienced when hypo- 
manic. Response choices were 1) very much more, 2) 
somewhat more, 3) about the same as normal, 4) some- 
what less, and 5) very much less of the particular vari- 
able in question. The scales used in the study were 
designed to assess positive rather than negative attri- 
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butes of affective illness; this may have resulted in a 
slightly positive response bias. However, the re- 
sponses available ranged from negative to neutral to 
positive. 

. It is important to note that our questions could not, 
and were not intended to, answer whether such behav- 
ioral and perceptual changes ever in fact actually took 
place and, if they did, whether they actually resulted in 
long-lasting effects on personality and productivity. 
Rather, the questions were designed to study atiribu- 
tions made and experiences perceived; such attribu- 
tions, however subjective, often have a direct bearing 
on whether patients comply with prescribed treat- 
ment. 


RESULTS 
Attributions Made to Hypomania 


The positive attributions made by bipolar patients 
about the hypomanic experience are presented in table 
I. It is clear that for both men and women the per- 
ceived changes from normal state to hypomania were 
striking. For each of the attributes —sensitivity, sexual 
intensity, productivity, creativity, and social ease and 
outgoingness—the great majority of men and women 
stated that the attribute in question had either some- 
what or very much increased during hypomania. Par- 
ticularly often noted were changes in overall alertness 
and sensitivity, productivity, and creativity. Women 
perceived a significantly greater increase in productiv- 
ity than did men (p<.05), but there were no other sig- 
nificant sex differences. However, women did choose 
the most extreme response, “‘very much increased,” 
much more often than did the men; this is particularly 
pronounced for sensitivity, productivity, and creativ- 
ity, where there was a 30-percentage point spread be- 
tween the sexes. 

The bipolar patients were also asked to indicate the 
single most important positive or enjoyable change ex- 
perienced during hypomania; these results are shown 
in table 2. There were important differences between 
the reactions of men and women. The greatest solidari- 
ty of opinion was among the men, 50% of whom felt 
that the most significant change was the increased so- 
cial ease afforded them during hypomania; next in im- 
portance were perceived increases in creativity, with 
2596 of the men regarding it as the most important or 
enjoyable change for them. The women, on the other 
hand, were almost equally divided (approximately 
25% for each attribute) among three changes—in- 
creased sexual intensity, increased productivity, and 
increased social ease. 


Lasting Characteristics Attributed to Mood Disorder 


Both unipolar and bipolar patients were asked to 
evaluate the long-lasting or relatively permanent ef- 
fects they felt were directly attributable to having a 
primary affective disorder. The question asked for 
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TABLE 1 l D" 
Positive Attributions Made to Hypomania by Bipolar Patients (N=35) . 
Percent Percent 
of Women `of Men 
Attribution (N-20  (N-1) X". p 
* 

Sensitivity and alertness 

Very much increased TI 47 

Somewhat increased 9 40 

Combined positive change 86 87 14 ng. 
Sexual intensity 4. 

Very much increased 4] 20 

Somewhat increased I8 40 ] 

Combined positive change 59 60 0.2 ns. 
Productivity 

Very much increased 73 47 

Somewhat increased 14 13 

Combined positive change 87 60 6.8  .05 
Creativity 

Very much increased 77 40 

Somewhat increased 9 40 

Combined positive change 86 80 2.2  n.s. 
Outgoingness and social ease 

Very much increased 64 53 

Somewhat increased 9 27 

Combined positive change 73 80 ).2 ns. 


*Chi-square analysis based on 3-way table (more=very much or somewhat 
increased from normal to hypomanic state, same=no perceived change from 
normalcy to hypomania, less=somewhat or very much decreased from nor- 
mal to hypomanic state). 


TABLE 2 
Most Important or Enjoyable Changes During Hypomania Perceived by 
Bipolar Patients (N35) 


Women (N=20) Men (N15) 
Area of Perceived Increase %  RankOrder % Rank Order - 
Sensitivity and alertness 8 5 17 3 
Sexual intensity 29 ] 0 5 
Productivity 28 2 8 4 
Creativity 10 4 25 2 o7 
Outgoingness and social ease 24 © 3 50 1 


both groups was, +‘ Do you feel that your mood swings 
have resulted in overall personality characteristics 
which make you different from most people in the fol- 
lowing ways?. . ." The results from. the answers for 
each of the attributes under study are presented in 
table 3. More than 8046 of the total sample reported a 
perceived increase in overall sensitivity as a result of 
having a mood disorder. Differences between groups 
were negligible on this dimension, although male uni- 
polar patients indicated less of a change than did fe- 
male unipolar patients or bipolar patients of either sex. 

However, on each of the other four attributes bipo- 
lar patients reported significantly more positive per- 
ceptions of the effect of their mood swings on their 
personality and productivity. The majority of bipolar 
patients described probable or definite increases in 
productivity, creativity, and social outgoingness; ap- 
proximately 40% of the bipolar patients indicated a 
similar effect on sexual intensity. In a current related 
but more systematic study of sexual behavior and atti- 
tudes in the same patient sample, Jamison and associ- 
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* TABLE 3 
‘=, Lasting Characteristics Attributed to Mood Disorders by Bipolar 
(N = 35) and Unipolar Depressed (N = 26) Patients? 
Bipolar ^ Unipolar 
Area‘of Perceived Increase Mean" SD Mean’ SD t p 
Overall sensitivity 1.7 0.7 17 11 02 ns 
ge Sexual intensity 24 09 3.2 09 2.9 01 
"^. Productivity 2.1] 1.0 3.5 07 5.9 .001 
eativity 2.1 10 32 09 44 .001 
Oufgoingness and social ease 2.2 1.1 3.0 0.8 3.6 .001 


*Analyses of vartance indicated a significant diagnosis by sex interaction; fe- 
male bipolar patients perceived greater overall changes in both sexuality 
(p<.01) and creativity (p<.01) than their female unipolar counterparts. There 
were no other significant sex by diagnosis effects. 

"Lower numbers represent a higher positive attribution: 1-yes, definitely; 
2=probably; 3— probably not; 4=definitely not. 


ates found other significant differences in sexual be- 
havior between unipolar and bipolar patients. For ex- 
ample, bipolar patients reported a much higher level of 
sexual satisfaction with their partners (p«.01), had in- 
tercourse more frequently (p«.05), reported respond- 
ing to sexual advances from their partners with more 
pleasure (p«.005), and were more likely than unipolar 
patients to indicate that their sexual enjoyment in- 
creased during the depressive phase of their mood cy- 
cles (p<.005), although only a small minority of the 
bipolar patients experienced this increase while de- 
pressed. 

A surprisingly large proportion of unipolar male pa- 
tients (36%) reported an increase in sexual intensity, 
creativity, and productivity as a result of their depres- 
sive experiences. This may simply reflect a ^ baseline" 
response to the kind of items asked; that is, these qual- 
ities may not be an integral part of these men's lives, 
sọ that they notice increases more. Alternatively, 
there may be something intrinsic to the phenome- 
nology of depression in men that carries with it certain 
enhancing aspects, for example a change in normal 
work patterns and increased dependency and in- 
trospection, which are more typically associated with 
a feminine role in society. Too, men who seek profes- 
sional help for depression may not be a representative 
sample of men who have depressive illness, as Weiss- 
man and Klerman have noted (13). 


DISCUSSION 


The results of our study indicate that a substantial 
majority of the bipolar patients in our sample per- 
ceived quite pronounced short- and long-term positive 
effects from their manic-depressive illness, in addition 
to whatever disabling and dysphoric symptoms they 
might also have experienced. Our comparison group, 
patients with unipolar affective disorder (depression), 
attributed an overall lasting increase in sensitivity to 
having a mood disorder; otherwise, none of the other 
positive attributes on our questionnaire—increased 
productivity, sociability, sexuality, creativity —were 
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reported. This is scarcely counterintuitive, as we were 
basically assessing changes typically identified- with 
hypomanic and manic episodes. Nonetheless, it is in- 
teresting that manic-depressive illness —whizh osten- 
sibly carries with it more negative social, financial, and 
interpersonal sequelae and results in more frequent 
episodes of dysfunction and mood swings (which 
might also account for its perceived greater mfluence) 
than unipolar illness—is assessed bv most patients as 
making positive contributions to their Ives in one or 
more important ways. 

Attributions of such kinds are important for several 
reasons. From a phenomenological and clinical per- 
spective it is important to realize the meaning, nature, 
and value of positive behavior and mood changes (as 
well as negative ones) for an individual patient. From a 
learning theory point of view, such altered states of 
consciousness are capable of being highly potent rein- 
forcers during euthymic or depressed periods, creating 
in some patients a potentially strong, varizble rein- 
forcement schedule with significant benefits on the one 
hand and the risk of severe emotional and pragmatic 
problems on the other. In addition, of course, suicide 
is always a possible complication during mania itself or 
a postmanic depression. 

Treatment management under such circumstances is 
not altogether a straightforward matter. For =xample, 
compliance with a therapeutic lithium regime—which 
has a tenuous and delayed relationship with tlie alle- 
viation of dysphoric features of manic-deprsssion at 
best—competes with a highly positive intermittent re- 
inforcement schedule, an exceedingly difficult behav- 
ior pattern to modify. In some ways it is analcgous to a 
drug self-administration paradigm where a higaly plea- 
surable and often immediate state can be obtained. 
Thus, for some patients the illness may be similar to 
stimulant addiction. Clinical experience suggests that 
patients may attempt to induce mania by discontinuing 
lithium not just at times when they are depressed, but 
when having to face problematic decisions and life 
events. Because the negative consequences accrue on- 
ly later, it is understandable that it is no: always clear 
to the patient that the costs outweigh the benefits. 

Thus it is important that the clinician be aware of 
positive features of mood swings, both to bettzr under- 
stand the nature of affective disorders and to be more 
effective therapeutically, particularly with lithium 
maintenance. The subtle and powerful clirician-pa- 
tient alliance possible in lithium therapy is predicated 
on a thorough understanding of not only the benefits of 
Jithium to the patient but both the realistic and unreal- 
istic fantasies of loss that many patients have at some 
point before or during lithium treatment. These fan- 
tasies often focus on missing highs and cannot ef- 
fectively be understood through simpl.stic formula- 
tions of the patient being shortsighted, regressive, or 
escapist. Effective therapy with bipolar patients, 
whether it be drugs alone or = combination of drugs 
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and psychotherapy, must address the reality of the pa- 
tient's positive perceptions of the illness as well as the 
altered state of perception induced by phases of the 
illness. 

The results of our study also indicate that the experi- 
ence of primary affective disorders, particularly man- 
ic-depression, is significantly different for men and 
women. Again, this is not surprising, although such 
differences are seldom noted in the literature. Women 
in our study reported more intense changes than men 
during hypomania and perceived a significantly higher 
level of increased productivity. Most strikingly, how- 
ever, the sexes varied enormously on what they re- 
garded as the most enjoyable and important changes 
when hypomanic. Men found increased social ease the 
most important positive attribute, while women rated 
increased sexual intensity, increased productivity, and 
increased social ease equally important. 

It is possible that these differences can be partially 
explained as a baseline effect; namely, what may be 
operating is a powerful ‘‘novelty’’ or ‘‘change’’ factor, 
so that women, who may be more accustomed to so- 
ciability as an integral part of their lives, do not find 
the increased outgoingness and social ease either as 
noticeable or as pleasurable as do men. Likewise, men 
may not find increased sexuality and productivity as 
novel or reinforcing as the women do. Another possi- 
bility is that the severity and natural history of the 
manic disorders may be quite heterogeneously distrib- 
uted within the sample. Statistically, there is an in- 
creased probability of bipolar II disorders among 
women, which would result in milder manic swings 
and often in a greater frequency of ‘‘mini-episodes.’’ 
This could well produce a different kind of experience, 
accommodation, and possible modulation. The social, 
legal, and financial sequelae for bipolar I men are al- 
most certainly more severe than for bipolar I or II 
women; this too, would be likely to color the nature of 
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perceived positive attributions. Unexamined but prob-.* 
able differences exist for patients who experience eu- ^* 


phoric, expansive manic episodes in contrast to those’ 
who experience dysphoric, irritable, and paranoid 
manias. = 
Finally, it is important to note again the major limi- 
tation in our study. It was preliminary and subjective 


p? 


in nature and thus broad in scope. Future studies are ^ ` 


planned to determine actual behavior and attityat 
changes during hypomania and to include other hypo- 
manic symptoms, such as euphoria and financial be- 
havior. 
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Dizziness and Falling in Elderly Psychiatric Outpatients 


BY MONICA D. BLUMENTHAL, M.D., PH.D., AND JAMES W. DAVIE, M.B., CH.B. 


were 60 years old and older for orthostatic 
hypotension and symptoms of dizziness and falling. 
Almost 40% of the patients complained of dizziness 
and falling, although only 27% had systolic orthostatic 
hypotension. Drug treatment, particularly the 
combination of tricyclics with other orthostatic 
hypotension-inducing drugs, was the most important 
factor accounting for the dizziness and falling. 
Underlying medical illness. particularly heart disease, 
also correlated significantly with the patients' 
symptoms. 


T he development of symptoms of dizziness and fall- 
ing 1s a major difficulty in the management of el- 
derly patients. This is particularly true for psychiatric 
patients in whom iatrogenically aggravated orthostatic 
hypotension often contributes substantially to the pa- 
tient’s susceptibility to falls. Falls in this age group 
must be regarded very seriously because of the age- 
related vulnerability to fractures (1), particularly frac- 
tures of the hip. Dizziness and the tendency to fall can 
diminish elderly persons’ confidence and independ- 
ence, causing them to reduce their activities and be- 
come geographically and socially constricted. These in 
turn may markedly increase the level of dependency 
manifested by the older person. 

A number of common diseases of the elderly are as- 
sociated with dizziness and falling: Parkinson's dis- 
ease, cardiac conditions leading to temporarily re- 


duced output such as ischemic heart disease, the ar-: 


rhythmias and various conduction defects (2), anemia, 
orthostatic hypotension, and especially falls associat- 
ed with the vertebral basilar syndrome, which is com- 
monly associated with cervical spondylosis (1). OF all 
these conditions, the one most easily treated by the 
physician is orthostatic hypotension. 
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Th&authors examined 100 psychiatric patients who Orthostatic hypotension is more common in the el- 


derly than in the young. A systolic fall of 20 mm of 
mercury or more on standing has been reported to be 
present in 1726-2446 of elderly patients (3, 4), and ap- 
proximately 496-596 of old people suffer a drop of 40 
mm of mercury or more (3, 5). Such orthostatic hypo- 
tension may constitute a serious risk factor 13 the el- 
derly patient. 

Normally, arterial pressure is maintaired by a con- 
tinual adjustment of cardiac output and peripheral re- 
sistance. Orthostatic hypotension results because por- 
tions of these baroreceptor reflexes are blocked ef 
ferently or afferently or are fully operative but have no 
remaining reserve. As a result, blood pools mainly in 
the. dependent veins and other capacitance vessels 
when the patient stands. The decreased venous return 
leads to decreased cardiac output and a fall in systemic 
arterial pressure (6). Orthostatic hypotension is pro- 
duced by diabetes (7), Parkinson's disease (8), auto- 
nomic degeneration or Shy-Drager syndrome (9), cere- 
brovascular disease (10), peripheral neuropathy (11), 
changes in the blood volume, sodium deficiency, and 
potassium deficiency. Addison's disease and stasis 
due to varicose veins may also be contributing factors. 
A small group of patients suffer from idiopathic ortho- 
static hypotension (12, 13). 

Much orthostatic hypotension is iatrogenic. Insulin 
(14), L-dopa (15), other hypotensive agents, and di- 
uretics can produce fairly dramatic orthostatic hypo- 
tension (16). Phenothiazine derivatives, especially 
thioridazine and chlorpromazine (17), the tricyclics, 
particularly amitriptyline (18, 19), and the hypnotics 
are capable of bringing about hypotension incuced by 
postural change. Monoamine oxidase inhibitors, 
which have been shown to beneficially influence ortho- 
static hypotension (20), can also cause it (21). 

This study explores the relationship between drugs, 
disease, and orthostatic hypotension in geriatric psy- 
chiatric outpatients. 


METHOD 


The records of 100 consecutive patients attending 
the Geriatric Psychiatry Clinic of the Westerr. Psychi- 
atric Institute and Clinic were evaluated for or-hostatic 
hypotension. Each patient in the survey gave a medi- 
cal, social, and drug history and received a medical 
examination and a psychiatric evaluation. The medical 
history included a careful inquiry about symptoms of 
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. dizziness and falling. Patients were ranked as follows: TABLE 1 ; 


1=asymptomatic, 2—experienced dizziness with no 
diminution of function, 3 experienced falling with or 
without dizziness or experienced dizziness sufficiently 
severe to impede functioning. The demographic char- 
acteristics of the patients are shown in table 1. In all 
physical examinations, blood pressure was measured 
after the patient rested for 10 minutes in a recumbent 
position with his/her head raised by 15? and pre- 
cautions taken to ensure no difference between right 
and left arm. The patient then stood up, and the blood 
pressure was recorded within | minute. Any symp- 
toms of dizziness were recorded. l 

Careful note was made of illnesses known to be as- 
sociated with orthostatic hypotension and those caus- 
ing dizziness and falling: 1) cardiac problems, particu- 
larly disorders leading to reduced cardiac output such 
as ischemic heart disease, cardiac arrhythmias, and 
conduction defects; 2) cervical osteoarthritis in combi- 
nation with atherosclerosis, a condition likely to lead 
to basilar artery insufficiency; 3) diabetes; 4) Park- 
inson’s disease; 5) weight loss; and 6) miscellaneous 
conditions such as syphilis, chronic obstructive pul- 
monary disease, and seizure disorders. Patients were 
evaluated for hypocalcemia, narcolepsy, epilepsy, se- 
vere renal failure, severe anemia, subclavian steal syn- 
drome, and carotid artery stenosis (untreated) during 
their medical examination, although no patients in the 
group were found to have any of these difficulties. 

Patients routinely underwent a CBC, SMA-15, uri- 
nalysis, ECG, chest X ray, serology, and thyroid func- 
tion tests. If there were any signs or symptoms of cer- 
vical osteoarthritis, three-view X rays of the cervical 
spine were taken. 

The senior psychiatrist psychiatrically evaluated 
each patient; diagnosis was achieved after a 1- to 3- 
month assessment. The patient was then diagnosed by 
the three examiners based on the data from the his- 
tories and the examination. 


RESULTS 


Of 100 patients, 35% suffered from unipolar depres- 
sive disorder, 696 from bipolar disease, 2796 from 
chronic organic brain syndrome, 5% from multi-infarct 
dementia, 1195 from organic brain syndrome with de- 
pression, and the remaining 1676 from various psychi- 
atric disorders, including personality disorders and 
schizophrenia. 

We found that 42% of the patients had cardiac dis- 
ease, 26% cervical osteoarthritis, 14% Parkinson's dis- 
ease, and 11% diabetes. An additional 21% suffered 
from some other illnesses known to be associated. with 
orthostatic hypotension such as syphilis, weight loss, 
chronic obstructive pulmonary disease, or seizure dis- 
order. 

In 23% of the patients there was a systolic drop of 


Demographic Characteristics of Outpatients of a Geriatric ene Lai 


Clinic, in Percents 


Men Women Total 

Characteristic (N=30) (N=70) (N= 100) 
Age (years) 

60-64 10 14 13 

65-69 27 24... 25 , 

70-74 23 20 21 

75-79 23 16 ‘ 

80-84 14 19 17 

85-89 3 6 5 

90-95 0 | 1 
Marital status 

Married 53 31 38 

Widowed 20 53  . 43 

Divorced/separated 7 9 8 

Single 20 7 11 
TABLE 2 


Relationship Between Drugs, Orthostatic Hypotension, and Dizziness 
and Falling in 100 Geriatric Subjects 


Peren mm Mercury 


of PP _ 

Drug Classification Subjects Systolic Diastolic Falling? 
No drugs taken 17 10 2 1.00 
Tricyclic only 11 15 I 1.73 
Phenothiazine 17 11 5 1.59 
Tricyclic, 1 other drug 23 19 3 2.04 
Phenothiazine, 1 other drug 

(not tricyclic) 12 18 5 1.67 
1 or 2 other drugs 13 11 2 1.38 
Any combination of 3 or 

4 drugs 7 36 8 2:91 
Eta? 40° 25 488 
Variance explained 16 6 23 


aj —asymptomatic; 2=dizziness; 3=severe dizziness and falling. 

"Eta is a measure of association to describe the relation between nominal ànd 
interval scales (22). 

ep«.01. 

3p«.001. 


11-20 mm of mercury on standing; of the 27% who had 
a drop of 21 mm or more, 7% had a drop of 41 mm or 
more. Only 9% of the patients had a drop in diastolic 
blood pressure of 11 mm of mercury or more. Of the 
100 patients, 39% complained of symptoms of dizzi- 
ness and falling; for 1226 the symptoms were coded as 
mild, and for 27% they were regarded as severe. We 
found that systolic blood pressure was more closely 
related to symptoms of dizziness and falling (r=.47, 
p<.001) than diastolic pressure (r=.35, p<.01). The 
systolic fall appears to account for 22% of the ex- 
plained variance in symptomatology, and the diastolic 
for 12%. 

Of the 100 patients in our sample, 42% took pheno- 
thiazines, mainly thioridazine as a matter of pre- 
scribing style, 39% took tricyclic antidepressants, and 
25% took diuretics. No other single drug (vasodilators, 
beta blockers, benzodiazepine, reserpine, etc.) was 
taken by more than 10% of the clinic population. Table 
2 shows the relation between the drug regimens and 
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"TABLE 3 
em Relationship Between Disease, Orthostatic Hypotension, and Dizzi- 


mess and Falling in 100 Geriatric Subjects 





: o ds mm Mercury Drop 
Diseast Classification Subjects Systolic Diastolic Falling? 
No diseases 21 13 2 1.10 
Cardiac only 18 19 7 1.56 

INS osteoarthritis 12 15 4 1.83 
Oné ther disease” 18 14 3 1.61 
Cardiac and other disease 21 15 2 2.10 
Any other combination of 

2 or 3 diseases 10 20 5 2.00 
Eta* .13 2I A08 
Variance explained 2 4 16 


?1—asymptomatic: 2=dizziness; 3=severe dizziness and falling. 
*Parkinsonism, seizure, diabetes, chest, weight loss, syphilis, arthritis. 

*Eta is a measure of association to describe the relation between nomina! and 
interval scales (22). 

$5«.005. 


systolic and diastolic drop and standing; those patients 
who were taking three or fcur drugs (796) were in great 
jeopardy of developing a high degree of orthostatic 
hypotension. This small patient group averaged a sys- 
tolic drop of 36 mm of mercury on standing. These pa- 
tients were most likely to complain of serious symp- 
toms of dizziness and falling. In addition, either the 
tricyclics or the phenothiazines in combination with 
one other of the drugs under investigation was likely to 
be associated with a systolic drop of almost 20 mm of 
mercury, suggesting that the use of either of these 
agents with each other or with diuretics or other drugs 
likely to induce orthostatic hypotension must be car- 
ried out with extreme caution. Overall, use of these 
drugs accounted for 1696 of the variance in the systolic 
drep and 69€ of the variance in the diastolic drop. 
There is an even higher correlation between use of 
these drugs and symptoms of dizziness and falling 
(eta=.48; p«.001), accounting for almost a quarter of 
the variance. 

Table 3 shows the relation between the type of phys- 
ical illness and changes in systolic and diastolic pres- 
sure on standing. Illness per se does not significantly 
contribute to the variance of a drop. The illnesses did, 
however, correlate with svmptoms of dizziness and 
falling (eta=.40). explaining 16% of the variance. 
These data imply that these illnesses contribute sub- 
stantially to symptomatology but not by means of an 
effect on orthostatic hypotension. Patients with heart 
disease and one other condition known to be associat- 
ed with dizziness and falling (2176) were most likely to 
be symptomatic. Patients having no more than one 
symptom inducing illness were more likely to besymp- 
tomatic if they suffered cardiac conditions. 


DISCUSSION 


Almost 40% of the geriatric psychiatry outpatients 
in our study complained of dizziness and falling. We 
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found that orthostatic hypotension, an excellent pre- 
dictor of dizziness and falling, accounted for only 
about a quarter of the variation in such symptams. Or- 
ganic diseases known to be associated with dizziness 
and falling are among the important predictors of these 
symptoms. Patients who suffer from two or more ill- 
nesses such as cervical osteoarthritis or cardiec condi- 
tions leading to low cardiac output appear to be espe- 
cially vulnerable. Among patients suffering from only 
one illness, those with cervical osteoarthritis showed 
the highest degree of symptoms. The drug regimen of 
the patient appears to represent a substaatial risk fac- 
tor in the development of symptoms. Psychiatrists 
dealing with older patients for whom tricyclic antide- 
pressants or phenothiazines (especially thioridazine) 
are required must be particularly careful to note the 
patients' other medications, particularly diuretics, 
commonly used by patients in this age group. The use 
of two or more drugs likely to cause orthostatic hypo- 
tension puts the patient at very high risk for dizziness 
and falling. Interestingly enough, the drug effects can- 
not be explained entirely by the development of ortho- 
static hypotension, since the drug regimen cortributes 
independently to multiple classification analysts (23) of 
symptoms of dizziness and falling. These data suggest 
that the patient with diseases known to produce ortho- 
static hypotension or symptoms of dizziness and fall- 
ing presents special risks in pharmacotherapy, as does 
the patient who has orthostatic hypotens:on. 

In our clinic we have taken 2 number of steps to 
minimize the risk of aggravating dizziness and falling: 
1) patients are given a thorough medical examination 
before treatment is contemplated, 2) medical drug regi- 
mens are reduced to an absolute minimum before psy- 
chotropic medication is begun, 3) psvchctrop:c drugs 
are initiated at very low doses (20 mg/day of tricyclic 
or 25 mg/day of thioridazine) and increased slowly, 
and 4) each patient is evaluated for crthostatic hypo- 
tension on every clinic visit. Bv these means we are 
able to minimize the number of patienzs developing se- 
rious orthostatic hypotension and severe symptoms of 
dizziness and falling. Many patients who have sub- 
stantial orthostatic hypotension and severe d: zziness 
and falling can through careful monitoring obtain con- 
trol of the symptoms and their psychiatric ilInzss. 
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- ‘Diagnosis of Mental Disorder in Adults and Increased Use of 
" “Health Services in Four Outpatient Settings 


BY EDWIN W. HOEPER, M.D., GREGORY R. NYCZ, DARREL A. REGIER, M.D., M.P.H.. 
IRVING D. GOLDBERG, M.P.H., ALAN JACOBSON, M.D., AND JANET HANKIN, PH.D. 


N. 


The differential use of medical services by patients 
with and those without a diagnosis of mental disorder 
was examined in four adult populations by age, sex, 
diagnosis, and medical department used. The four 
settings offered comprehensive services to patients 
who varied greatly in socioeconomic status. In all four 
settings patients with a diagnosis of mental disorder 
used all services and general health services more 
than patients without such a diagnosis. Results 
document increased medical morbidity and a greater 
likelihood of a diagnosis of an ill-defined condition in 
patients with mental disorder than that found in 
patients without a diagnosis of mental disorder. 


A of studies (1-3) have demonstrated in- 
creased use of general health care services by pa- 
tients with a diagnosis of mental disorder. Regier and 
associates studied four integrated general health and 
mental health care systems and found that patients 
with a diagnosis of mental disorder had a higher mean 
number of visits to providers of general health care 
than patients without a diagnosis of mental disorder. 
(This study was presented at a conference on HMOs 
sponsored by the Alcohol, Drug Abuse, and Mental 
Health Administration on November 30, 1977.) 

Two hypotheses have been proposed for the in- 
creased use of health care services by people with a 
diagnosis of mental disorder. One proposes that for a 
given level of medical morbidity people with psycho- 
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logical symptoms may have a greater propensity to 
seek health care (4-6). The second suggests that 
people with mental disorders have increased medical 
morbidity (7, 8) and mortality (9-11). Methodological 
problems (8) have prevented clarification of the rea- 
sons for the observed increased use of health care 
services by people with a diagnosis of mental d sorder. 

In this paper we will examine the difference in use of 
medical services between patients with andi those 
without a diagnosis of mental disorder in an adult pop- 
ulation (18-64 years old) by age, sex, diagnosis, and 
medical department used. We will particularly empha- 
size determining the extent to which differential use of 
medical services appears to reflect increased morbidi- 
ty and/or an increased propensity to seek care. 


METHOD 


All data on use of services were obtained from a 
study sponsored by the National Institute of Mental 
Health. The study collected population, use, and cost 
information for calendar year 1975 in four organized 
health care settings: 1) the Columbia Medical Plan, a 
prepaid group practice serving a predominantlv upper- 
middle-class suburban population of 18,875 in Colum- 
bia, Md., 2) the Greater Marshfield Community Health 
Plan, a prepaid health plan using the Marshfield Clinic 
(a multispecialty group practice) to serve 19,755 rural 
residents in Marshfield, Wis., 3) the fee-for-service 
plan of the Marshfield Clinic, serving 29,780 rural resi- 
dents of the greater Marshfield area, who receive their 
care on a fee-for-service basis in Marshfield, ar.d 4) the 
Bunker Hill Health Center, a government-subsidized 
fee-for-service multispecialty group practice commu- 
nity health center serving a predominantly working- 
class, indigent, urban population of 11,794 people in 
the Charlestown section of Boston, Mass. All of these 
settings provide comprehensive services: the general 
health and mental health services are physically, ad- 
ministratively, and professionally integrated. 

Abstracting data on use of services by the adult pop- 
ulation in these four settings, we computed the overall 
average visit rates and the ratios of mean visit rates for 
patients with and those without a diagnosis of mental 
disorder by age and sex. Similar data were cbtained 
after eliminating all visits to mental health providers. 
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TABLE 1 
Mean Number and Ratio of Visits to General Health Departments by Patients With and Without a Diagnosis of Mental Disorder 
Marshfield Prepaid Marshfield Fee-for-Service Bunker Hill Columbia 
Age Group and Sex With Without Ratio With Without Ratio With Without Ratio With Without Ratio 
Ages 18-24 = 
Men 4.9 3.6 1.4 4.6 2.9 1.6 2.4 2.0 1.4 4.12 3.1 * 13 
Women 7.4 4.6 1.6 6.3 2.8 2.3 5.4 312 1.7 8.2 5.0 1.6 
Total 6.9 4.2 1.6 5.8 2.8 2.1 4.6 2.7 1.7 7.3 4.3 7 
Ages 25-44 
Men 4.8 4.0 1:2 6.1 2.9 24 4.4 2.4 2.0 5.3 3.7 
Women 6.5 4.1 1.6 4.9 3.1 1.6 7.0 3.1 2.3 8.2 Ad 1.4 
Total 5.9 4, 1.4 5.3 3.0 1.8 6.3 2.1 2.3 7:2 4.8 1.5 
Ages 45-64 
Men 9.8 4.7 2.1 T4 4.2 LZ 5.8 3.4 Leg 5.3 5.0 1.1 
Women 8.0 4.9 1.6 5.1 3.9 1.3 74 3.7 2-1 8.8 6.0 1.5 
Total 8.5 4.8 1.8 5.9 4.0 1.7 74 3.6 2.0 7.4 5.5 1.3 
Total (ages 18-64) 
Men 6.4 4.1 1.6 6.3 3.3 1.9 4.7 2.4 1.9 5.3 3.9 1.4 
Women 7,2 4.5 1.6 5.2 3.2 1.6 7.0 3.3 2.1 8.3 5.4 ].5 
Total 6.9 4.4 1.6 5.6 3.3 1.7 6.3 3.0 2.1 7.3 4.9 1.5 


@This figure is based on fewer than 20 patients. 


We then calculated annual mean visit rates to mental 
health departments for each of the settings. 
Information on medical morbidity was obtained in 
the two Marshfield settings by computing two ratios 
for each of the major non-mental-disorder ICDA 
classifications (12). The first ratio was computed by di- 
viding the percent of patients who had a diagnosis in a 
specific ICDA classification and also a diagnosis of 
mental disorder by the percent of patients with a diag- 
nosis in the specific /CDA classification who did not 
have a diagnosis of mental disorder. The second ratio 
was obtained in a similar fashion by using the mean 
visit rate of patients in place of the percent of patients. 
We then obtained analogous data on department use 
(using percent of patients and then mean visit rates). 


RESULTS 


The patient population base for the analysis includ- 
ed 2,904 adults with and 30,931 adults without a diag- 
nosed mental disorder. These 33,835 patients made a 
total of 161,352 visits to the health facilities for general 
and mental health care during the study period (calen- 
dar year 1975). Comparison of average visit rates for 
patients with and without a diagnosis of mental dis- 
order indicated consistently higher average visit rates 
for patients with a diagnosis of mental disorder. The 
ratios computed from the average visit rates for pa- 
tients with to patients without a diagnosis of mental 
disorder were greater than 1.0 across age and sex for 
all of the health care settings. Bunker Hill experienced 
the greatest overall visit rate differential (patients with 
a diagnosis of mental disorder used 4.0 times as many 
services as patients without a diagnosis of mental dis- 
order). The ratio for adults in the Columbia plan was 


somewhat less (2.7), and the Marshfield settings had 
the lowest overall ratios (2.0 for the prepaid group and 
1.8 for the fee-for-service group). This was consistent 
with the ranking of mean annual visit rates to mental 
health departments for patients of all ages in the four 
settings (7.9 for Bunker Hill, 6.1 for Columbia, 3.9 for 
the Marshfield prepaid, and 2.2 for the Marshield fee- 
for-service). 

Analysis by sex indicated that the increased visit 
rates for patients with a diagnosis of mental disorder 
were generally more pronounced among women, par- 
ticularly in the population aged 18-44. The major ex- 
ception to this was in the Marshfield fee-for-service 
population, where men exhibited higher use rates and 
an increased visit rate differential between those with 
and those without a diagnosis of mental disorder. 
When age was considered we found no consistent 
change in the ratios of visit rates for patients with and 
those without a diagnosis of mental disorder across the 
four settings. 

Visits to mental health providers were then deleted 
from our computations to produce mean visit rates to 
general health departments for patients with and those 
without a diagnosis of mental disorder. The difference 
across settings ranged from 2.1 times as many visits 
for general health care for patients with a diagnosis of 
mental disorder in the Bunker Hill setting to 1.5 times 
as many visits for general health care in the Columbia 
medical plan (see table 1). When studied by age and 
sex the findings for use of general health care services 
were similar to the findings for use of overall health 
care services for patients with a diagnosis cf mental 
disorder. The increased use was among the women; 
we observed no consistent age effect. 

Diagnostic data were analyzed in the two Marshfield 
settings. Results indicate that significant numbers of 
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patients received a diagnosis from the ICDA category 


~a Signs, symptoms, and ill-defined conditions" (3326 of 
-. Wie prepaid patients with and 21%. of the prepaid pa- 


Nep without a diagnosis of mental disorder, 27% of 
the fee-for-service patients with and 17% of fee-for- 
service patients without a diagnosis of mental dis- 
order). Patients with a diagnosis in the ICDA category 
"signs, symptoms, and ill-defined conditions’’ were 

5 times as prevalent among the patients with a diag- 
nosts of mental disorder in the prepaid group and 1.6 
times as prevalent among those patients in the fee-for- 
service group. In both the prepaid and fee-for-service 
settings the patients with a diagnosis of mental dis- 
order and a diagnosis in the “‘signs, symptoms, and ill- 
defined conditions'' category used services more fre- 
quently: 1.1 times for the prepaid population and 1.2 
times for the fee-for-service population. 

In general the patients with a diagnosis of mental 
disorder in the prepaid population exhibited slightly 
higher prevalence figures for most major ICDA classi- 
fications. The ratios computed by category for those 
categories in which there were enough patients ranged 
from .8 for **diseases of the musculoskeletal system 
and connective tissues"' to 1.5 for "signs, symptoms, 
and ill-defined conditions." In the fee-for-service pa- 
tients with a diagnosis of mental disorder these ratios 
ranged from .7 for the ICDA category "supplementary 
classifications” to 1.6 for "signs, symptoms, and ill- 
defined conditions.” 

Results on use of different departments indicated 
that not only was a greater percent of patients with a 
diagnosis of mental disorder found in general medical 
departments (1.2 times as many in the prepaid group, 
1.4 in the fee-for-service group) and specialty depart- 
ments (1.1 times as many in both settings), but the pa- 
tients who used these departments had a higher visit 
rate (1.3 in the prepaid group, 1.4 in the fee-for-service 
group for the general medical department; 1.5 in the 
prepaid group, 1.6 in the fee-for-service group for the 
specialty departments). The use of specialty services, 
excluding obstetrics-gynecology, was more pro- 
nounced in both settings in the female subpopulations. 


DISCUSSION 


Increased use of both all services and general health 
services by adult patients with a diagnosis of mental 
disorder was surprisingly stable across the four set- 
tings studied. These data provide evidence that this 
general observation holds true in adult populations in 
spite of veriations in socioeconomic status; differences 
among rural, suburban, anc urban populations; base- 
line visit rates (5.6 to 7.3 for adults with and 3.0 to 4.9 
fer adults without a diagnosis of mental disorder); and 
differences in the percent of the adult population given 
a diagnosis of mental disorder (20.1% of the Bunker 
Hill group, 9.4% of the Columbia group, 7.7% of the 
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Marshfield prepaid group, and 3.9% of the Marshfield 
fee-for-service group. The low rate of use by the fee- 
for-service group may have been a function of limited 
outpatient mental health benefits. 

Although the increased use of general health serv- 
ices was more pronounced among the women in three 
of the four settings, the increased use by sex and by 
age indicated a shift to a more pronounced effect in 
men in the older age group (45-64 years) for the two 
rural Marshfield settings. Men exhibited a strikingly 
greater differential than women in the two Mzrshfield 
settings; the opposite effect was observed in tne Bun- 
ker Hill and Columbia settings. The shift to a more 
pronounced effect for the older men in the Mershfield 
settings was due to very high rates cf use of general 
health services by the group with a diagnosis of mental 
disorder. One could surmise that this was a function of 
the fact that rural men tended :o seek care for their 
mental health problems in the general health care sec- 
tor. 

Two hypotheses have been cffered to account for 
the increased use of general health care services by 
people with a diagnosis of mental disorder. The first — 
that people with psychiatric symptoms have a greater 
propensity to seek health care services— has been sup- 
ported by Tessler and associates (4). The second hy- 
pothesis—that people with psychiatric symptoms or 
diagnoses have increased medical morbidity—has 
been supported by Eastwood (7). who found inzreased 
medical morbidity among people with a diagnosis of 
mental disorder. He also noted that cardiovascular and 
respiratory morbidity of greater severity was associat- 
ed with psychiatric illness. 

Hankin and associates reported that patients with a 
diagnosed mental disorder were more likely to suffer 
from a given illness than people without a diagnosis of 
mental disorder. They concluded that mental and 
physical illness tended to occur at the same tim2. (This 
study was reported in a morning panel at the 131st an- 
nual meeting of the American Psychiatric Association, 
Atlanta, Ga., May 8-12, 1978.) The current study also 
documents increases in the prevalence of specific med- 
ical conditions for adult patients with a diagnosis of 
mental disorder. These same patients were more likely 
to go to specialty general health providers then were 
people without diagnosed mental disorder. Both find- 
ings strongly support the hypothesis of increased med- 
ical morbidity in patients with a diagnosis of mental 
disorder. The finding of a greater likelihood of making 
more visits to general health care providers supports 
the idea that there is a subpopulation of patients who 
have severe medical morbidity associated with a diag- 
nosis of mental disorder. This is consistent with the 
findings of Hagnell's prospective study of the in- 
cidence of mental disorder (13). Hagnell examined the 
outcome of a subgroup who 10 years earlier had been 
suffering from hypertension, coronary heart disease, 
or valvular disease. During the decade, 190% more 
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cases of mental disease were observed in the men who 
had had these illnesses and 40% more in the women 
than in control subjects in the total sample. 

The hypothesis of increased medical morbidity 
might also explain the finding that the Bunker Hill set- 
ting experienced the greatest increase in the use of 
general health services in its patients with a diagnosis 
of mental disorder. Data presented by Regier in a No- 
vember 1977 conference indicated that the Bunker Hill 
population exhibited a significantly higher incidence of 
schizophrenia, affective disorder, and other psychoses 
(18.6% of those seen in the mental health department) 
when compared with the other three settings. Con- 
sequently, the increased differential use of general 
health services for patients with a diagnosis of mental 
disorder in the Bunker Hill population might have 
been due to the greater incidence of psychosis in that 
population. It might be noted that this interpretation is 
consistent with the work of Tsuang and Woolson (9) 
and Babigian and Odoroff (10), who reported increased 
mortality in patients with severe psychotic disorder. 

The finding that patients with a diagnosis of mental 
disorder are much more likely to receive a diagnosis in 
the ICDA category ‘‘signs, symptoms, and ill-defined 
conditions'' supports the hypothesis of Tessler and as- 
sociates (4), Andersen and associates (6), and Becker 
and associates (14) that increased use of health care 
services may be in part due to a greater propensity to 
seek health care for vague signs and symptoms by 
people with a diagnosis of mental disorder. 

An alternative hypothesis, however, is that general 
health providers may be likely to label such patients 
mentally ill, especially if they use general health serv- 
ices a great deal. Studies using more strict criteria for 
the diagnosis of mental disorder would clarify this is- 
sue. 

Our data, along with the results reported by Becker 
and associates (14), provide some clues about the in- 
creased use of health services by people labeled men- 
tally ill who do not have obvious or severe medical 
morbidity. If a person perceives himself as more sus- 
ceptible or vulnerable to illness, he is more likely to 
use health care facilities. Women may have become 
more comfortable than men in using health care serv- 
ices because of their experience with preventive ob- 
stetrical and pediatric services. This may account for 
the greater sex differentiation we found in use of serv- 
ices in the early adult years. A greater amount of medi- 
cal and psychiatric morbidity would then be identified 
by providers because of more frequent contact, further 
increasing the use of general and mental health care 
services. The medical and psychiatric morbidity of the 
men in the groups we studied remained relatively un- 
discovered until later in life, i.e., after 45 years of age. 
The men's utilization levels increased and almost 
equaled the women's utilization levels in the older age 
groups. An increase in medical morbidity later in life 
would lead to increased self-awareness of vulnerability 
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and result in greater use of services. We found that. 


medical morbidity vulnerability was in fact greater g 


among the men, leading to earlier mortality. f .e 

Kaplan and associates (15) pointed out that pef- 
ceived vulnerability and medical morbidity vulnerabil- 
ity are related to the social support systems available 
to a person. Unfortunately, our study did not have a 
measure of this. If such social supports are not avail- 

able, and this is often especially true in the older po 

lation as social supports developed over a lifefime 
gradually disappear for a variety of reasons, does the 
health care system provide substitute social supports? 

Our findings point to the need for further definition 
of the interaction of specific medical morbidity, specif- 
ic psychiatric morbidity, and social support systems in 
large populations as they relate to the use of general 
and mental health care services over a prolonged peri- 
od of time. The data support the need for a multi- 
dimensional approach to individual patients. Both 
mental and general health professionals need to devel- 
op an equal appreciation for 1) the effect that multiple 
medical morbidity has on emotional stability and feel- 
ings of vulnerability and 2) the effect that mental dis- 
order has on medical morbidity and the patient S pro- 
pensity to seek health care. 
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Testosterone in Men 


"dian of Dopamine Blockade on Gonadotropins and 


BY SAMUEL G. SIRIS, M.D., ETHEL S. SIRIS, M.D., DANIEL P. VAN KAMMEN, M.D., PH.D., 
JOHN P. DOCHERTY, M.D., PAUL E. ALEXANDER, M.D., AND WILLIAM E. BUNNEY, JR., M.D. 


The authors found that plasma luteinizing hormone 
(LH), prolactin, and testosterone were initially normal 
in nine acutely psychotic males with schizophrenia or 
schizo-affective disorder; follicle-stimulating hormone 
(FSH) was normal in eight of the nine. When patients 
were treated with pimozide, a relatively specific 
dopamine receptor blocker, there were statistically 
significant declines in FSH and LH, although levels 
remained within normal limits. Prolactin rose 
significantly, but testosterone did not change. The 
observed reductions in FSH and LH concentrations 
are consistent with the hypotheses that dopamine and! 
or prolactin play a role in gonadotropin secretion. The 
maintenance of normal levels of gonadotropins and 
testosterone, however, suggests that these patients 
possessed relatively normal hypothalamic-pituitary- 
gonadal axis junction before and during a course of 
neuroleptic treatment. 


euroendocrinologic studies have documented 
N elevations in the serum concentration of the pitui- 
tary hormone prolactin after administration of neuro- 
leptics (1-4). This is presumed to occur because of 
these drugs' potent dopaminergic blocking properties. 
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Much less well established, however, are the etects of 
neuroleptic agents on 1) the pituitary gonadoiropins, 
FSH and LH, the regulation of which may alsc be me- 
diated in part by dopamine (5-8); and 2) testosterone, 
the release of which is regulated by LH. Discontin- 
uation studies have suggested that chronic neuroleptic 
administration may depress testosterone levels (9, 10), 
but studies of acute administration have shown in- 
creased testosterone levels (11, 12). Furthermore, the 
lack of significant change in plasma LH concentrations 
in these studies suggests that the changes in plasma 
testosterone were mediated by some mechanism other 
than LH, probably prolactin (9, 12, 13). 

The effects of neuroleptic medication on the hypo- 
thalamic-pituitary-gonadal axis are a matter o7 practi- 
cal clinical concern because these drugs are often ad- 
ministered during patients' reproductive years. It is al- 
so of theoretical interest to examine the hypothalamic- 
pituitary-gonadal axis in patients wita schizophrenia, 
both in the untreated and neuroleptic-treated state, be- 
cause these patients are postulated tc have a disorder 
involving relative dopaminergic overactivity (14). 


METHOD 


The subjects were nine male patients, 19-24 vears of 
age (mean=21), who were acutely hospitalized during 
a psychotic episode and diagnosed as having schizo- 
phrenia (N=2) or schizo-affective disorder, mainly 
schizophrenic (N77), in accordance with Kesearch 
Diagnostic Criteria (15). All patients had been admit- 
ted voluntarily and provided written informed con- 
sent. Endocrine studies were performed after an initial 
17-25 day drug-free period (mean 721) and agzin while 
patients were receiving pimozide at the conclusion of a 
22-38 day course of treatment {mean=31). The mean 
pimozide dose at the time of tke studies was 9.6 mg/ 
day (range 1.0-17.0 mg/day). 
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TABLE 1 


Concentrations of Plasma FSH and LH Following Drug-Free and Pimozide Periods 


FSH (mIU/mD 


Before 
Pimozide 
Patient Diagnosis Mean SD 
l Schizo-affective, manic 13.8 0.8 
2 Schizophrenic 23,3 0.3 
3 Schizo-affective, depressed 7.2 0.6 
4 Schizo-affective, depressed 8.2 0.4 
5 Schizophrenic 5.4 0.8 
6 Schizo-affective, depressed 6.9 0.4 
7 Schizo-affective, depressed 6.2 0.6 
8 Schizo-affective, depressed 1.3 0.3 
9 Schizo-affective, depressed 4.1 0.1 


Samples of venous blood were obtained after an 
overnight fast, with the patients remaining in bed in a 
basal state throughout the sampling period. Blood was 
taken through an indwelling catheter at 15-minute in- 
tervals, beginning at 8:00 a.m., with 4-10 samples ob- 
tained for analvsis of plasma FSH and LH, four sam- 
ples for plasma prolactin, and two samples for plasma 
testosterone. In all samples plasma was separated af- 
ter centrifugation at 4°C and stored at —20°C until as- 
says were done. Hormone concentrations in plasma 
samples were determined by specific radioimmunoas- 
says for FSH and LH (16), prolactin (17), and testos- 
terone*(18), with all samples from a patient measured 
in the same batch. Variation within and between as- 
says was less than 1096 in all cases. Normal values in 
our laboratory for males are, FSH and LH, 4-25 mIU/ 
ml, 2nd International Reference Preparation, Human 
Menopausal Gonadotropin; prolactin, 2-27 ng/ml; and 
testosterone, 250-1,250 ng/100 ml. Differences in the 
mean values of each hormone in the untreated and 
pimozide-treated states were analyzed by paired t 
tests. 


|. RESULTS 


^ Follicle-Stimulating Hormone 


At the end of the drug-free period plasma FSH was 
within normal limits in eight patients and subnormal in 
one patient (number 8). During treatment with pimo- 
zide, eight patients demonstrated decreased concen- 
trations of FSH and one patient showed a small in- 
crease (see table 1). With the exception of patient 8, 
whose value was initially subnormal and fell further on 
pimozide, all patients' values remained within the nor- 
mal range despite pimozide therapy. The decrease in 
mean levels of FSH was statistically significant 
(p«.01). 


Luteinizing Hormone 


. Plasma LH was normal in all patients before treat- 
. ment (see table 1). During the course of pimozide 
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LH (mIU/ml) 


N 


During Before During 
Pimozide " Pimozide Pimozide 
Mean SD Mean SD Mean SD 
10.3 0.4 14.9 3.4 12.3 0 
20.2 1.6 12.4 1.1 12.3 2 

5.1 0.7 9.] 1.0 8.0 , 
6.8 0.4 7.5 1.5 5.3 0.8 
4.1 1.0 5.8 0.5 7.5 0.9 
5.9 0.5 9.6 1.2 6.8 2.1 
5.6 0.6 8.4 1.3 6.8 1.0 
0.8 0.2 5.9 0.8 6.3 0.8 
5.2 0.3 13.0 2.5 9.0 0.9 
TABLE 2 


Changes in Mean Plasma Concentration of Prolactin, FSH, and LH 
During Pimozide Treatment Compared with Drug-Free Baseline 


Prolactin LH Decrease FSH Decrease 
Patient Increase (ng/ml) (mIU/ml) (m IU/ml) 
2 79.1 0.9 3.1 
3 66.2 —0.7 2.1 
4 39.0 2.0 1.4 
l 38.8 2.6 35 
6 37:7 2.8 1.0 
9 34.6 2.6 —].I 
8 [1.9 1.2 0.5 
5 7.7 — 1.7 1.3 
7 6.1 1.3 0.6 


treatment LH values decreased in six patients, re- 
mained essentially unchanged in two patients, and in- 
creased in one; all values were within the normal 
range. The decrease in mean values of plasma LH dur- 
ing pimozide therapy was significant (p«.05). : 


Prolactin 


Plasma prolactin concentrations were within the 
normal range in all patients after the drug-free period 
(group mean+SD=11.9+3.4 ng/ml) and increased by 
55906-65076 during pimozide treatment (group 
mean+SD=47.6+24.9 ng/ml). The upper limits of nor- 
mal for prolactin were exceeded in seven of the nine 
subjects during pimozide therapy, and the mean in- 
crease was significant (p«.01). Plasma prolactin in- 
creases with pimozide are compared with plasma FSH 
and LH decrements in table 2. No significant correla- 
tion (Pearson product-moment) was found between 
prolactin rise and the decreases in FSH (r=.54) or LH 
(r=.05). 


Testosterone 


Concentrations of plasma testosterone were within 
normal limits in all patients both before and during 
pimozide administration. Mean values (+SD) for the 
group were 535+239 ng/ml before pimozide and 
518+156 ng/ml during treatment. Plasma testosterone 
rose in three patients and decreased in six patients dur- 
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$ 
ing pimozide treatment; the differences were neither 
~ „Statistically nor clinically significant. 


‘em 


DISCUSSION 


It was the purpose of this study to define a profile of 
hypothalamic-pituitary-gonadal function in acutely 
Nagerotc male patients undergoing treatment with a 
nesgoleptic agent. To our knowledge, such a profile 
has not been described previously. 
` Pimozide was selected because it has been noted to 
have relatively specific dopamine receptor blocking 
properties (19, 20). Previous studies with pimozide 
have addressed the contrcversial question of the role 
of dopamine-mediated systems in the regulation of go- 
nadotropin secretion. Our findings concerning LH are 
consistent with those of Collu and associates (3), who 
showed a decline in plasma LH following acute admin- 
istration of pimozide to volunteer human subjects, and 
with the case study of Corbin and associates, which 
reported a marked decrease in LH-releasing factor af- 
ter pimozide treatment in a child with generalized lipo- 
dystrophy (21). Our observation thus supports the hy- 
pothesis that dopamine or dopamine receptors are in- 
volved in the pathways leading to gonadotropin 
secretion. Alternatively, our results might be account- 
ed for by the hypothesis that increased prolactin itself 
leads to decreased release of FSH and/or LH. Func- 
tional abnormalities in the hypothalamic-pituitary-go- 
nadal axis in patients with hyperprolactinemia of vari- 
ous etiologies have been described (22-24). Further- 
more, a discrete group of women with hyperpro- 
lactinemia secondary to pituitary microadenomas 
have been identified whose aberrations of gonado- 
tropin regulation normalized following surgical or 
pharmacologic correction of the hyperprolactinemia 
(23). Also, in a recent study involving infusions of 
dopamine in hyperprolactinemic subjects, including 
women with pituitary microadenomas and schizo- 
phrenic patients receiving neuroleptic treatment, an 
increase in plasma LH coincided with the return of 
plasma prolactin to normal levels (25). 

In the context of decreased plasma LH concentra- 
tions, the apparent lack of change in the plasma levels 
of testosterone, a LH-dependent hormone, is notewor- 
thy. Previous studies of neuroleptic-treated schizo- 
phrenic men have presented conflicting data with re- 
gard to the effect of the drugs on circulating testoster- 
one levels. Two studies found that phenothiazines 
depressed levels of testosterone during drug mainte- 
nance and that testosterone values increased after the 
drug was discontinued (9, 10). In one of these studies 
testosterone levels remained within the normal range 
(10), while in the other the levels were subnormal (9). 
In the latter study, levels of LH were found to be nor- 
mal and levels of prolactin were either normal or mini- 
mally elevated. It must be noted that both of these 
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studies involved chronically hospitalized patients, 
most of whom had been receiving antipsycho-ic medi- 
cation continuously for many years. In a third study, 
also involving chronically ill patients, haloperidol was 
administered acutely (30 days) (11). Serum testoster- 
one remained within normal limits and increased non- 
significantly with drug administration. FSH and LH 
were initially mildly subnormal, and increased non- 
significantly into the low normal range with treatment. 
It cannot be determined from comparison of these re- 
ports whether the differing results were due to dif- 
ferences between neuroleptics, time courses of treat- 
ments, drug treatment histories, patient populations, 
or other factors. None of these studies involved acute- . 
ly psychotic patients. It is conceivable that the striking : 
prolactin elevations we observed may have had some 
role in the maintenance of plasma testosterone levels. 
Although one group of patients that was given chronic 
treatment with neuroleptics showed an inverse, re- 
lationship between plasma prolactin and testosterone 
levels (26), other studies of normal male subjects have 
shown acute prolactin-related stimulation of testos- 
terone after neuroleptic administration; which is inde- 
pendent of LH (12, 13), and which may be phvsiologi- 
cally significant in the setting of neuroleptic adminis- 
tration. 

In this study, values for plasma prolactin were nor- 
mal in all patients before treatment, and mean pro- 
lactin concentrations rose fourfold in response to the 
drug. This striking prolactin increase during treatment 
with pimozide, which has previously been reported in 
similar patients (2), demonstrates that the doses in the 
present study were sufficient to produce at least one 
neuroendocrine effect. These doses were also suf- 
ficient to result in clinically significant improvements , 
in the patients' psychiatric conditions (2). Of course, 
we cannot exclude the possibility that the administra- 
tion of more massive doses of neuroleptic or more 
lengthy treatment might have led to more substantial 
changes in gonadotropin and/or testosterone levels. 
Further studies are called for to explore this possi- 
bility. z 
Despite the apparent pimozide-induced decline we  . 
observed in FSH and LH, nearly all of these »atients - 
had circulating concentrations of gonadotropins that 
were within the normal range. The changes we ob- 
served in FSH and LH, although real and statistically. 
significant, are probably not clinically meaning-ul. Our 
findings thus provide evidence for a functionally nor- 
mal hypothalamic-pituitary-gonadal axis in acutely ill 
schizophrenic and schizo-affective men, both during a 
period of psychosis severe enough to warrant hospital- 
ization and after up to 38 days of pimozide treatment. 
Additional studies are certainly warranted, but our 
findings are reassuring with regard to the main-enance 
of normal hypothalamic-pituitary-gonadal axis func- 
tion in young men receiving acute neuroleptic treat- - . 
ment. x X : 
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Neuropsychological Impairment and Exclusive Abuse of 


— or Hypnotics 


BY HANS BERGMAN, PH.D., STEFAN BORG, M.D., AND LENA HOLM, M.A. 
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In a group of 55 consecutively admitted patients who 
exclusively abused sedatives or hypnotics, | 
neuropsychological performance was significantly 
lower and signs of intellectual impairment 
significantly more often diagnosed than in a matched 
control group taken from the general population. 
These results suggest a relationship between abuse of 
sedatives or hypnotics and cerebral disorder. 


he relationship between abuse of dependence-pro- 

ducing substances and neuropsychological impair- 
ment has been studied mainly with regard to alcohol 
abuse (1). Long-term heavy drinking has been corre- 
lated with impaired performance on spatial, cognitive, 
learning, and motor tasks, which indicates cerebral 
disorder. 

There is a general lack of knowledge about the effect 
of long-term heavy use of hypnotics or sedatives on 
neuropsychological performance (2). One comprehea- 
sive investigation of polydrug abusers by Grant and 
associates (3) revealed neuropsychological deficits in 
37% after a 2-3 week treatment period. After a 3- 
month follow-up, most subjects reported a consid- 
erable reduction in drug consumption, but not less 
than 34% of the patients still exhibited evidence of 
such deficits. However, these authors studied poly- 
drug-abusing patients, and we do not know to what 
extent their neuropsychological impairment might be 
due to the abuse of hypnotics or sedatives per se. In 
experimental studies (4, 5) in which volunteer, former 
abusers of alcohol and morphine were kept on a 
scheme of regular, high doses of barbiturates for 3-5 
months, no lasting neuropsychological deficits were 
observed upon discontinuation of the drug. 
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The purpose of the present study was to investigate 
neuropsychological performance and prevalence of in- 
tellectual impairment in patients who exclusively 
abused sedatives or hypnotics and in matched control 
subjects. 


METHOD 
Subjects 


All patients consecutively admitted to the psychiat- 
ric clinic, St. Góran's Hospital, from April 1273 to 
April 1975 were investigated for a diagnosis of depen- 
dence on sedative or hypnotic drugs (6, 7). A total of 
39 women and 16 men had a history of exclusive de- 
pendence on sedative or hypnotic drugs, i.e., none had 
abused alcohol or was addicted to other narcotic 
drugs. The ages of the patients rangec from 21 to 69 
years (mean=47.3+ 12.6). For every patient, a person 
matched for sex, age, marital status, and type of work 
was selected from the records of the general popu- 
Jation of the social insurance office in Stockholm 
(N=55). A detailed description of the patient and con- 
trol samples with regard to medical and social condi- 
tions is presented elsewhere (7). Two patients died 
during the investigation and another could not partici- 
pate because of dementia and poor physical health. 

Although the general social situation of the »atient 
group was adequate, they had earlier pensions. fewer 
spare-time activities, and lower residential and em- 
ployment stability than the control sample. Sixty-three 
percent of the patients had abused hypnotics or seda- 
tives for.5 years at the most, 26% for 5-10 yeazs, and 
11% for more than 10 years. Most of the patients had: 
started drug consumption in early middle age. During 
the stay at the clinic 38% of the patients showed psy- 
chotic symptoms and/or convulsive seizures. 

At the time of investigation 41 of the 52 patients in 
the study were inpatients. One was treated on zn out- 
patient basis and the remaining 10 patients participated 
in the study after discharge from the clinic. The psy- 
chological investigation of the inpatients was rot car- 
ried out until all acute symptoms of drug withdrawal 
had passed, on an average within 18 days after admis- 
sion. In the inpatient group 1 patient was tested during 
the first week at the clinic, 17 during the second, and 
23 during the third week or later on. In the outpatient 
group | patient was investigated 4 days and the rest 2- 
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10 months after discharge. Drug screening was nega- 
tive for all patients. 


Psychological Tests 


General intelligence was assessed by the SRB bat- 
tery .(8). The battery contains three tests: Synonyms 
for assessing verbal understanding, Reasoning based 
on the Thurstone Figure Classification Test, and 
Koh’s Block Design as a measure of visual-construc- 
tive skill. Memory functioning was assessed by a 
Swedish version of the Schultze 10-word test, the 
Claeson-Dahl verbal learning test (9). Learning as well 
as retention after 30 minutes were tested. The Trail- 
Making Test, parts A and B, was used to assess ability 
to plan, adapt, and comprehend spatial configurations 
(10, 11). The Memory-for-Designs Test was given as a 
measure of immediate visual-spatial form memory (11, 
12). 

The psychological test results were used to make an 
overall rating of intellectual impairment for each sub- 
ject. The ratings were made independently by two clin- 
ical psychologists who did not know whether a pro- 
tocol of test results belonged to a patient or a control 
person. The ratings were made on a 3-step scale, 
where 1=no signs of intellectual impairment, 2=slight 
signs of impairment, and 3=definite signs. The inter- 
judge reliability of the rating scale in terms of product- 
moment correlation was .64 in an earlier study (13) and 
.74 in this one. 


Statistical Analysis 


Mean differences between the patient group and the 
matched control group were tested for significance by 
means of the t test for correlated samples. Because of 
the matched pairs design, there was a varying loss of 
pairs in the separate t tests. Differences between the 
two groups with regard to the ratings of intellectual 
impairment were tested for significance by chi-square 
analysis. Finally, the product-moment correlation be- 
tween the ratings of intellectual impairment and num- 
ber of days of abstinence from sedative/hypnotics was 
calculated. 


RESULTS! AND DISCUSSION 


The general intelligence of the patient group was sig- 
nificantly lower than that of the control group (IQ 100 
and 109, respectively; p<.001). However, there was 
no significant difference between the patient group and 
the control group on the Synonyms test, which is rela- 
tively resistant to intellectual impairment (stanine 
score=6.0 and 6.6, respectively). On the Reasoning 
and Block Design tests the stanine scores were 4.7 and 
4.0, respectively, in the patient group (p«.001) and 5.9 
and 5.3, respectively, in the control group (p<.001). 


!Raw data are available from Dr. Holm. 
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The patient group was significantly inferior to the con; 
trol group on the Claeson-Dahl verbal learning TM 
(p<.01), on the Memory-for-Designs test (p<.001 
and on the Trail-Making Test (p«.001). 

We found signs of intellectual impairment in 54% of 
the patients (N—28)—slight signs in 40% (N=2]) and 
definite signs in 14% (N —7). We found signs of impair- 
ment in 16% of the control subjects (N —9)— slight signs 
in 14% (N=8) and definite signs in 2% (N=1). T 
prevalence of signs of intellectual impairment waesig- 
nificantly higher in the patient group than in the con- 
trol group (x?=17.17, df=2, p<.001). Patients with 
convulsions and/or psychotic symptoms did not have a 
higher prevalence of intellectual impairment than pa- 
tients without such complications (x?=0.5, df=2, 
p.05). The product-moment correlation bezween the 
overall ratings of intellectual impairment and the num- 
ber of days of inpatients' abstinence from sedatives/ 
hypnotics was not significant (r=.23, p.05). In the 
outpatient group a nonsignificant trend in the opposite 
direction was observed (r=—.41, p.05). 

The lower neuropsychological performance level 
and higher prevalence of signs of intellectual impair- 
ment in the patient group favor a relationship between 
exclusive abuse of sedatives or hypnotics and cerebral 
disorder. Whether the disorder antedated, contributed 
to, or just ran parallel to the abuse instead o? causing it 
cannot be determined in the present investigation. 
However, the consequence hypothesis is supported by 
the fact that verbal understanding in the patient group 
as assessed by the Synonyms test, which is com- 
paratively resistant to cerebral disorder, was similar to 
that of the control group. 

We could not establish whether observed neuropsy- 
chological deficits were permanent. However, such 
deficits have been diagnosed at least 3 months after 
admission for treatment of polydrug abuse (3). The 
neuropsychological investigation in our studv was not 
carried out until clinical signs of drug withdrawal had 
passed. Intellectual impairment was not more preva- 
lent in patients with more severe signs of drug with- 
drawal than in the rest of the patient group, nor were 
patients with fewer days of abstinence from sedative 
or hypnotic drugs more often rated intellectually im- 
paired than those with longer abstinence. This obser- 
vation does not support the hypothesis that impaired 
neuropsychological performance results from with- 
drawal reactions, but it is possible that the perform- 
ance level might improve in some patients who abstain 
from drugs for a long time. Such reversibility of im- 
pairment has been reported for alcoholic patients (14). 
We recommend a follow-up study to clarify these mat- 
ters. 
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Attention in Hysteria: A Study of Janet’s Hypothesis by Means of 
Habituation and Arousal Measures 


BY THOMAS HORVATH, F.R.A.C.P., JEANETTE FRIEDMAN, PH.D., AND RUSSELL MEARES, M.D. 


Toward the end of the 19th century, Janet suggested 
that the fundamental disorder in hysteria was one of 
attention. The authors examined this idea in a study of 
habituation. Patients with a history of prolonged 
conversion symptoms (N —11) showed a severe 
impairment in habituation when compared with 
patients with anxiety neuroses (N=10). This finding 
cannot be explained in terms of arousal and suggests 
that selective inattention is deficient in hysterical 
individuals. 


n a remarkable thesis based on observations of over 

120 patients, Pierre Janet (1), toward the end of the 
I9th century, put forward original ideas about hysteria 
that are still neglected. He suggested that the funda- 
mental disorder in hysteria was one of attention. 
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Janet was searching for rigorous laws to explain the 
surface phenomena of hysteria. He approached the 
problem from the viewpoint of ''the field of con- 
sciousness’ and conceptualized sensations as "atoms, 
the smallest and most primitive phenomena to enter 
the nervous system." The number of these atoms is 
such that ‘‘no man, in fact, is capable of bringing thus 
together at each instant in one and the same personal 
perception, all the elementary sensations which are 
born within him from all sides." It is the task of the 
"vast and complex apparatus” of the brain to create 
perceptions by integrating these elementary sensations 
so that they can be assimilated. Janet considered the 
diminution of personal synthesis to be the central defi- 
cit in hysteria. His illustrative clinical anecdotes in- 
cluded patients who characteristically preferred to 
read prose mechanically and without comprehension. 
When forced to concentrate on the meaning of the 
words, these patients showed distress. 

Integration of elementary sensations clearly de- 
pends on selection of relevant sense data and rejection 
of the irrelevant. Janet's suggestion implies that a fun- 
damental screening capacity may be deficient :n hys- 
teria. Thus, one would expect the hysterical individual 
to be easily distracted, and Janet noted that '*with hys- 
tericals, attention is altogether the most difficult thing 
to fix, and that but a few can succeed in directing it.” 

Furthermore, hysterical individuals might be ex- 
pected to operate at times as if afflicted by sensory 
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overload. Again, Janet’s descriptions are consistent 
with this observation. He described one patient who 
could not dance and look at other dancers’ costumes at 
the same time. Janet’s hypothesis can be examined 
through a study of the screening capacity, in particular 
the capacity for selective inattention to meaningless 
stimuli. This capacity is presumably reflected in habit- 
uation of the orienting response, which consists of sev- 
eral behavioral and physiologic changes that are ex- 
cited in an organism by a new stimulus. Repetition of 
this stimulus, should it prove irrelevant, leads to dimi- 
nution in the size of the response until it is no longer 
shown. At this point the individual is said to have ha- 
bituated to the stimulus. Further repetition of the stim- 
ulus does not induce a response unless the stimulus 
characteristics change, e.g., a sound becomes softer. 
Rising central nervous system excitation, or ‘‘arous- 
al," is usually associated with a slowing of habit- 
uation. However, this is not always the case because 
of the subjects' attention (2). In rare cases, certain 
drugs (3) may affect habituation independently of 
arousal. 

In order to test adequately Janet's hypothesis it is 
necessary to study patients similar to those he de- 
scribed. ‘‘Hysterics’’ as a group have been defined so 
variously that some writers have suggested we should 
no longer use the term 'hysteria.'' Janet was aware of 
this problem, remarking that **every epoch has given it 
[hysteria] a different meaning.’’ However, he believed 
that the word ‘‘hysteria’’ should be preserved because 
"it has so great and so beautiful a history it would be 
painful to give it up.” In this study we attempted to 
define hysteria as Janet might have. Symptoms were 
prolonged and necessarily included the ‘‘stigmata,’’ 
e.g., anesthesia, amnesia, and paresis. Patients so de- 
fined might be said to have chronic hysteria (4) to dis- 
tinguish them from those with acute conversion reac- 
tions. They share similarities with the group defined by 
Perley and Guze (5, 6). We did not think it appropriate 
to use the diagnostic label ''Briquet's syndrome,” 
since Briquet's description (7) is somewhat vague and 
includes symptoms that probably have an organic 
basis, e.g., hemianopia. l 

Finally, we included patients whose hysteria had re- 
mitted because Janet viewed. the deficit in integrating 
capacity as a predisposing factor or constitutional 
handicap rather than a symptom. We studied habit- 
uation in individuals who had recovered from pro- 
longed conversion reactions and compared them with 
control subjects who had other neuroses. 


METHOD 
Subjects 


The patients in the hysteria sample (N=11) were re- 
ferred by physicians from the Austin Hospital, the 
Royal Melbourne Hospital, and the Heidelberg Re- 
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patriation Hospital. Conversion symptoms were de; 
fined as a loss of function for which no cause could b& - 


found by neurologic examination. Symptoms includgfi | 


paralysis, anaesthesia, aphonia, blindness, amnesia, 
and coma. The definition excluded such symptoms as 
dystonia, ataxia, tremor, vomiting, and pain. We re- 
jected only one referral, that of a 9-year-old girl whose 


dystonia of the neck was eventually shown to be aA 


# 


manifestation of dystonia musculorum deformans. 

The symptoms had all had a sudden onset amf had 
lasted for more than 1 month with the exception of 1 
patient who had a history of repeated episodes. Six 
patients with acute conversion reactions that had last- 
ed less than 1 week were excluded from the sample. 
All subjects were studied after the conversion symp- 
tom had remitted. None was actively involved in in- 
surance claims. All patients were followed for 3 years 
and had received no other psychiatric diagnosis. The 
hysteria sample consisted of 4 men and 7 women with 
a mean age of 27.7 years (SE=4.0). | 

The patients in the comparison sample (N= 10) were 
referred from the outpatient department of the Austin 
Hospital. All suffered from free-floating anxiety and 
were characteristically apprehensive of some future 
event that they could not name. They all suffered from 
the somatic accompaniments of morbid anxiety. The 4 
men and 6 women in the sample had a mean age of 32.3 
years (SE=4.8). 


Procedure 


All patients completed the Eysenck Personality In- 
ventory (8) and the Taylor Manifest Anxiety Scale (9). 

The skin resistance of a subject was recorded from 
the palm of the left hand. After the subject's hand was 
washed in warm water, Beckman silver-silver chloride 
electrodes were applied at the base of the first and fifth 
digits. A grounding electrode was attached to the fore- 


arm, The electrodes were fixed to the skin with 


double-sided adhesive, which limited contact to 1 
square centimeter. The contact medium was an elec- 
trolyte conductive paste, which contained .05 M so- 
dium chloride. 

Electrodes were attached to a Beckman skin resis- 
tance coupler that acted as a transducer. It had a vari- 
able resistor and passed a constant current of 5 A be- 
tween the two palmar electrodes. A recording of 
changes in skin resistance was obtained from the pa- 
per-trace of a Beckman Type R dynograph. 

The GSR was the aspect of the orienting response 
chosen for study. The stimuli were 21 prerecorded 
tones of 1,000-Hz frequency and 100-db intensity. 
They were sounded at irregular intervals of 15-80 sec- 
onds about 50 cm from the subject's head. The first 20 
tones were of 1-second duration; the last tone lasted 5 
seconds. 

Heart rate was measured with a 9857 Cardio- 
tachometer coupler on the Beckman dynograph. Heart 
rate and skin conductance were determined at 15-sec- 
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JABLE 1 


. gomparisons Between "Anxiety" and “Hysteria” Groups 


~ 


J Diagnosis 
Hysteria Anxiety 
. (N-11) (N—10) 
Measure Mean SE Mean SE 
E Fluctuations in skin conductance 
^^ (per minute) 5.1 0.72 9.9 1.0 
Log skin conductance (umho) 1.17 .08 1.25 .09 
Heart rate 102 4 98 4 
Neuroticism 15.5 1.2 18.4 1.1 
Extraversion 11.5 1.2 9.8 1.5 
Manifest anxiety 29.6 2.9 30.3 2.7 


‘Significantly different, p<.05, Student's t test. 


ond intervals during the rest period, and the readings 
were averaged. The frequency of spontaneous fluctua- 
tions in skin conductance was assessed as the number 
of fluctuations per minute. Fluctuations were counted 
only if they represented a change in log skin cen- 
ductance greater than .003 wmho. 

The log habituation point was defined as the log 
number of stimuli at which there was no GSR response 
to a stimulus when there was also no GSR response to 
the two succeeding stimuli. 


RESULTS 


There were two main differences between the 
groups. Failure to habituate was found in 7 hysterical 
patients but only 1 anxious patient. This difference is 
significant on the fourfold table (p.05). 

The 4 hysterical subjects who showed some tenden- 
cy to habituate had very delayed habituation points: 
their mean log habituation point was 2.58 (SE=0.15) 
compared with a mean of 1.97 (+0.22) for subjects 
with anxiety neurosis. 

The other major difference between the groups was 
in arousal (see table 1). The anxious patients had sig- 
nificantly higher levels of fluctuation in skin con- 
ductance than the hysterical subjects (p<.05, unpaired 
Student’s t test). The differences in basal log skin con- 
ductance, heart rate, and personality variables failed 
to reach signiticance. 


DISCUSSION 


These findings appear to support Janet’s notion that 
hysterical individuals suffer a basic defect in attention. 
Subjects who had suffered prolonged or repeated con- 
version symptoms had a relative inability to screen out 
irrelevant stimuli, as indicated by their habituation 
rates. It is presumed that the phenomenon of habit- 
uation reflects in some way the normal capacity for 
selective inattention. The severe impairment in habit- 
uation shown by hysterical subjects was not shown by 
subjects with anxiety neurosis. 
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Lader and Sartorius (10) obtained results similar to 
ours. Their 10 hysterical subjects as a group showed 
no tendency to habituate to repeated auditory stimuli. 
In this respect, they differed frem groups with other 
neuroses studied by Lader (11), all of whom showed 
delayed but not absent habituation. The Lacer and 
Sartorius study, however, differed from ours in two 
important respects. First, they studied patients who 
were in an active illness phase, so no inferences could 
be made about predisposing factors. Second, their pa- 
tients showed remarkably high arousal levels. as in- 
dicated by spontaneous fluctuations in skin resistance, 
in excess of 11 per minute, a level greater than that 
found in any other neurotic group studied by Lader 
(11). This seems to explain their hysterical subjects' 
failure to habituate because Lader showed in a series 
of normal subjects and groups with diferent neuroses 
an almost linear inverse relationship betweer habit- 
uation and the rate of spontaneous fluctuation in skin 
resistance. In the Lader and Sartorius study, the fail- 
ure to habituate could be understood in terms of re- 
markably high arousal. In our investigation it cannot. 
The level of arousal, manifested by spontaneous fluc- 
tuations in skin resistance, was significantly lower in 
the remitted hysterical subjects than in the neurotic 
control group. 

This investigation also invites comparison with the 
interesting work of Ludwig (12), who predicted that 
hysterical individuals ‘‘will demonstrate attentional 
and recent memory defects, as well as a general inca- 
pacity to integrate information critically." Bendefeldt 
and associates (13) tested these predictions by using 
psychological tests. Their hysterical subjects per- 
formed worse than their neurotic subjects not only on 
tasks requiring vigilance and concentration but also on 
a memory test that seems to also test conceptual- 
ization (the Paired Associates Test). 

An attentional deficit, as reflected in habituation, is 
not unique to hysteria; a similar kind of deficit is-found 
in nonparanoid schizophrenia (see, for example, refer- 
ence 14). This similarity might be explained by the fact 
that habituation can be disturbed in a number of ways. 
It is possible that the mechanism of impairment in 
schizophrenia differs from that in hysteria. The ways 
in which habituation might be disturbed include a diffi- 
culty in forming adequate central representations of 
past stimuli against which new stimuli are matched. 
Alternatively, impaired habituation may result from 
relative weakness of inhibitory mechanisms that are 
presumably required to extinguish the orien*ing re- 
sponse to a familiar stimulus. Shakow's work (15) sug- 
gests that schizophrenia might be associated with the 
former difficulty. The development of hysteria may be 
related to the latter alternative. Indirect evidence 
tends to favor this notion. Extraversion, which is be- 
lieved to be a predisposing factor in hysteria (16), is 
associated with large late components of the cortical 
evoked potential —a finding that could be interpreted 
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as evidence of low ‘‘cortical inhibition’’ (17). This is 
contrary to Eysenck’s predictions for extraversion. 
However, his predictions have been difficult to con- 
firm, particularly those which involve habituation (18, 
19). 

Finally, it should be noted that this report concerns 
a possible predisposition to conversion symptoms and 
not their mechanism of production. Psychophysiologi- 
cal investigations can be seen as offering information 
parallel to that derived from psychoanalytic and inter- 
personal observations. Our findings suggest that fur- 
ther such investigations may be helpful in elucidating 
the causes of a condition, which is surprisingly com- 
mon in a general medical setting but which in contrast 
to an **acute conversion reaction” is disabling and fre- 
quently resistant to treatment. The disability is not on- 
ly in the social and interpersonal spheres; it extends, 
as this study suggests, to include one of the most fun- 
damental means of coping with the sensory environ- 
ment, that of screening out irrelevant sensory input. 
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Fourteen male rape victims treated in a county 
hospital emergency room over a 39-month period are 
compared with 100 randomly selected female victims 
treated over the same period. The male victims as a 
group sustained more physical trauma, were more 
likely to have been a victim of multiple assaults from 
multiple assailants, and were more likely to have been 
held captive longer. They were more reluctant to 
reveal initially the genital component of their assauli 
and were more likely to use denial and control their 
emotions in réaction to the assault. Proper diagnosis 
and treatment of male rape victims requires a high 
index of suspicion and sensitivity to the likelihood of 
major, hidden trauma. 


ncreasingly, the lay and professional literature are 

focusing on female victims of sexual assault (1, 2). 
Sexual assault against men is much neglected; it is 
conceived as an aberration of prison life, a form of vi- 
carious rape against women (3), or as a violent out- 
growth of the homosexual subculture. Many assume 
that male victims are usually children, the prey of child 
molesters. 

In this study we attempted to better characterize 
male sex assault victims in the community by com- 
‘paring data on their assaults with data on female vic- 
tims. 


METHOD 


The University of New Mexico School of Medicine 
Department of Family, Community, and Emergency 
Medicine has sponsored a Sexual Assault Response 
Team for the past four years. Team members provide 
24-hour crisis care at the Bernalillo County Medical 
Center, the teaching hospital of the medical school, 
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-Male Rape Victims: Noninstitutionalized Assault 


BY ARTHUR KAUFMAN, M.D., PETER DIVASTO, PH.D., REBECCA JACKSON, M.D., 


and follow-up care at the University's Family P-actice 
Clinic (4). 

Data sheets on each victim are completed by team 
members. The data include demographic information, 
specifics of the assault, and the victim's reacticn. We 
compiled information on 14 male victims seen over a 
39-month period and made a comparison with similar 
items collected from a sample of 100 female victims 
seen over the same period. 


RESULTS 


The proportion of male victims in the :otal victim 
population showed an upward trend from January 1975 
through March 1978. In 1975, 1976, and 1977 males 
constituted 0%, 1%, and 2%, respectively, of zll rape 
victims, but in the first three months of 1978 10% of all 
rape victims were male. There was a larger proportion 
of younger victims in the male than the female group; 
of the 14 male and 100 female victims we studied, 4 
males and 7 females were under age 13, 5 males and 40 
females were between 13 and 18, and 5 males and 53 
females were over 18. 

The ethnic distribution of male victims was netero- 
geneous—9 Anglos, 4 Chicanos, 1 black— which ap- 
proximates that of the population of female sexual as- 
sault victims, except for a lack of Indian victims in the 
former group. i 

Seven of the 14 male victims had been attacked by 
more than one assailant compared to 23 of the 100 fe- 
male victims. This difference falls short of significance 
(x?=3.33, p<.08), although the proportion of male vic- 
tims (8 of 14) who were assaulted multiple times as 
compared to female victims (12 of 100) is highly signifi- 
cant (y?=14.32, p<.001). 

Nine male victims were beaten, 5 severely. Eleven 
female victims were beaten, a highly significant dif- 
ference (x?=20.56, p<.0001). Eight males and 36 fe- 
males received nongenital trauma, and 7 males and 28 
females sustained genital trauma. All 14 male victims 
were sodomized; 9 were forced to commit fellatio. 

Five of the male victims did not report their sex as- 
sault during their initial contact with emergency de- 
partment staff, preferring to seek treatment solely for 
their nongenital trauma. Although this specific infor- 
mation was not collected for females, teem members 
and emergency department staff felt this to be a rare 
occurrence among female victims. 
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On initial interview, 12 of the male victims appeared 
quiet, embarrassed, withdrawn, or unconcerned. Fol- 
low-up occurred in 6 cases, thus data on more long- 
term reactions to the assault are scanty. However, of 
these 6 victims, 1 became progressively delusional, 1 
persisted in exhibiting severe denial of the impact of 
the event on his life, and 1, a child, ran away from 
home. The 3 other victims seen in follow-up were 
judged by team members to be making a normal ad- 
justment. 

Home, social, and work life of male victims in this 
study showed marked instability. Four of the 5 adult 
men were out of work and 2 were problem drinkers. 
Six of the 9 youths came from broken homes, 3 had 
prior histories of truancy and repeatedly running away 
from home, and 1 was the victim of incestuous assault 
during periodic visits with his stepfather. This propor- 
tion of social instability among male victims seemed to 
team members to be far greater than that among fe- 
male victims. One of the male victims had a history of 
prior homosexual experience. . 


CASE VIGNETTES 


Case 1. Frank was a 12-year-old boy who was playing 
hooky with a classmate. He felt sick and was vomiting when 
a man accosted him and invited him and his friend to the 
man's apartment to ‘‘wash his mouth out’’ and ''get some 
drugs.” The bovs agreed to follow. Once inside the apart- 
ment the man became violent, punched Frank, and forced 
him into the bathroom. His friend ran away. 

Frank was forced to take off all his clothes and was kept in 
the assailant’s bed where throughout the night his assailant 
alternately kissed and slapped him. The man repeatedly 
forced his penis in Frank’s mouth and rectum and forced his 
fingers in his rectum. During the night the man drank five 
quarts of beer and forced Frank to drink one bottle of beer. 
In the morning the assailant went to work and Frank ran 
. home where his father called the police, who brought him to 
the emergency department. 

On examination, Frank was apprehensive, cooperative, 
and a bit withdrawn. He had bruises of the face, neck, shoul- 
ders, and abdomen. Genito-anal examination was normal. 
He was tested for venereal disease and given prophylactic 
antibiotics. 

Three days later Frank and his father were seen in the fam- 
ily practice clinic for follow-up. Frank’s parents were di- 
vorced, and before the assault Frank had run away from his 
mother’s house to live with his father. Since the assault 
Frank had had recurrent nightmares and cried in his sleep. 
His father had initially been obsessed with the thought of 
killing his son’s assailant, but by the time of follow-up both 
said they felt calmer and, despite anxiety about possibly 
seeing his assailant again, Frank felt he would prosecute if 
the man was apprehended. The only remaining physical 
complaint was head pain, which was abating. All laboratory 
tests were negative. 


Case 2. Juan, a 15-year-old boy, was walking on a main 
street at night when a man drove up and asked if he wanted 
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to ‘‘get high.’’ Juan accepted and got in the car, and they, 


drove off. The driver had been drinking. They smoked mariw, - 


juana while driving around and then stopped by a park. The’ 


driver produced a gun, which he played with, pretending he 
would shoot out the lights of a nearby church. He then point- 
ed the gun at Juan whom he commanded, ‘*Give me £ blow 
job, man." When the youth did not move, he shook the gun 
saying, "Time's running out." Juan complied. The driver 
then ordered him to take down his pants, then sodomized 
him. The driver led Juan from the car to a shack and stabbed 
him in the back. As Juan turned, he was again stabbed, this 
time in the face. He escaped and ran to the emergency de- 
partment of a nearby hospital. On initial presentation, Juan 
complained only of the knife wound. Subsequently he admit- 


ted to having been sexually assaulted and a team member - 


was called. 

Anal examination revealed a 3-centimeter laceration. Evi- 
dence was collected, and laboratory tests for venereal dis- 
ease were done. Initially Juan was reluctant to talk and was 
very shy and embarrassed. He was subsequently able to give 
a full history and to allow a physical examination saying that 
it was ‘“‘dumb’’ of him to go with the assailant. Juan was 
hospitalized for treatment of stab wounds and was counseled 
while in the hospital and thereafter in the family practice 
clinic. 


Case 3. Mr. C was a 38-year-old man who was brought to 
the emergency department by the police. He intially com- 
plained of a laceration of his chin. Mr. C said he had been 
walking home after a night of drinking when he was accosted 


. by 3 men who dragged him into a basement and began beat- 


ing him. A passerby saw this and called the police, who ap- 
prehended the men, one of whom was discovered in the act 
of sodomizing Mr. C. Mr. C had little recollection of the 
events, but when informed that treatment for the sexual as- 
sault was available he requested this also. 

On examination Mr. C was dishevelled and had a strong 
odor of alcohol on his breath. He had blood on his clothes, 
hands, and face. There was a l-centimeter laceration on his 
chin. His perianal area was covered with sand. and there 
were two anal lacerations as well as three abrasions over the 
sacrum. Evidence was collected as well as specimens for ve- 
nereal disease. i 

Mr. C was seen in follow-up three days later, at which 
time he denied any complaints and seemed to be coping with 
the rape primarily by denial. Laboratory tests were negative. 
Mr. C failed to return for further follow-up. 


DISCUSSION 


Reports of male rape in the community are rare. In a 
recent U.S. Department of Justice survey of criminal 
victimization in a sample city during a one-year period 
(5), there were no males among 1,100 reported rape 
victims. A review of the 90 articles on rape listed in 
Index Medicus for 1975-1978 and available in our med- 
ical school library showed no articles primarily con- 
cerned with male victims. Few (6, 7) even cited males 
as victims. Several articles in recent pediatric litera- 
ture do consider male child victims of sexual assault 
along with female child victims (8, 9). The small but 
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„growing number of reported male victims in Albu- 


*querque may reilect a general public awareness of 
rape, a shift away from blaming the rape victim for the 
crime, and the well-publicized medical and legal serv- 
ices for sexual assault victims in the Albuquerque 
area. Such services have recently been shown to sub- 
stantially increase the reporting of rape among female 
victims (10). 

Overall, male victims seen in the emergency depart- 
ment seemed to have sustained greater physical 
trauma and were likely to have been in captivity longer 
than female victims. They may well reflect the highly 
selective sample of all male victims who come to medi- 
cal attention. their likelihood of reporting being en- 
hanced by extreme circumstances. 

One might speculate that if only 1026-2096 of female 
sex assault victims report their assault (11), a far small- 
er proportion of male victims report theirs. If male vic- 
tims do seek medical attention, they are more likely 
than female victims to seek help for secondary phys- 
ical and 2motional trauma without reporting the sex 
assault. Perhaps this reflects intense embarrassment 
about being raped or the victim's fear of being labeled 
homosexual. 

Burgess and Holmstrom (1) described an acute and 
chronic reaction to rape among female rape victims, 
which they labeled the "rape trauma syndrome.” The 
acute phase begins with “impact reactions,” in which 
"the woman may experience an extremely wide range 
of emotions.” These include feelings of shock or dis- 
belief. Victims tended to exhibit one of two emotional 
styles: the *‘expressive’’ style— crying, sobbing, smil- 
ing, or restlessness—and the ‘‘controlled’’ style— 
calm, composed, or subdued affect. The reactions of 
female victims in their sample were divided roughly 
equally between these two styles. However, in our 
sample of males, 11 (79%) showed a "'controlled"' 
style. This preponderance of controlled emotional re- 
actions may reflect a gender role expectation that it is 
unmanly for males to express emotion, even in the 
face of enormous physical and emotional trauma. One 
can postulate that this is an extension of the different 
socialization patterns of males and females in our so- 
ciety for reaction to illness. Boys are taught from an 
early age to remain more stoic in the face of discomfort 
(12. 13), 

The high rate of family disruption, unemployment, 
and social dvsfunction in this group appears greater 
than among female sex assault victims. This high rate 
may also be a product of skewed sampling rather than 
a true representation of social disruption among all 
male sex assault victims. On the other hand, a dis- 
ruptive lifestyle characterized by frequent mobility 
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and little economic or social stability may place one at 
a higher risk for victimization of many kinds (14). 

Male victims of sex assault in our study seemed in 
general to be unaffiliated with the homosexual commu- 
nity. As in the case of female victims, sex assault of 
males appears to be an expression cf anger, power, 
and dominance over another (15). À study by Sagarin 
(16) of 9 male prison sex assault aggressors revealed 
that none identified himself as homosexual, each stat- 
ing the sex assault on males was an acceptable practice 
of heterosexual males within the prison milieu. One 
wonders if the same gender-blind, ‘‘sexual’’ aggres- 
siveness recognized in confinement does not also take 
place frequently in the community. 

Because male rape victims have reported their as- 
sault so infrequently, and because the nature of the 
assault is so often masked, identification of such vic- 
tims requires a high index of suspicion. Although little 
has been written about the effect of rape on males, it 
appears that despite the controlled reaction usually 
evident, male victims may experience major, hidden 
trauma. 
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In a prospective study of drug overdose patients 
admitted to emergency rooms of 21 Toronto hospitals, 
3996 said they had taken a benzodiazepine. 
Benzodiazepines were used more frequently by 
females than males and by suburban than core 
hospital patients. Patients who overdosed on 
benzodiazepines were admitted to the hospital less 
frequently and arrived with less disturbance of 
consciousness than those who had used other drugs. 
Patterns of prescription in Ontario and patterns of 
overdose in Metropolitan Toronto were highly 
correlated. 


enzodiazepines are widely prescribed antianxiety 
B and sedative-hypnotic agents (1-3), and they are 
now the most common group of drugs taken in over- 
dose (4-8). General practitioners write the majority of 
benzodiazepine prescriptions, but the frequency of 
prescribing such drugs is highest among psychiatrists 
and then among neurologists and internists (9). 

A correlation between patterns of drug prescription 
and frequency and choice of drugs in overdose has 
been shown (7, 10). To our knowledge there have been 
no studies comparing the relative frequency of ben- 
zodiazepine overdose to the availability of these 
agents in an entire urban population. Studies consis- 
tently report that twice as many females as males re- 
celve prescriptions for minor tranquilizers (3, 11), but 
there are few data showing the influence of these 
trends on benzodiazepine overdose. In addition, infor- 
mation on differences in morbidity among patients 
who overdose with benzodiazepines and on the role of 
blood levels in the management of these patients is still 
insufficient. We assessed these problems in a prospec- 
tive study of all drug emergencies at 21 hospitals in 
Metropolitan Toronto (10). 
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METHOD 


Nurse research assistants collected data for 6 
months on 3,548 patients who came to 21 Metropolitan 
Toronto hospitals because of overdose or drug abuse 
problems. This paper presents data concerning pa- 
tients who reported benzodiazepine overdose. Pa- 
tients under 14 years of age were rarely recorded be- 
cause they are often sent to a children's hospital not 
included in our survey. 

We defined drug overdose as a single ingestion of a 
drug in a quantity greater than the maximum recom- 
mended prescribed dose or greater than an individual's 
usual habit, and drug abuse as the chronic ingestion or 
injection of a drug in a dosage greater than that recom- 
mended. 

The data collected from the emergency record in- 
cluded demographic characteristics of patients, 
drug(s) used, and (when possible) quantity, clinical 
characteristics of patients, and results of toxicdlogic 
assays and treatment in the emergency room. Further 
details on terminology, definitions, data collection, 
and computer analysis are given elsewhere (10). A pa- 
tient was classified as using a drug if it was listed on 
the emergency room chart, whether or not that was 
confirmed by laboratory analysis. 

Qualitative (urine) and/or quantitative (serum) de- 
terminations of diazepam or chlordiazepoxide were 
performed at the Addiction Research Foundation 
when requested by the attending physician. Serum 
diazepam and chlordiazepoxide concentrations were 
determined by flame ionization detector gas chroma- 
tography with methadone as the internal standard. The 
lower limit of detection for both diazepam and chlordi- 
azepoxide in plasma is | mg/liter. Qualitative ben- 
zodiazepine analyses were performed as previously 
described (12). This analysis will usually remain posi- 
tive for 2 weeks after the patient has ingested a single 
oral dose of either agent. 


RESULTS 


Of 3,548 patients who came to the emergency room 
with a drug overdose or a drug abuse problem, 1,201 
(34%) ingested benzodiazepines. Of 3,539 patients (9 
were not classified), 816 (23%) were judged to have a 
chronic drug abuse problem, and 2,723 (77%) were 
judged to be drug overdose patients. Of the 816 pa- 
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*TABLE 1 


« Most Frequently Reported Benzodiazepine Combinations (N=1,071) 


Overdose Patients 


Benzodiazepine : N 96 
Diazepam 805 15.2 
Alone 748 69.8 
With flurazepam only 35 3.3 
With chlordiazepoxide only 15 1.4 
Other comhinations 7 0.7 
Chlortliazepoxide alone 119 11.1 
Flurazepam alone 104 9.7 
Chlorazepate alone 24 did 
Oxazepam alone 9 0.8 
Nitrazepam alone Í 0.2 
Combinations not including diazepam 9 0.8 


tients with a drug abuse problem, only 127 (16%) had 
used benzodiazepines, and only 17 of these (2%) kad 
used no other drugs. Of the 2,723 patients with drug 
overdose, 1,071 (39%) used benzodiazepines. Since 
the abuse population differs significantly from the 
overdose group in sex, age, and hospital location, we 
have restricted our analysis to the separate and much 
more prevalent benzodiazepine overdose problem. 
Table 1 shows the types of benzodiazepine and combi- 
nations most commonly taken by overdose patients. 
Diazepam was implicated most frequently, followed 
by chlordiazepoxide and flurazepam. 

Overdose is most common in the early adult years; 
about 173 men and 320 women per 100,000 population 
of individuals aged 21 years come to an emergency 
room because of benzodiazepine overdose. However, 
the proportion of overdose with benzodiazepines com- 
pared with other drugs is independent of age. In con- 
trast, sex and hospital location were related to ben- 
zodiazepine overdose (see table 2). Benzodiazepines 
are more commonly used in overdose among women 
than among men. In addition, the patterns of overdose 
are different: male benzodiazepine users took other 
drugs more often than did females. Although the over- 
all proportion is the same in core and suburban hospi- 
tals, the patterns of use differ in that benzodiazepines 
were combined with other drugs by more core than 
suburban overdose patients. 

As table 2 also shows, a significantly lower propor- 
tion of patients taking only benzodiazepines arrived 
unconscious compared with patients who took addi- 
tional drugs or drugs other than benzodiazepines. The 
type of drug ingested influenced the management of 
patients. Among benzodiazepine users, patients using 
no additional drugs were more often referred to out- 
side medical services (psychiatry or family practice) 
and less often admitted (x*=5.85, df=1, p<.05). Ben- 
Zodiazepine ingestion was unrelated to the other dis- 
charge categories (no referral, left against advice, ex- 
pired, or others). 

The psttern of psychotropic drug use in Ontario (13) 
and the pattern of overdose in Metropolitan Torento 
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(10) were highly correlated (prescription drugs com- 
pared with overdose drugs: benzodiezepines, 39.3% 
and 39.6%, respectively; barbiturates, 15.276 and 
16.4%; nonbarbiturate sedatives, 12.4% and 11.1%; 
tricyclic antidepressants, 8.8% and 10.9%; neurolep- 
tics, 7.4% and 6.2%; r=.995, p<.001). 

The type of benzodiazepine taken influenced the pa- 
tient’s state of consciousness on arrival and tke man- 
agement of patients. Patients who ingested flurazepam 
were significantly more likely to be drowsy (49%) on 
arrival at emergency rooms than patients who ingested 
other benzodiazepines (34276) (p«.01), and they were 
more often admitted to the hospital (44%) than those 
who ingested chlordiazepoxide (32%) or diazepam 
(38%). Several potentially confounding factors (sex, 
age, dose, location, arrival time, and concurrent use of 
ethanol) were analyzed and did not account jor this - 
finding. 

Laboratory confirmation was requested by the at- 
tending physician for only 16% of patients who had 
reported taking chlordiazepoxide and diazepam. The 
chlordiazepoxide assay was more often positive than 
that for diazepam (61% versus 38%), possibly because 
diazepam plasma levels are usually less than 1 mgli- 
ter, which was the lower sensitivity limit of our assay. 
There was a significant correlation between drug alle- 
gation and laboratory confirmation  (dizzepam: 
x7= 11.37, df=1, p«.001; chlordiazepoxide: x?=39.09, 
df=1, p<.001). 

Serum levels of diazepam were obtained for 43 pa- 
tients. State of consciousness on arrival was nct corre- 
lated with serum level or with the reported dose of 
diazepam (figure 1). The time between ingesticn of the 
drug and arrival at the hospital could not be deter- 
mined. 


DISCUSSION 


This study provides the opportunity to estimate the 
magnitude of benzodiazepine overdose in an entire ur- 
ban population. The age distribution of patients who 
have overdosed with benzodiazepines is similar to the 
overall overdose population; drug overdose seems to 
be a problem of the early adult years, parcicularly 
among females. One can project from our data that in | 
year, 3 of every 1,000 women aged 21 years will be 
seen in an emergency room in Toronto with a ben- 
zodiazepine overdose. Furthermore, the actual in- 
cidence may be even higher because some studies 
have shown that about one-third of al] adult paisonings 
are managed at home (7). 

The selection of a drug for overdose is highly influ- 
enced by availability (14, 15). We found a high_y signif- 
icant correlation (r=.995; p<.001) between the pre- 
scription of drugs and their selection for overdose, 
which suggests that availability is a good predictor of 
which drugs will be used as agents of self-poisoning. 
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TABLE 2 
Characteristics of Patients Reporting Benzodiazepine Overdose? 
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Drug Taken in Overdose 


Drugs Otner Than 
Benzodiazepiges 


Benzodiazepines 
Plus Other Drugs 


Benzodiazepines 
l Alone 
Characteristic : O N % 
Sex? 
Male (N 930) 78 8.4 
: Female (N=1,791) 266 14.8 


Hospital location* 


Core (N=806) 82 10.2 

Suburban (N 71.917) 262 13.7 
State of consciousness 

Alert (N 1,510) 200 58.1 

Drowsy (N=814) 135 39.2 

Unconscious (N =399) 9 2.6 
Total (N=2,723) 344 12.3 


N % N %o 
263 208,3 589 63.3 
463 25.9 1,062 ` e 59.3 
222 24:5 502 62.3 
505 26.3 1,150 60.0 
358 49.2 952 57.6 
255 354 424 25.7 
114 15.7 276 16.7 
727 26.7 1,652 61.0 


*Throughout the paper the percentages are based on different totals because a few patients were dropped after the study began. 

"Benzodiazepines alene were used significantly more by female patients (p<.001). 

*Benzodiazepines alone were used significantly more by suburban patients (p<.01). 

*Patients taking benzodiazepines alone were significantly less likely to be unconscious compared to those who took additional drugs (p<.001) or drugs other than 


benzodiazepines (p.001). 


FIGURE 1 
Relationship Between State of Consciousness on Arrival and Reported 
Dose and Serum Levels of Diazepam 
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Benzodiazepines are the most commonly prescribed 
psychotropic drugs (2, 3), so it is not surprising that 
39% of our overdose patients used a benzodiazepine. 
Diazepam was taken by 75% of our benzodiazepine 
overdose patients. Previous studies in this and other 
countries have found a similar relationship between 
diazepam and the other benzodiazepine prescriptions 
(13, 16, 17). Flurazepam was used by our overdose pa- 


tients almost as frequently as chlordiazepoxide; the 
prescription of flurazepam has increased steadily since 
1971 (17). Other benzodiazepines were named by less 
than 5% of our overdose patients. 

Benzodiazepines were more frequently ingested by . 
female than male patients. Several studies have shown 
that twice as many women than men receive psycho- 
active drugs (3, 11). For example, in Ontario in 1976, 
19.3% of females but only 8.2% of males had used 
tranquilizers during the previous year (11). That de- 
pression is almost twice as common in women than in 
men and that women of all ages visit doctors more fre- 
quently (3, 17-19) account for much but not all of these 
sex-related differences (3, 11). Impulsive behavior 
leading to overdose has been reported with similar fre- 
quency in both sexes (14, 15). Women more cften used 
benzodiazepines in overdose simply because these 
drugs were readily available. The identification of the 
association of availability, depression, and overdose 
should lead to greater care and responsibility in pre- 
scribing these drugs for patients who could be handled 
by simple reassurance or support. 

Benzodiazepines alone were more frequently used 
by suburban patients. This finding reflects, in part, the 
slightly higher percentage of female patients seen in 
the suburban hospitals in our general overdose study 
(10). However, undetected economic, sociological, or 
psychological factors might contribute to this finding. 

Our study shows that the clinical features of ben- 
zodiazepine overdose are usually mild, and only sup- 
portive therapy is generally required. Patients who re- 
ported ingesting only benzodiazepines were rarely un- 
conscious when they came to the emergency room and 
therefore were infrequently admitted to the hospital. 
Coma, hypotension, and respiratory depression are in- 
frequent in benzodiazepine overdose patients (8). 
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Proudfoot and Park (7) noted that the increasing use cf : 


benzodiazepines rather than barbiturates as agents cf 
self-poisoning has resulted in overdose patients who 
are less sick being seen in hospitals. Follow-up and 
long-term management of overdose patients is also im- 
portant. Our benzodiazepine overdose patients were 
referred more frequently for follow-up to medical serv- 
ices than to nonmedical care facilities, which suggests 
that emergency room physicians did not consider ben- 
zodiazepine overdose to be a trivial isolated event but 
rather an indication of other problems which could im- 
prove with adequate treatment. 

Patients who had ingested flurazepam were more 
likely to arrive drowsy than were patients who had 
taken other benzodiazepines, and none of the poten- 
tially confounding factors analyzed accounted for this. 
It is interesting that age was not related to the in- 
creased frequency of drowsiness, since it has been re- 
ported that older patients receiving flurazepam have 
higher susceptibility to this effect (20). 

That the attending physicians rarely requested labo- 
ratory confirmation of ingestion probably reflects their 
awareness that benzodiazepine overdose usually is not 
life-threatening. We found no correlation between 
serum concentration of diazepam and state of con- 
sciousness on arrival, probably because the relation- 
ship between drug dose, serum concentration, and in- 
tensitv of action is influenced by many factors, but 
particularly the interval between drug ingestion and ar- 
rival in the emergency room, and hence time of sam- 
pling and development of drug tolerance (21). The sig- 
nificant correlation between the patients' allegation 
and qualitative laboratory confirmation suggests that 
allegation is usually an adequate predictor of actual in- 
gestion. Thus, there is no role for routine qualitative or 
quantitative measurements of benzodiazepines, unless 
ingestion of other drugs is also suspected. Since avail- 
ability is the major factor accounting for the selection 
of benzodiazepines as agents of self-poisoning, these 
drugs should be prescribed only for proven indications 
and for a length of time of proven effectiveness. 


20. 


21. 
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The authors evaluated the impact of short-term 
intensive instruction by mental health professionals on 
police officers’ attitudes toward the mentally ill and on 
their ability to distinguish between mental illness and 
other behavior. Compared with a control group who 
did not receive the special training the 80 officers 
showed increased interest in and sympathy for 
psychiatric problems. 


his study was designed to evaluate the impact of 
Dl intensive instruction by psychologists 
and psychiatrists on the attitudes of police officers to- 
ward the mentally ill and on the officers' ability to dis- 
tinguish between mental illness and other behavior. 
We also attempted to assess the capacity for communi- 
cation between police officers and mental health pro- 
fessionals. 


METHOD 
Subjects 


The sample consisted of 160 full-time police officers 
in a large eastern city randomly assigned to two groups: 
the experimental group (N=80), who received inten- 
sive instruction from psychologists and psychiatrists 
in various aspects of psychopathology, including symp- 
tom descriptions; and the control group (N80), who 
received no instruction beyond that provided as part of 
the regular training in a police academy. 

The subjects ranged in age from 23 to 34 years, with 
a median of 27.8 years. The majority of subjects in 
both groups were from blue-collar homes, with ap- 
proximately 2096 from lower middle class homes and 
8% from middle class homes. All were high school 
graduates or had high school equivalency certificates; 
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2296 had earned some college credits but none was a 
college graduate. Approximately 20% came from 
homes in which another family member—usually the 
father— was a police officer, and some subjects had 
two or more immediate relatives who were police offi- 
cers. 


Procedure 


All subjects were taking an introductory psychology 
course as part of their police training requirement and 
were thus not self-selected for an interest in psycholo- 
gy. The experimental group received 16 hours of in- 
tensive instruction in abnormal psychology and psy- 
chiatric description and syndromes. The instruction 
included lectures, relevant case material, and filfns. 
The control group took only the regular introductory 
psychology course. 

At the conclusion of the semester, both groups were 
tested to ascertain the effectiveness of the instruction. 
The testing procedure involved a film, prepared by a 
pharmaceutical company, which showed psychotic pa- 
tients behaving bizarrely. Both groups were given 
identical instructions: 


You are the officer called to the scene. Write your re- 
port as you would present it to the psychiatrist. Describe 
in full what is happening, so that the psychiatrist will be 
able to make a judgment as to whether to hospitalize this 
person or not. 


Two filmed cases were viewed by both groups, who 
were then given time to describe the cases. The de- 
scriptions provided by both groups were evaluated by 
the resident and attending staff of New York Medical 
College against criteria taken from the mental status 
examination. The evaluators were asked to decide 
whether or not to admit the patient on the basis of the 
description supplied by each police officer. None of 
the descriptions indicated whether the writer was a 
member of the experimental or control group, and all 
were anonymous. Those judging the police reports 
were required to base their decisions on the specificity 
of the descriptive criteria. 


RESULTS 


Table 1 indicates marked differences between the 
control and experimental groups on most of the 25 cri- 
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TABLE 1 
Percent of Police Officers With or Without Intense Instruction Who 
Adequately Descr.bed a Psychotic Patient 





Group 
: Regular Intense 
Instruction Instruction 

Diagnostic Criteria (N=80) (N =80) p? 
Correct identifica-ion of subject 39 81 OS 
Appearance of subject 23 69 .05 
Behavftor of subject 32 75 OS 
Description of affect 35 70 05 
Description of activity 35 72 .05 
Mention of anxiety 28 64 05 
Description of speech 28 62 DS 
Mention of delusions 40 84 .03 
Detail of delusions 36 81 .D5 
Mention of hallucinations 10 31 .05 
Detail of hallucinations 3 20 OS 
Mention of suicidal behavior 3 5 n.s 
Mention of homicidal or 

assaultive behavior 17 25 .10 
Mention of paranoia 16 74 .03 
Indication of diagnosis 4 38 OS 
Hypothesis of dynamics 35 38 n.s. 
Description of interraction 21 J3 OS 
Empathic 74 88 DS 
Number of derogatory items 32 3 .95 
Treats mental illness seriously 71 87 .05 
Number of quotes 11 9 n.s. 
Reality contact 5 19 .95 
Speculates on prognosis 9 11 n.s 
Suggests disposition 9 8 n.s 
Would you eccept? 

Yes 14 62 5 

No 86 38 DS 


4Standard difference of means test, t test. 


teria. The experimental group scored significantly 
higher than the control group. It is interesting that 
even on items that are included in standard police re- 
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ports, e.g., identification and appearance, the 2xperi- 
mental group scored significantly higher. The 2xperi- 
mental group thus was capable of learning to reccgnize 
psychopathology and to report it accurately. 

In the films, both subjects were psychotic and were 
hospitalized. On the basis of the written accour:s sup- 
plied by both the groups in this study 100 of tre 150 
cases reported by the members of the experimental 
group were ''admitted"' for hospitalization by the eval- 
uating psychiatrists, but only 20 of the 160 were ‘‘ad- 
mitted” as a result of information supplied by the con- 
trol group. 

It was also interesting that the experimenta: group 
treated the filmed cases more seriously, did not laugh, 
and manifested less anxiety in dealing with psychiatric 
problems. They were also more sympathetic toward 
the patients. In only one instance in the reports of the 
experimental group was a derogatory term used, but 
there were 24 derogatory terms or phrases in ->e 150 
descriptions submitted by the control group. (We did 
not consider the term “psycho” derogatory in this 
context.) One report from a control subject said ‘‘The 
nut needs a dentist, not a doctor."' 


DISCUSSION 


The attitudinal changes in the members of the exper- 
imental group which were brought about by the in- 
tensive instruction and by a concomitantly increased 
interest in and sympathy for psychiatric prctlems, 
have important implications for police work. Bias to- 
ward psychiatric patients was found, but whether it re- 
sults from fear or from ignorance, it can be mirimized 
through instruction. 
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Transfers from a General Hospital Psychiatric Service to a State . 


Hospital 
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The authors investigated the marked decline in the 
number of patients transferred from an inpatient 
service of a general hospital to a state hospital during 
a 30-month period. The major reasons for transfer 
were unmanageable behavior, high risk of suicide or 
homicide, administrative considerations, and 
unremitting or deteriorating course. They found that 
administrative concern about three factors —the many 
problems of patients likely to be transferred, staff 
anxiety, and the relationship between the general 
hospital and state hospital units —can facilitate the 
decline in the number of patients transferred to a state 
. hospital. 
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ith the advent of the community mental health 

movement, the focus of inpatient hospitalization 
has shifted from state hospitals to community-based 
inpatient facilities (1). This shift is a desirable alterna- 
tive to hospitalization in geographically distant, under- 
funded, understaffed state hospitals. Yet, some pa- 
tients who are initially hospitalized in community gen- 
eral hospital facilities are subsequently transferred to a 
state hospital. Interhospital transfer is & vivid and trau- 
matic event for both the transferred patient and the 
community facility. We chose to study this phenome- 
non to increase our understanding of how a general 
hospital milieu affects certain patients. 

Although there is some literature related to this phe- 
nomenon (2-5), to our knowledge no cne has system- 
atically examined a cohort of transferred patients. One 
hypothesis is that transferred patients may represent a 
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population who cannot take advantage of community 
inpatient facilities. In a 1977 brief report Lamb (6) 
stated that most of the patients transferred to a state . 
hospital were young men who had a history of physical 
violence or who were thought to be physically out of 
control. Friedman (7) suggested that therapeutic trans- 
fer was also a potential element of successful manage- 
ment of some borderline patients. 

We studied all of the patients transferred over a 30- 
month period from a community-based general hospi- 
tal psychiatry service to a state hospital. In this paper 
we will address the following questions: 1) Who gets 
transferred—what are the clinical characteristics of 
the transferred patients? 2) Why do they get trans- 
ferred— what limits the general hospital unit's capacity 
to treat these patients? and 3) What steps can be taken 
to decrease the number of patients transferred? 


METHOD 


The patients in our study were drawn from a cohort 
of consecutive admissions to a general hospital psychi- 
atric service. Admissions to the general hospital unit 
and the state hospital are made through the same 
emergency room. Voluntary status and bed availabili- 
ty are the two criteria that determine eligibility for ad- 
mission to the general hospital unit. 

Over the 30-month period (July 1, 1974, to Decem- 
ber 31, 1976) 54 patients were transferred from the 
general hospital unit to the state hospital. These 54 pa- 
tients represented 7% of the total general hospital 
unit's inpatients (N —752) and 4% of the state hospital 
population (N=1,267) admitted during the study peri- 
od. Four of these patients were transferred twice, 
making a total of 58 transfers. 


Procedure 


Data on the 58 transfers were gathered from the pa- 
tients' general hospital charts. The following informa- 
tion was collected for each transfer: age, sex, diagno- 
sis, history of state hospital, length of stay on the gen- 
eral hospital unit before transfer, date of transfer, and 
reason for transfer. Comparable data, when appli- 
cable, were obtained for the patients at the general 
hospital and the state hospital during the same period. 
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Ratings of Reason for Transfer 


Review of the charts suggested that the reasons for 
transfer could be classified into four groups: unman- 
ageable behavior, high risk of suicide or homicide, ad- 
ministrative considerations (e.g., patients waiting for 
nursing home placement), and unremitting or deterio- 
rating course (patients who had been on the general 
hospital unit for a considerable time but.had nor re- 
sponded to treatment). Two raters independently rated 
the reason for each patient's transfer; they agreed in 
94% of the cases. In the other 6%, a third rater decided 
on one reason for transfer. The following four case re- 
ports illustrate the classifications. 


CASE REPORTS 


Case I (unmanageable behavior). Mr. A, a 20-year-old un- 
married man, was admitted for his first psychiatric hos»ital- 
ization with a diagnosis of manic-depressive illness, manic 
type. He was given haloperidol (80 mg daily). As the af- 
fective component of his illness became clear, he was given 
lithium carbonate (1800 mg). His hospital course was 
stormy. On his fourth hospital day, he ripped off the vinyl 
wallcovering in his room. Mechanical restraints were occa- 
sionally used. On three occasions the staff attempted to grad- 
ually reduce the restrictions on the patient. Each time he 
became highly agitated, and the restriction was reimposed. 
On the fourth attempt to decrease his restrictions, the patient 
became agitated, provocative, and increasingly delusional. 
On his 38th day at the general hospital he was transferred to 
the state hospital. 

Case 2 (high risk of suicide or homicide). Mr. B, a 38-year- 
old divorced man, was admitted for his 10th psychiatric hos- 
pitalization with a diagnosis of acute psychotic episode. On 
dav 2 of his hospitalization he told the staff he wanted to die. 
He admitted stealing medicztion from the coat pocket of an 
outpatieat, hiding it, and intending to overdose. He said 
he could not control these impulses and that he felt un- 
safe in the general hospital. Because of these symptoms and 
a history that included a potentially lethal suicide attempt, 
Mr. B was transferred to a locked setting at the state 
hospital. 

Case 3 (administrative corsiderations). Mr. C, an 80-year- 
old married man with three children, was admitted to the 
psychiatric unit from a nursing home. This was his first psy- 
chiatric hospitalization. He had a diagnosis of senile de- 
mentia and had shown increased combative behavior and 
wandering about just before his admission. His family want- 
ed to place him in another nursing home closer to his wife's 
home. Unfortunately, at the time of Mr. C's hospitalization 
there were few nursing homes with available beds. On day 26 
he was transferred to the state hospital to wait for a nursing 
home bed in the community. 

Case 4 (unremitting or deteriorating course). Ms. D, a 31- 
year-old divorced woman with a diagnosis of chronic schizo- 
phrenia, was admitted for tke first time to a general hospital 
psychiatric unit. Although she had been hospitalized many 
times in state facilities during the previous 7 years, careful 
review of her records showed no consistent care plan. Her 
level of functioning before her first hospitalization was good; 


COTTON, BENÉ-KOCIEMBA, AND ROSES 23] 


she had been an outstanding student for 3'/2 years in a local 
college. During the index admission, despite substantial 
medication, consistent individual work, family involvement, 
and a milieu plan that emphasized the development of dailv 
living skills, she showed florid symptoms, includina continu- 
ous bizarre movements, idiosyncratic communication, and 
negligible interpersonal contact. It was clear that she could 
not live in any community facility. On the 118th day of hos- 
pitalization she was transferred to the state hospizal. 


RESULTS 
Transferred Patient Profile 


Several major features of the patients who were 
transferred can be seen in table 1. More than 3alf were 
given the diagnosis of schizophrenia. More than 80% 
were transferred during the acute phase of their illness 
for unmanageable risk or behavior while on the unit. 
The patients were predominantly young (43% were un- 
der 24 years of age), and they were almost evenlv di- 
vided by sex. Almost two thirds (64%) had been hospi- 
talized in the state hospital at some point bezore their 
current general hospital stay. 


Each of the demographic characteristics was ana- . 


lyzed using the chi-square statistic. We found that far 
more women than men who were transferred nad a his- 
tory of previous hospitalization in a state facility 
(p.05); 23 of the 30 women (77%) but only 14 of the 
28 men (50%) had been hospitalized in a state facility. 


Differences Between Transferred and Nontransferred 
Patients 


Table 1 also shows the differences in age, sex, and 
diagnosis among the transferred patients, the non- 
transferred general hospital patients, and the state hos- 
pital patients. There are differences in all three areas; 
these are most significant in diagnosis. There was a 
strikingly larger percentage of schizophrenic patients 
among the transferred group than among the remaining 
general hospital patients or the state hospital patients 
(p<.001). The transferred patients were significantly 
more likely to be younger than the nontransierred pa- 
tients in the general hospital (p «.02) and the state hos- 
pital patients (.05«p«.10). Women were c-ver- 
represented in the transferred group (.05<p<.10) 
when compared with the state hospital group, but 
there was no association when compared with the re- 
maining general hospital patients. 

We also compared lengths of stay in the general hos- 
pital for the transferred and nontransferred patients. 
There was no significant difference. During the study 
period the average length of stay was 25.1 days for the 
transferred patients and 21.3 days for the nontrans- 
ferred patients. 


Decline in Transfers 


Our most striking finding was the significantly dra- 
matic decline in the number of patients transferred 


* 


232 | TRANSFERS TO A STATE HOSPITAL 


TABLE 1 
Demographic Characteristics of Three Groups of Patients 
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Patients Transferred : 
to State Hospital 


(N-58*  — 

Characteristic N 0b 
Age 

14-24 years 25 43 

25-44 years 23 40 

45-64 years 7 i2 

65 years and older 3 5 
Sex 

Male 28 48 

Female . 30 52 
Diagnosis 

Schizophrenia 32 55 

Personality disorder , 13 23 

Affective disorder 6 10 

Other 7 12 
Reason for transfer 

Unmanageable behavior 30 51 

High risk of homicide or suicide 18 31 

Unremitting or deteriorating course ur 3 9 

Administrative considerations l M 9 


354 patients were transferred; 4 of these patients were transferred twice. 


Patients Admitted to 
State Hospital 


Patients Admitted 
to General Hospital 


(N 319) (N-1267. — 

N % N ` % 
18 18 317 25 
58 58 608 48 
14 14 253 28 
10 10 89 ^ 7 
135 42 760 60 
184 58 507 40 
93 29 405 32 
70 22 114 9 
99 31 152 12 
57 18 


596 47 


"Information was available for only one year (1976) on the general hospital population. The percents for the characteristic of age for the general hospital 
population were obtained from a random sample of 100 patients admitted during the study period. 


over a 30-month study period (F=15.037, p<.001, 
Kruskal-Wallis one-way analysis of variance). Divid- 
ing the 30-month study period into three 10-month pe- 
riods, the number of transfers declined from 32 to 18 to 
8. 
To determine whether the decline in transfers was 
associated with age, gender, diagnosis, or reason for 
transfer, we examined each of these factors over time. 
None of the associations was statistically significant 
except for diagnosis over time, which was marginally 
significant (.05«p«.10). The strongest association 
with the overall decline of transferred patients was the 
decline of transferred patients with the diagnosis of 
schizophrenia. Although reasons for transfer were not 
significantly associated with the decline in rate of 
transfer, an analysis of this variable during each of the 
three consecutive 10-month time periods revealed that 
the category of unmanageable behavior accounted for 
fully half of the transfers in all three periods. 


DISCUSSION 


No psychiatric professional who has witnessed a 
transfer from a general hospital psychiatric unit to a 
state hospital can forget the scene: the urgent call for 
hospital security, the arrival of the ambulance atten- 
dants, the patient strapped onto the stretcher waiting 
by the elevator, the subsequent anger and fear among 
the other patients, and the staff concern about in- 
adequate, incomplete patient treatment. 

If the psychiatric unit labels interhospital transfer as 
an undesirable complication of patient treatment, staff 


concern about transfer can become a motivating force 
for staff growth and development. This concern should 
center around three issues: 1) the many problems of 
transferred patients, 2) staff anxiety, and 3) the rela- 
tionship between the general hospital unit and the state 
hospital unit. 

It is difficult to construct comprehensive and reliable 
care plans for the patient at risk for transfer. These 
patients have many severe problems, and educational 
programs for staff members must pay specific attention 
to these patients' needs. When a transfer does take 
place, a formal posttransfer review of the patient's 
care plan is helpful in the process of staff growth. 

One of the important determinants of transfer is staff 
anxiety. It is not only what the patient does that causes 
transfer but also what the staff can tolerate. Careful 
staff selection, a written job description, and routine 
staff evaluations are three practices that give staff a 
sense of structure and support from the administra- 
tion. In addition, developing ward policies that cover a 
variety of difficult situations (e.g., use of mechanical 
restraints, involuntary medication, assaultive patients, 
and methods of suicide prevention) and paying atten- 
tion to staff vulnerability at times of stress are two ad- 
ditional methods of increasing staff tolerance and de- 
creasing staff anxiety. | 

Regular meetings between the general hospital and 
the state hospital staff aid the development of a work- 
ing relationship. When our hospital staff met regularly 
with the staff of the state hospital we found that over 
time discussion shifted from a predominant concern 
with staff willingness or unwillingness to treat certain 
patients to a concern with patients and the setting that 
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* could best meet their needs. During the course of these 
« discussions the number of transfers from the general 


hospital declined and the number of transfers from the 
state hospital to the general hospital dramatically in- 
creased. Both groups saw this shift to inpatient treat- 
ment in community-based facilities, especially for 
schizophrenic patients, as a desirable alternative to 
hospitalization in geographically distant, underfunded, 
understaffed state hospitals. 

Finally, in our zeal to keep patients out of the state 
hospital, we should be aware of the fact that certain 


patients require a locked, relatively low-stimulus set- : 


ting. Unlocked general hospital units have real limits 
even when they incorporate an aggressive treatment 
approach. Fatients must have some internal capacity 
to maintain a voluntary cooperative relationship with 
staff and to maintain respect for hospital norms and 
procedures. The patient whose behavior is unmanage- 
able—the manic patient who cannot be contained 
without locked doors, and the patient whose condition 
seems to worsen in the highly stimulating environment 
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of the general hospital— might well beneñt from trans- 
fer to the state hospital. The evaluation cf all transfers 
within a care system can allow for the develooment of 
administrative and clinical clarity about which setting 
is most beneficial for the individual patient. 
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This section contains 1) new research findings, including preliminary data from pilot studies, either clinical or 
laboratory; 2) worthwhile replication studies; 3) case reports that describe a truly new syndrome or cast new 
light on established ones; and 4) case reports that indicate a new therapeutic procedure of potential value or call 
attention to adverse effects of drugs or previously unreported complications of therapeutic interventions. Pro- 
gram descriptions and literature reviews cannot be printed in this section. Criteria for format are listed in 
"Information for Contributors" in each issue; papers that do not adhere to these criteria will be returned to the 


author. 


Overdosage with Antipsychotic Agents 


BY MARCIA DIVOLL ALLEN, DAVID J. GREENBLATT, M.D., AND BARBARA J. NOEL 


The recent trend toward noninstitutional care of 
psychiatric patients has made antipsychotic drugs ex- 
tensively available to the general public, so it is not 
surprising that these drugs are often implicated in cas- 
es of accidental or deliberate self-poisoning (1, 2). Re- 
ports in the literature usually review only serious or 
fatal overdoses (3-8). We investigated the incidence 
and consequences of self-poisoning with antipsychotic 
agents seen: at Massachusetts General Hospital be- 
tween 1962 and 1975. 


Method 


For all patients admitted to Massachusetts General 
Hospital between 1962 and 1975, diagnoses were 
coded descriptively and numerically and stored on 
magnetic tape. Patients whose diagnoses were consis- 
tent with self-inflicted injury, deliberate or accidental 
self-poisoning, or attempted suicide were identified by 
computer. The medical records of all such patients 15 
years of age or older were reviewed (9), and data were 
recorded on a standardized form. The excerpted clini- 
cal summaries were used to prepare this report. The 
severity of CNS depression was rated on the following 
scale (9): grade 1, drowsy but responsive to verbal 
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stimulation; grade 2, responsive to mild painful stimu- 
lation; grade 3, minimum response to maximum pain- 
ful stimulation; and grade 4, no response to maximum 
painful stimulation. 


Results 


The number of medical admissions to Massachu- 
setts General Hospital between 1962 and 1975 was 
97,994, an average of 7,538 per year. A total of 773 
admissions (0.8% of the total), involving 701 patients, 
was attributable to accidental or deliberate overdose 
with a psychotherapeutic drug. This total does not in- 
clude 35 admissions for which the hospital record was 
lost, confidential, or otherwise unavailable for admin- 
istrative reasons. Also, analysis of cases treated in the 
emergency room and discharged without hospital ad- 
mission was not possible because computerized rec- 
ords of such patients' diagnoses are not available. 

Review of these records revealed 56 admissions 
(7.226 of overdose patients), involving 53 patients, in 
which clinical findings or toxicologic analysis in- 
dicated that an antipsychotic drug was among the 
agents ingested. These patients’ ages ranged fom 15 
years to 67 years, with a mean of 33.1 years. There 
were 29 female and 24 male patients in this group. 
None of these incidents was fatal. 

Fourteen of the cases in this series involved only a 
major tranquilizer—thioridazine (0.1-1.5 g), chlor- 
promazine (.75-20.0 g), or trifluoperazine (0.05-0.15 g) 
(see table I). Twenty-four patients ingested an antipsy- 
chotic with other CNS depressants, such as phenobar- 
bital, diazepam, or glutethimide. Sixteen used & major 
tranquilizer with an antidepressant or a major tranquil- 
izer-antidepressant combination (e.g., Etrafon or Tri- 
avil). 
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TABLE 1 
¿Complicating Events in 56 Overdoses Involving Neuroleptics 
Antipsychotics Antipsychotics 
UUs ChOUCS rons _and CNS and Antipsychotics 
Chlorpromazine Thioridazine  Trifluoperazine Depressants . Antidepressants and Misce.laneous 
Complicating Event? (N=8) (N=3) (N=3) (N=24) (N= 16) Drugs (4-12) 
Coma grade 3 or 4 4 0 1 14 13 2 
Tachycardia ] 4 l lt 13 
Other ECG abnormalities 0 0 0 7 7 ] 
Respiratory failure 3 l 0 7 7 0 
Hypotensior 2 I 0 6 3 0 
Hypertension 2 0 1 0 3 0 
Hypothermia 2 I 0 5 6 2 
Hyperthermra 1 0 0 8 4 1 
Delirium 0 I 0 l 2 0 
Seizures 0 l 0 4 3 0 
Extrapyramidal movements 0 0 0 3 0 0 
Urinary retention 0 0 0 3 0 0 
Renal failure 0 0 0 0 0 ] 
Oculogyric crisis 0 0 0 1 0 0 


*Many patients had more than one complicating event. 


Fifteen of the 56 admissions involved a hospital stay 
of 24 hours or less. Twenty-eight patients were hospi- 
talized from 2 to 6 days, and 13 remained in the hospi- 
tal for 1 week or more. One patient in this category 
required hemodialysis because of renal failure and was 
hospitalized for 47 days. 

More than half (34 cases) reached a coma grade of 3 
or more. Eighteen patients developed respiratory fzil- 
ure and required intubation. Of these, 4 had ingested a 
major tranquilizer alone and 14 had mixed ingestions. 
Thirty-two patients had tachycardia of 100 beats per 
minute or more. Other ECG abnormalities found in 15 
patients were arterioventricular block, T-wave abnor- 
malities, premature ventricular contractions, and right 
bundle branch block. Additional untoward events in- 
cluded hvpotension (systolic blood pressure z 90 
mmHg), hypothermia (body temperature = 97°F), hy- 
perthermia (temperature = 101?F), and seizures. Epi- 
sodes of delirium, extrapyramidal movements, and 
urinary retention were alsc observed. As noted pre- 
viously, 1 patient had renal failure and required hemo- 
dialysis. An oculogyric crisis occurred in 1 patient who 
had taken promazine and chloral hydrate. 

In the majority of cases therapy was nonspecific and 
supportive. Four patients received a ''test dose” of 
physostigmine, and 7 required intravenous diphen- 
hydramine to treat dystonic reactions. 


Comment 


Our review of 56 cases involving self-poisoning with 
an antipsychotic agent cleariy indicates that intentional 
overdose with these drugs commonly produces sericus 
complications. More than half of the patients devel- 
oped severe CNS depression, and complications such 
as respiratory failure, hypotension, tachycardia, and 
other cardiac arrhvthmias were observed frequently. 
Cardiac rhythm disorders were more common in 
mixed drug ingestions, particularly when antipsychot- 
ic agents were taken with tricyclic antidepressants. In 


13 of the 56 cases, hospitalization of I week or longer 
was required. | 

Although there were no deaths in this series, fatali- 
ties from neuroleptic overdose have been repo-ted (4- 
6). The cause of death is not always evident at post- 
mortem examination, suggesting that an unexpected 
arrhythmia may be the terminal event. In one report 
(6), death occurred 3 days after ingestion of 3 g of thio- 
ridazine; death followed a 24-hour period in which the 
patient was conscious and appeared well. Autopsy 
showed a normal heart, pulmonary edema, and acute 
tubular necrosis. 

Previous reviews of antipsychotic drug overdosage 
generally have not emphasized potentially Iife-threat- 
ening complications, particularly when the antipsy- 
chotics were used in mixed ingestions (1, 2). Since our 
study was completed before the introduction of newer 
classes of antipsychotic agents (loxapine and molin- 
done), we have no information on the consequences of 
overdose with these drugs. However, recent reports 
(10) suggest that these drugs are no less hazardcus 
than other antipsvchotics. Based on currently avail- 
able data, we recommend that patients who have taken 
excessive quantities of major tranquilizers, either 
alone or in combination with other drugs, should re- 
ceive intensive monitoring and care. 
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The Psychiatric Assessment of a Vietnamese Refugee Through Art 


BY EARL A. BURCH, JR., M.D., AND CAROLYN H. POWELL 


The evaluation of psychopathology is a complex 
procedure dependent on behavioral observations, as- 
sessment of verbal productions and their linkage to af- 
fect and thought content, and interpretation of psycho- 
logical testing. It is especially difficult to evaluate a 
patient from a foreign culture who speaks only the lan- 
guage of that culture. We will describe our use of art in 
evaluating and following the progress of a Vietnamese 
refugee. We will also discuss application of art to the 
management of patients with cross-cultural language 
difficulties. 


Case Report 


Ms. A, an 18-year-old unmarried South Vietnamese wom- 
an, was referred to our hospital in February 1976. In May 
1975 Ms. A and her parents had been evacuated from Saigon 
to the United States and separated in different refugee 
camps. At the camp Ms. A was described as “a vivid and 
troubling person’ who showed "'bizarre dress and promiscui- 
ty.” Shortly after they were reunited with Ms. A, her par- 
ents complained about her promiscuity and run-away behav- 
ior. Through an interpreter Ms. A underwent a psychological 
evaluation that revealed learning difficulties and low IQ 
scores. Ms. A was then referred to our hospital for a more 
extensive evaluation in a structured environment. 

We performed the initial interview through a male Viet- 
namese interpreter because Ms. A spoke only a few words of 
. English. She was attractive and neatly dressed and appeared 
4 or 5 years younger than her stated age of 18. She wore an 
unusual amount o7 eye shadow and smoked cigarettes fre- 
quently during the interview. She thought the hospital was a 
school where she would be taught the language and culture 
of America. Ms. A appeared happy, immature, and flirta- 
tious, with no overt evidence of significant psychopathology. 
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Her physical and neurologic exams and lab data were nor- 
mal. 

Shortly after her birth Ms. A’s biological parents aban- 
doned her, and she was raised in an orphanage in South Viet- 
nam. At the age of 5 she became the foster child of an upper- 
class South Vietnamese family who had two children of their 
own. After she did poorly at a private parochial school, Ms. 
A was allowed to stay home without further schcoling. 

We admitted Ms. A to a 23-bed inpatient female psychiat- 
ric unit, and she adjusted well to the ward milieu. The inter- 
preter estimated her language and sentence structure in Viet- 
namese to be comparable to that of an immature fourth or 
fifth grader. A revised Beta exam (1) revealed an IQ of 69 
(this test requires no verbal communication except instruc- 
tions which were given by the interpreter). A Bender-Gestalt 
exam suggested the presence of mild perceptual motor de- 
fects, but an EEG was normal. The language barrier made it 
difficult to determine accurately Ms. A’s maturity level, 
learning ability, or assess her for psychopathology. There- 
fore, we examined her through art, a format that does not 
require verbal communication. 

During the first weeks of art assessment Ms. A s crayon 
drawings resembled those of children in Lowenzeld's pre- 
schematic stage (ages 4-7 years) (2). She placed objects ran- 
domly, enlarged them for emphasis, and used little composi- 
tion. Ms. A could not copy animals or objects, had difficulty 
with symmetry and boundaries, and frequently omi:ted body 
parts. 

However, by the end of 6 weeks her drawings were consis- 
tent with those children in Lowenfeld’s *‘gang age'' (ages 9- 
12) (2). She placed objects and persons more appropriately, 
with greater elaboration of detail. Male and female figures 
now became distinguishable. During this time Ms. A had re- 
ceived English tutorials and had begun communicating in 
broken English. Coupled with the positive reinforcement she 
received from the staff and other patients for her art prod- 
ductions, this led to increased confidence and verbalization 
of feelings. 

At the end of 10 weeks Ms. A’s drawings and paintings 
suddenly exhibited regressive elements, with loose composi- 
tion, omission of baselines, and linear perseveraticn. Ms. A 
told us that she felt rejected by her family. (They had not 
visited and seemed uninterested in taking her back home.) 

At the end of 3 months when Ms. A was discharged to a 
half-way house, her art productions had progressed beyond 
the 9-12 year range. Her art work never suggested any sig- 
nificant psychiatric disturbance. 
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Discussicn 


Our final impression was that Ms. A was mildly 
mentally retarded, perhaps in part as a result of social 
depaivation. Her art work matured rapidly from that of 
a 4~7-yeer-old to that of an adolescent in less than 3 
months. She readily learned English and completed 25 
percent of a first grade math book in 20 days. Although 
reportecly, incapable of learning, Ms. A advanced rap- 
idly when given the proper reinforcement. 

The reaction of the foster parents to Ms. A's behav- 
ior complicated this case. Her promiscuous and run- 
away behavior had actuallv begun some years earlier 
in Vietnam, where it had been tolerated. But if Ms. A 
were arrested in the United States, her parents feared 
their ability to remain in this country might be jeopar- 
dized. 

Our ex»erience with an interpreter in evaluating Ms. 
A for psychopathology resembled that reported by 
Marcos (3). Our male Vietnamese interpreter took an 
authoritarian role in eliciting information and occa- 
sionally reprimanded Ms. A for inconsistent answers. 
Ms. A's difficultv in discussing sex was complicated 
by the :nterpreter's embarrassment. Therefore uatil 
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Ms. A learned enough English tc communicate verbal- 
ly with us, we relied on art therapy to assess her men- 
tal status and progress. The current monthly influx of 
thousands of Indochinese who zre less educated than 
those who emigrated to the United States in 1975 (4) 
may create further challenges in evaluating >sycho- 
pathology and behavioral abnormalities. Silver has 
shown the value of using art therapy to evaluate and 
develop cognitive skills in chilcren with orgamic dis- 
orders of communication and learning (5). We believe 
the same rationale applies to patients with cross-cul- 
tural language difficulties. 
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Characteristics of Therapeutic Response to Imipramine in Cataplectic Men 


BY MARKKU LINNOILA, M.D., PH.D., DALE SIMPSON, M.D., PH.D., AND TRAVIS SKINNER, M.Sc. 


Narcclepsy is a common sleep disorder that has an 
estimated prevalence of .09% in the U.S. population 
(1). A sleep onset REM period is typical of individuals 
with narcolepsy who experience cataplexy, sleep pa- 
ralysis, and hypnagogic hallucinations (2). Attacks of 
narcolepsy respond generally to stimulants such as 
amphetemine or methylphenidate, whereas tricyclic 
antidepressants have anticataplectic potency (3). 
Chlorimipramine is probably more active than imipra- 
mine in the treatment of cataplexy (4). 

The goal of the present open pilot study was to in- 
vestigate characteristics of therapeutic response to 
imipramine in patients suffering from narcolepsy and 
cataplexy. An earlier study of responses to imipramine 
in hyperactive children (5) provided an opportunity for 
interesting comparisons. 
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Method 


Subjects were five veterans attending the neurology 
outpatient clinic of the Durham Veterans Administra- 
tion Hospital. The patients had clinically documented 
narcolepsy and suffered from severe cataplexy (see 
table 1). They had been treated with methylphenidate 
and imipramine since the hospitalization during which 
the diagnosis was confirmed (a minimum of 1 vear be- 
fore this study). The subjects were given a structured 
interview that addressed the following items: 1? symp- 
toms of the illness (narcolepsy, cataplexy. sleep paral- 
ysis, and hypnagogic hallucinations), 2) duration of 
symptoms, 3) severity of symptoms C.e., interference 
with daily activities), 4) frequency cf symptoms be- 
fore, during, and after omission of imipramine (i.e., 
forgetting to take a tablet). Patients volunteered for the 
study and signed an informed consent statement. After 
the interview, an average of 4 hours after the previous 
dose of imipramine, a 5-ml blood sample was drawn 
into silanized glassware. The serum was frozen and 
stored in Teflon tubes at —22? C for an average of 6 
weeks. Imipramine and desipramine levels were quan- 
titated by nitrogen-phosphorus-sensitive detection gas 
chromatography. 


238 CLINICAL AND RESEARCH REPORTS 


TABLE 1 
Data ôn Imipramine Treatment in Five Patients with Cataplexy 
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Frequency of 
Attacks of Cataplexy 


l Duration (pEr day) - Dose of Serum Levels (ng/ml) Dosh of l 
Age Height Weight of Cataplexy Before During Imipramine |———— — — — —— — —- Methylpheni- 
Patient (years) (cm) (kg) (years) Imipramine Imipramine (mg/day) Imipramine Desipramine date (mg/day) 
l 45 170 63 10 10 «i 125 27 I8 30 
2 50 173 89 >10 3-4 Q 150 40 6 « 20 
3 50 176 70 >30 >70 <] 200 136 36 30 * 
4 58 173 7 30 >50 6-10 150 68 29 10 
5 61 185 118 >30 50 10-12 150 116 43 Irregular 
Mean 52.8 178 82 25 163 90 29 22.5 
SD 6.5 at 22 10 25 44 16 9.5 
Results ty of imipramine (and chlorimipramine). -avorable 


All patients except number 5 in table | had an EEG- 
documented sleep onset REM period, and all had nar- 
colepsy, cataplexy, sleep paralysis, and hypnagogic 
hallucinations. All patients reported a rapid onset 
(within the first day) of the anticataplectic activity of 
imipramine. They also stated that they could tell with- 
in 4-6 hours if they had forgotten their medicine be- 
cause the frequency of cataplectic attacks increased. 
There was some degree of tolerance to the anti- 
cataplectic activity of imipramine, but the drug did not 
lose its potency altogether over several years of regu- 
lar use. All patients were gainfully employed at the 
time of this study, whereas they had been incapaci- 
tated before thev received imipramine treatment. The 
peak imipramine and desipramine levels were lower 
than the therapeutic levels described in severely de- 
pressed inpatierts. The ratio of imipramine to desipra- 
mine levels was also higher (6-8). 


Discussion 


This study suggests that the anticataplectic activity 
of imipramine has a rapid onset, and the effect also 
ceases rapidly on discontinuation of the drug. We also 
Observed a moderate tolerance to imipramine's anti- 
cataplectic activity. The relatively low serum levels of 
imipramine and desipramine and the time course of the 
therapeutic response in cataplectic patients are dif- 
ferent from those seen in severely depressed adults (6- 
8), but rather similar to responses of hyperactive chil- 
dren (5). 

The relatively high imipramine/desipramine ratio we 
observed (which probably results from methyipheni- 
date's inhibition of imipramine metabolism) (9) and the 
suggested superiority of chlorimipramine over imipra- 
mine in the treatment of cataplexy (4) are intriguing. 
The relative potencies of the drugs in blocking sero- 
tonin uptake in vitro are 1) chlorimipramine, 2) imipra- 
mine, 3) desmethylchlorimipramine, 4) desipramine. 
Their relative potencies in blocking norepinephrine 
uptake are reversed (10). Therefore, one can speculate 
that a blockade of the reuptake of both norepinephrine 
and serotonin is necessary to the anticataplectic activi- 


conditions for such a combination of reuptzke block- 
ade of the two monoamines are induced by inhibiting 
the metabolism of imipramine by methylphenidate (9), 
and they prevail in regular treatment with chlorimipra- 
mine. 

In the study of clinical pharmacodynamics and ki- 
netics of imipramine in hyperactive children it was 
speculated that the mechanism of action of imipramine 
was mainly norepinephrinergic (6). Despite the tem- 
poral similarities between the therapeutic responses to 
imipramine in hyperactive children and cataplectic 
adults, the differences in imipramine/desipramine ra- 
tios lead to different speculations concernimg imipra- 
mine's mechanism of action in the two disorders. Fur- 
ther controlled studies are indicated to advance our 
understanding of imipramine's mechanisms of action 
in different mental disorders. 
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Delirium After Abrupt Withdrawal from Doxepin: Case Report 


"BY ALBERTO B. SANTOS, JR., M.D., AND LAYTON MCCURDY, M.D. 


\ 


Although a variety of symptoms have been linked to 
the abrupt discontinuation of some tricyclic antide- 
pressants, there have been to our knowledge no such 
reports related to doxepin. Symptoms reported in as- 
sociation with imipramine withdrawal include nausea, 
vomiting, abdominal cramps, diarrhea, headaches, 
dizziness, coryza, chills, gooseflesh, weakness, fa- 
tigue, musculoskeletal pain, malaise, sleep distur- 
bances, restlessness, perspiration, anxiety, irritabilicy, 
EEG changes, and an akathisia-like syndrome (1-3). 
Severe gastrointestinal symptoms were recently re- 
ported in association with the abrupt cessation of ami- 
triptyline (4). This case report describes a patient who 
developed delirium after doxepin therapy was discon- 
tinued abruptly. 


Case Report 


Mr. A, a 42-year-old man, was hospitalized because of de- 
pression with suicidal thoughts. His wife had obtained a legal 
separation 2 months previously. Also, 2 days before Mr. A 
was admitted, his youngest son had verbally rejected him. 
Mr. A's symptcms at the time of admission included feelings 
of worthlessness, guilt, helplessness, and loneliness. He ex- 
pressed constaat ruminative thoughts about his abandon- 
ment by his family, which led him to have a sense of social 
embarrassment. He had experienced reduced appetite, re- 
duced libido, and difficulties with sleep and with concentra- 
tion on his work for several weeks. During the initial inter- 
view Mr. A was depressed, without evidence of psychosis. 
Formal testing of his cognitive state revealed only a mild 
deficit in concentration. The physical exam was normal ex- 
cept for a zrade II/VI harsh holosystolic murmur of mitral 
regurgitation at the cardiac apex. Admission laboratory data 
(CBC, VDRL, S5MA-20, thyroid profile, urinalysis, chest X- 
ray, and ECG) were all within normal limits. 

Mr. A had been hospitalized for alcohol abuse a year and a 
half before the current hospitalization. At that time the pa- 
tient had reported a 10-year history of habitual drinking. De- 
spite this, he had been successful in his business. Since that 
hospitalization he had been abstinent and had taken disul- 
firam, 250 mg/day. He had also taken prophylactic penicillin 
since the age of 20, when he had rheumatic fever. There was 
no family history of psychiatric illness. 

Upon admiss:on Mr. A was started on the following regi- 
men: doxepin (Sinequan), 75 mg/day; disulfiram (Antabuse), 
250 mg/day; and penicillin (PenVee K), 500 mg/day. The 
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dose of doxepin was increased to 150 mg/day (50 mg t.i.d.) 
by the fifth hospital day. 

After 2 weeks of hospitalization, there was essenzally no 
improvement in Mr. A's depression. He continued to ex- 
press a pessimistic outlook and demonstrated sadress and 
despondence in his interactions with staff. It was ncted that 
he spent increasing time asleep in his bed, and he began to 
complain of oversedation. Because of the lack of cliaical re- 
sponse and Mr. A's complaints about sedative effects, the 
doxepin was discontinued abruptly. 

Two days later Mr. A began to behave in an unusual man- 
ner. He would wander aimlessly about the ward, at times 
undressed. He was confused and would often fabricate mo- 
tives to explain his actions. Formal mental status examina- 
tion revealed impairment in attention, conceatrati»n, and 
short-term memory. He was disoriented to time but oriented 
to person and place. There was no evidence of hzllucina- 
tions. These cognitive deficits fluctuated in severitv over 
time, becoming worse at night. His deep tendon reflexes 
were brisk. His pupils were small and weakly reactive to 
light. He was agitated and exhibited a moderate diaphoresis. 
Temperature and blood pressure were normal. Laboratory 
studies done early in this period included CBC, serum elec- 
trolytes, serum glucose, a thyroid profile, and an ECS, all of 
which were within normal limits. No nonprescribed drugs 
were found in the patient's urine. 

On the second day of the delirious episode an EEG re- 
vealed moderate intermittent slowing of background activi- 
ty, with some paroxysmal features. This EEG was consis- 
tent with the diagnosis of delirium. A follow-up EEG 2 
weeks later showed improvement in background activity, 
with some continued mild slowing. This further validzted the 
diagnosis of delirium. 

Mr. A's mental state gradually improved, and thzre was 
complete clearance of his confusion and agitation "within 7 
days. It was decided not to reinstitute antidepressant medi- 
cations. The patient slowly began to be involved in tze ward 
milieu, as well as individual and family psychotherapy. The 
depressive symptoms improved and Mr. A was discharged 
substantially improved 6 weeks after his admission. 


Discussion 


Symptoms associated with abrupt withdrawal from 
doxepin have not been reported previously. With- 
drawal reactions with imipramine were revorted in 25 
of 45 patients studied by Kramer and associa:es (1). 
The incidence of withdrawal symptoms was greater in 
patients treated for more than 2 months, and the in- 
tensity of physiological withdrawal symptoms was di- 
rectly proportional to the length of drug administration 
and to the abruptness of withdrawal (1). These authors 
found that gradual withdrawal over a period of 2-4 
weeks prevented the symptoms. 

Shatan (2) has suggested that imipramine migat have 
physiologic properties of a CNS depressant because 
the imipramine withdrawal symptoms are similar to 
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those seen in withdrawal from CNS depressants. He 
suggested that imipramine be considered a potentially 
addictive drug with withdrawal symptoms similar to 
morphine. Sathananthan and Gershon (3), in their re- 
port of an akathisia-like withdrawal syndrome after 
cessation of imipramine, hypothesized that the do- 
paminergic system was involved. 

Many of the withdrawal symptoms seen with tri- 
cyclic antidepressants are similar to those reported as 
a result of abrupt withdrawal from antipsychotic 
agents (e.g., insomnia, headaches, nausea and vomit- 
ing, stomach pains, and restlessness). In their dis- 
cussion of antipsychotic withdrawal phenomena, van 
der Kolk and associates (5) reviewed studies which 
showed that the incidence of withdrawal symptoms 
was higher in patients receiving antipsychotic agents 
with relatively more potent autonomic properties and 
also in patients who had experienced simultaneous dis- 
continuation of an autonomically active antiparkinson- 
ian medication. The authors concluded that in the re- 
actions to abrupt withdrawal from neuroleptics ‘‘the 
overall evidence appears to implicate a rebound to 
anticholinergic activity more strongly than any other 
factor" (5). A cholinergic rebound phenomenon, as 
implicated in antipsychotic withdrawal reactions, may 
be the causative mechanism in some of the symptoms 
seen with tricyclic withdrawal. 

Our patient's delirium appears to have been precipi- 
tated by the abrupt withdrawal of doxepin. The bio- 
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chemical mechanisms involved in this reaction are not . 


clear. A delirious reaction upon doxepin withdrawal 
seems paradoxical, as delirium during treatment with 
tricyclics is thought to result from central anticholiner- 
gic toxicity. The concomitant administration of, di- 
sulfiram is a complicating factor in this casef Di- 
sulfiram inhibition of dopamine beta hydroxylase, 
coupled with adrenergic receptor sensitivity changes 
seen with tricyclic administration, may have played a 
role. Both drugs (doxepin and disulfiram) modify met- 
abolic balance in one or more neurotransmitter sys- 
tems. Current knowledge of the interactions of these 
systems is inadequate to permit the development of a 
persuasive biochemical hypothesis in this case. 
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Amantadine-Associated Recurrence of Psychosis 


BY ROBERT S. HAUSNER, M.D. 


Although the antiparkinsonian agent amantadine is 
thought to have few side effects (1), Schwab and asso- 
clates, during their initial evaluation of the drug, noted 
development of psychotic delirium in a few patients (2). 


Hallucinations have also been reported as a side effect 


(3-5), either in conjunction with other disturbances of 
mental function (e.g., disorientation or delusions) or as 
apparently isolated phenomena. However, we have 
found no documentation of adverse reactions to 
amantadine in patients with a history or concurrent 
treatment of psvchosis. In the following case report we 
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will describe recurrence of acute psychosis associated 
with initiation of amantadine therapy in a patient 
whose psychotic state had previously been in remis- 
sion. 


Case Report 


Ms. A, a 66-year-old retired schoolteacher, was first hos- 
pitalized 6 years ago for grossly psychotic thought, with 
marked paranoid ideation and concomitant depression. She 
was severely delusional, but her condition stabilized over 
several months on chlorpromazine. Lithium carbenate was 
soon added to her regimen, and her illness did not recur dur- 
ing the next few years. 

However, as Ms. A's eyesight diminished because of 
glaucoma and cataracts, psychotic manifestations began to 
recur. She was then referred to our crisis center. We initially 
noted that Ms. A had tangential associations, paranoid delu- 
sions (of people hiding in her closet or engaging in zonspira- 
cy against her), and both auditory and colored visual halluci- 
nations (particularly of men emerging through the walls). 
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She also had a 5-7 cycles per second (cps) pill-rolling tremor, 
pronounced in the right hand, with cogwheel rigidity, mild 
festinating gait. and generalized bradykinesia. We discontin- 
ued both lithium, 300 mg b.i.d., and chlorpromazine, 25 ng 
h.s., but her condition remained unchanged. Ms. A was diag- 
nosedNas having paranoid schizophrenia exacerbated by pro- 
gressive blindness and co-existing with Parkinson’s disease. 
We soon started Ms. A on thioridazine, 200 mg h.s. Over 
the next 5 months she experienced no recurrence of psychot- 
ic symptoms. Her parkinsonian signs initially improved with 
thioridazine, but the tremor reappeared by the fourth month 
of treatment and increasingly hindered Ms. A in writing and 
learning braille. We then added amantadine hydrochloride, 
100 mg b.i.d., to her regimen. Ms. A showed significant im- 
provement within 3-4 days. However, on the 14th day, para- 
noid delusions similar to the previous ones abruptly re- 
turned. Her thoughts became progressively illogical and 
nonsequeniial, and frightening auditory and visual hallucina- 
tions reappeared. Reducing the amantadine dosage to 100 mg 
h.s. did not prove beneficial. On the 17th day (when amanta- 
dine was discontinued) Ms. A was markedly agitated and 
disoriented, believing she was on the ocean in a boat under 
attack by enemy planes. At one point she assaulted her 
daughter, whom she ‘‘recognized”’ as an enemy agent. The 
next day Ms. A was slightly less agitated but still delusional 
and disoriented. One day later she was oriented, non- 
delusional, and coherent. Describing the episode, Ms. A 
said: `I began to feel the way I did when I first came here. 
... Then i: became a living nightmare." 


Discussion 


Ms. A had an acute psychosis that developed into 
psychotic delirium, apparently triggered by amantadine 
treatment of Parkinson's disease. The initial phenome- 
nology of the psychotic episode strongly resembled 
that of her earlier condition, although agitation and al- 
tered sensorium subsequently supervened during aman- 
tadine treatment. Ms. A exhibited no delusions, hal- 
lucinations, paranoid ideation, or looseness of associa- 
tion before recrudescence of her psychosis, and these 
symptoms disappeared after we discontinued the drug. 
Unlike other patients with amantadine psychosis, Ms. 
A had a history of psychotic decompensations and was 
receiving antipsychotic medication before and during 
amantadine therapy. 

Since the initial form of the psychotic episode was 
essentially a recapitulation of Ms. A’s earlier, non- 
drug-related episodes, one may question whether 
amantadine lowers the threshold for the occurrence of 
psychotic phenomena in patients who have been psy- 
chotic previously. Amantadine’s mode of action ap- 
pears to involve enhanced dopamine release for do- 
paminergic cells in the brain (6). Thus its lowering of 
the threshold would be in accord with the dopamine 
hypothesis of schizophrenia, as increased release of 
dopamine within mesolimbic structures might pre- 
dispose susceptible patients toward schizophreniform 
psychosis. 

The incidence of schizophrenia-like psychosis in 
Parkinson's disease seems no different from that in the 
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general population (7); thus the simultaneous occur- 
rence of the two syndromes in one patient is not unex- 
pected. In this case, we first attempted to treat both 
disorders with thioridazine’s antipsychotic and anti- 
parkinsonian properties (8). However, as the patient's 
parkinsonism progressed, we added amantadine be- 
cause it is more potent than anticholinergic drugs (9) 
with reportedly fewer side effects (10), particularly 
when anticholinergics are used in combination with 
thioridazine, which has considerable anticholinergic 
activity. Amantadine also causes fewer side effects in 
elderly patients who are more susceptible to the ad- 
verse effects of anticholinergics. If the patient is being 
treated independently by a neurologist and a psychia- 
trist, neither of the physicians may immediately sus- 
pect the onset or exacerbation of psychosis as being 
secondary to amantadine. A neurolcgist might pre- 
scribe the medication, and might request psychiatric 
consultation only when the patient's mental status al- 
tered. A delay between the start of amantadine thera- 
py and worsening of the patient’s mental status can 
compound the problem. In what is to my knowledge 
the only other detailed report of amantadine-induced 
hallucinations or psychotic delirium Harper and 
Knothe (3) noted intervals of up to several months be- 
tween initiation of therapy and onset cf mental cistur- 
bance. Such a delay heightens the chance that the pa- 
tient may be treated by an increase or addition of 
neuroleptic medication rather than by discontinuation 
of the offending drug. The presence of visual hallucina- 
tions would increase suspicion of a drug-related etiol- 
ogy (although Ms. A's visual hallucinations had been 
incorporated in the psychosis when her sight began to 
fail). 

Clinicians should be alerted to the possibility of 
amantadine psychosis, especially when treating pa- 
tients with a history of schizophrenia or schizophre- 
nia-ike psychosis who develop Parkinson's disease. 
All the major antiparkinsonian drugs may produce hal- 
lucinations or psychosis, but amantadine-induced hal- 
lucinations or psychosis may be more insidious and 
more difficult to recognize. 
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BY BRUCE M. COHEN, M.D., PH.D., ALEXANDER L. MILLER, M.D., JOSEPH F. LIPINSKI, M.D., 


AND HARRISON G. POPE, M.D. 


Several studies have found that physostigmine and 
other centrally active anticholinesterases can reverse 
the symptoms of mania (1-4). Choline, the precursor 
of acetylcholine, also may be effective in this syn- 
drome (5). Unfortunately, these agents are not practi- 
cal for use in extended treatment. Lecithin, the dietary 
precursor of choline, has been shown to increase cho- 
line and brain acetylcholine when given orally (6, 7). In 
addition, it has been used with some success to treat 
tardive dyskinesia (8, 9). In a pilot study we used vari- 
ous preparations of lecithin to treat manic patients, at- 
tempting to find a well-tolerated and effective prepara- 
tion. The results of our initial work are reported here. 


Method 


Subjects were eight newly admitted patients with 
manic-depressive illness, manic phase, diagnosed by 
the criteria of Feighner and associates (10). They were 
in good physical health. As this was an open trial at a 
private psychiatric hospital, subjects received ''doc- 
tor's choice” treatment (lithium and/or neuroleptics) 
in addition to lecithin. All subjects gave informed con- 
sent. Lecithin was given to half of the subjects as 
Lethicon wax or granules, both of which are 5196-5576 
pure lecithin. The other group received Phospholipon 
100 wax, which is more than 90% pure lecithin.! Leth- 
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'Lecithin as Lethicon or Phospholipon 100 was produced by Nat- 
terman (West Germany) and provided by Mr. Joseph Eichberg, 
President, American Lecithin Co. 


icon wax was dissolved in ethanol and mixed with 
peanut butter and other flavoring. Lethicon granules 
were mixed with ice cream. Phospholipon 100 was dis- 
solved in ethanol and mixed with ice cream. With all 
preparations, subjects received a dose of 15 g/day of 
lecithin in the first week and 30 g/day of lecithin in the 
second week of the trial. No subject on any prepara- 
tion received more than 15 ml/day of ethanol. Subjects 
were rated when they entered the study and twice 
weekly thereafter on the Global Assessment Scale 
(GAS) and the Brief Psychiatric Rating Scale (BPRS) 
by two of the authors (B.M.C., H.G.P.). 


Results 


Patient characteristics, treatment, and response are 
shown in table 1. The first four subjects received Leth- 


icon, the relatively impure preparation, two in the - 


form of wax and two in the form of granules. In addi- 
tion, one subject received an antipsychotic medication 
alone, two received lithium alone, and one received 
both lithium and an antipsychotic agent. Three sub- 
jects could not progress beyond a dose of 15 g/day of 
lecithin because they developed vomiting and/or diar- 
rhea by days 5-7 of the trial. One subject who was 
receiving lithium and lecithin (number 4 in table 1) ex- 
perienced mild nausea on 15 g/day and nausea, diar- 
rhea, and motor restlessness (akathisia) on 30 g/day of 
lecithin. In all subjects these symptoms subsided when 
lecithin was stopped. During Lethicon administration, 
one patient improved markedly, two improved slight- 
ly, and one worsened. 

Of the four subjects who received the purer lecithin 
preparation (Phospholipon 100), two received lithium 
alone and two received both lithium and antipsychotic 
medication. All of these subjects but one (number 7), 
whose lecithin was stopped after ] week because he 
improved markedly, completed trials on both 15 and 
30 g/day of lecithin. No side effects were reported by 
or noted for any subject receiving Phospholipon 100. 
These four subjects all showed marked improvement 
while they were receiving lecithin. Three of them ex- 
perienced a transient reversal of their improvement, 
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« TABLE 1 


Characteristics, Treatment, and Response of Manic Subjects to Lecithin 


Preparation and 


Patient Age Sex Concurrent Medication 
Lethicon 

l 19 M Antipsychotic 

2 24 M Lithium 

3 20 M Lithium 

4 : 27 M Antipsychotic and lithium 
Phospholipon 100 

5 17 M Lithium 

6 36 F Antipsychotic and lithium 

7 20 M Antipsychotic and lithium 

$ 32 M Lithium 


Average Serum 
Level of Lithium 
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Change Scores? 





(mEg/liter) Side Effects GAS BPRS 
None Nausea, vomiting 15 13 
0.7 Nausea 3 4 
0.8 Diarrhea — {0 -9 
1.0 Nausea, vomiting, akathisia 4 3 
1.0 None 14 ii 
1.0 None 19 17 
0.7 None 30 27 
0.8 None 25 23 


?Figures given are the change in rating scale scores over the period in which the subject received lecithin. Positive numbers indicate improvement, 


i.e., a reappearance of manic symptoms, 3-7 days af- 
ter lecithin was stopped. 

The group treated with Phospholipon 100 was small 
and not randomly selected, but these patients did not 
seem atypical when compared with other manic pa- 
tients admitted to the same ward. The clinical impres- 
sion of staff members was that these subjects im- 
proved more rapidly than the typical manic patient ad- 
mitted to the ward. Subjects receiving Phospholipon 
100 had an average hospital stay of 3.5 weeks com- 
pared with an average of roughly 8 weeks for manic 
patients on the ward who received standard treatment. 
The subjects who received Lethicon had an average 
stay of 10 weeks. 


Discussion 


An important observation from this preliminary 
study concerns subject tolerance of lecithin prepara- 
tions. Manic subjects were intolerant of even 15 g/day 
of lecithin in the 50% pure form but were quite tolerant of 
as much as 36 g/day of lecithin in the 9095 pure form. It 
seems probable that this difference is due to impurities 
in the Lethicon, as there were few other differences 
between the two trials. It is not clear why our manic 
subjects seemed to be so sensitive to these impurities; 
subjects with tardive dyskinesia have received similar 
doses of less pure lecithin preparations without a re- 
port of similar side effects. The concurrent use of other 
drugs may be a factor, but subjects experienced simi- 
lar side effects regardless of whether they were receiv- 
ing lithium alone, neuroleptics alone, or both. Future 
trials of lecithin in subjects with manic-depressive ill- 
ness should probably be done with pure lecithin prepa- 
rations. 

The design of this preliminary study does not permit 
definite conclusions as to the efficacy of lecithin in 
mania. However, the results are consistent with a ben- 
eficial effect. All subjects who received Phospholipon 


100 improved rapidly, and three of four showed some 
worsening following withdrawal of lecithin. That this 
worsening occurred several days after withdrawal is 
consistent with the observation that lecithin causes a 
very extended increase in serum levels of choline (6). 
One would expect a slow return of choline levels to 
baseline after lecithin withdrawal. The lack of benefit 
in subjects receiving Lethicon is probably attr.butable 
both to direct toxicity and to an inability to achieve 
adequate doses because of intoleranca. 

The present results in combination with past reports 
warrant controlled trials of lecithin in mania. Such re- 
search may yield new insight into the pathogenesis and 
treatment of manic-depressive illness. 
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Two-Year Follow-Up of a Peer Review Training Program for Residents 


BY FREDERIC KASS, M.D., EDWARD CHARLES, M.A., PETER BUCKLEY, M.B., CH.B. 


The rationale for peer review in psychiatric practice 
has been articulated clearly (1-4). Unfortunately, 
there is widespread concern among clinicians that peer 
review may be a bureaucratic obstacle to effective 
treatment. Psychiatrists must become more familiar 
with the benefits of peer review to help ensure volun- 
tary participation in and a more meaningful outcome of 
the review process. 

The training years can be the optimum time to in- 
troduce the concept of peer review. Psychiatric resi- 
dents are particularly sensitive to issues of patient 
care. If residents could be shown that peer review 
catalyzes the educational process and that it need not 
be a bureaucratic nuisance, graduates would be more 
sympathetic toward and more likely to participate in 
the review of psychiatric practice. 

We have developed a program in an outpatient set- 
ting that emphasizes education through participation. 
Residents are taught the rationale and methods of peer 
review, and maximum authority and initiative lie with 
the residents. 


Program Development 


Á review format was created and administered pri- 
marily by residents. A committee of third-year resi- 
dents reviewed the long-term treatment cases of sec- 
ond-year residents. The review committee met regu- 
larly for an hour and invited residents to present 
randomly chosen cases from their respective prac- 
tices. To facilitate the review process a special peer 
review form (PRF) was devised. The PRF (available 
on request) is a problem-oriented form that requires 
the clinician to list clinical evidence, formulation, and 
therapeutic agents for each symptom and each social, 
vocational, and characterologic problem. Information 
on the form serves as a focus for discussion, although 
the reviewers may raise any question relevant to the 
quality and appropriateness of the treatment. An at- 
mosphere of frank interchange is encouraged wherein 
both reviewers and clinicians expect to learn from one 
another. Reviewers can make suggestions as to treat- 
ment approach, but their authority does not include 
decisions about actual utilization of services. 
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In implementing the program a number of problems 
were identified that led to changes and refinements. 
Originally, the intent was to choose the rewew com- 
mittee from the same resident group who would pre- 
sent cases. However, residents felt that this would fos- 
ter too much competition and anxiety. Therefore, they 
decided that the review committee would consist of 
third-year residents who would hear the cases of their 
second-year colleagues. This arrangement may be 
conceptualized as an intermediary model incorporat- 
ing aspects of both the traditional supervisory process 
and actual peer review. 

As the review of therapy cases proceeded, some re- 
viewers, in attempting to be supportive of colleagues, 
would fail to offer constructive criticism. Some of the 
third-year residents who recognized major deficiencies 
in formulation or significant countertransference prob- 
lems were reluctant to present their ideas to col- 
leagues. The faculty advisor encouraged the reviewers 
to offer such comments. The second-year residents ap- 
peared able to use such criticism in a constructive 
manner and felt that their colleagues' input was a valu- 
able source of supervision. The program was well re- 
ceived by the residency group. 

Confidentiality was identified from the beginning as 
the highest priority. Any patient who is summarized 
on the PRF for presentation is given a code number, 
and identifying information is excluded from the re- 
port. All patient files are double locked and residents 
are instructed never to discuss clinical material with 
others. 

One unresolved problem has been the absence of 
consensus on acceptable criteria in assessing the quali- 
ty of ongoing patient care. This problem, of course, 
confronts any group attempting to review psychiatric 
treatment. The resident groups are interested in ex- 
ploring such criteria in the context of our awn clinic 
and peer review program. 


Program Assessment 


Follow-up contact was made with the residents 2 
years after they completed the program (1-2 years af- 
ter their graduation). Fifteen residents were actively 
involved in this program. Another 7 residents were not 
able to participate because of other service com- 
mitments. We were able to use these nonparticipant 
residents as a comparison group in investigating the 
effects of the program. The graduate residents, all of 
whom are currently in clinic, hospital, and/or private 
practices, were telephoned by one of the authors (E.C.), 
who did not know which residents had participated ac- 
tively in the program. The inquiry focused on the 1) 
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. attitudes toward the impact of peer review on patient 


care and the educational process, 2) current participa- 
tion in any type of peer review process, and 3) open- 
ended comments. 

ps indicate that almost all members of both 
groups believe that peer review has a positive effect 
not only on the educational process but also on the 
quality of patient care. It was striking, however, that 
80% of those who had been involved in the program 
were currently participating in some form of peer re- 
view, while none of the nonparticipants was so en- 
gaged. Postgraduate peer review activities included 
participation on a committee that provided peer re- 
view for long-term treatment at a Veterans Adminis- 
tration outpatient clinic, peer review (using the PRF 
Form) at an inner-city CMHC, peer supervision using 
the PRF form for patient evaluation, and utilization re- 
view for continued hospitalization. 

Comments by the 15 active-participant residents 
were generally positive regarding the advantages of 
peer review during the training years and as a model 
for subsequent review work, e.g., "Colleagues felt 
more comfortable being examined by people they 
could idertify with. . . ." “The review made explicit 
what is being done in therapy; especially useful now in 
my work in a community setting." The 7 nonpartici- 
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pant residents spoke of the peer review process as a 
good thing but stressed the potential for its inter- 
ference with the treatment process, e.g., “may be- 
come bureaucratic and useless," "too sterile," ‘‘sim- 
ply paper-work."' 


Conclusions 


We have shown that it is feasible to engage psvchiat- 
ric residents in a participatory peer review exercise. 
Learning through participation and focusing on issues 
relevant to the resident's clinical experience have in- 
creased satisfaction with the teacaing program. Gradu- 
ate clinicians who have experienced ihe review pro- 
cess and its positive impact on education and patient 
care are more likely to contribute personally to the 
meaningful review of psychiatric practice. 
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Prevention of Recurrent Menstrual Psychosis by an Oral Contraceptive 


BY ALAN R. FELTHOUS, M.D., DAVID B. ROBINSON, M.D., AND ROBERT W. CONROY, M.D. 


A periodic psychotic disorder has been described 
that occurs in close association with the menstrual 
cycle (1). This disturbance generally begins just before 
or simultaneously with the onset of menses. Ling- 
haerde and Bredland (2) treated a patient's "hyper- 
estrogenic cyclic psychosis'' with testosterone, ammo- 
nium chlcride, and a salt-restricted diet. If men- 
strual psychosis is related to fluctuating levels of sex 
steroid hormones, an oral contraceptive alone may 
prevent recurrence. In the case we will describe, the 
patient's psychosis did not recur after contraceptive 
medication was initiated. 


Case Report 


Ms. A, a 21-year-old unmarried woman, appeared with 
the chief complaint, "I need to grow up ... and become 
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independent from my parents." Her first psychotic episode 
occurred when she was 14 years old, about | year after men- 
arche. At age 17 she was hospitalized for another psychotic 
episode. She was again hospitalized at age 19 after a scormy 
engagement that was terminated. Because the working diag- 
nosis was manic-depressive illness, lithium carbonzte was 
prescribed, but the medication was discontinued when Ms. 
A experienced excessive tremors, with no improvement in 
symptoms. Her menstrual flow and psychotic symptoms 
persisted for over a month. To regularize her menstrual peri- 
ods, Ms. A was given an oral contraceptive for 6 months, 
during which time she also received monthly flupherazine 
injections. She remained free of symptoms for this period. 
Her last normal menstrual period had occurred 5 months 
before the present hospitalization. Around that time she be- 
gan to have insomnia, anorexia, and weight loss. The next 
month she led police on a high-speed chase that ended when 


. her car crashed into a telephone pole. She was taken to jail, 


where she spoke incoherently, stripped her clothes a£, and 
fought with authorities. Her conditior. remained unstzble be- 
fore she was transferred to this hospital. 

When the patient was admitted she was calm, coherent, 
and pleasant. Chlorpromazine, 900 mg/day, was continued. 
Physical and neurologic examinations revealed no sigaificant 
findings. Serum chemistry, T4, Ts, and CBC were ncrmal. 
ART was unreactive. Skull and chest roentgenograms. EEG, 
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and echoencephalogram were normal. CT scan was recom- 
mended but Ms. A refused. 

When her menstrual flow and cramps began 15 davs after 
she was admitted. Ms. A became argumentative, agitated, 
and insomniac. She showed dissociated thought, delusions, 
and self-destructive thoughts. She became enuretic. There 
was no improvement from 1600 mg/day of chlorpromazine, 
special attendants, and four-point restraints until menses 
abated 7 days later. After her flow stopped, she functioned 
well for several weeks. 

With the onset of her next menses (32-day cycle] Ms. A 
again became agitated, delusional, incoherent, and totally in- 
_somniac. Her affect was inappropriate and labile, and she 
reported seeing atras around people’s heads. She was again 
enuretic. She had transient hypertension that responded to 
treatment with propranolol. An increase in the chlorproma- 
zine dosage from 1600 to 2000 mg/day had no effect, so the 
antipsychotic medication was changed to haloperidol, 60 mg 
I.M. in divided deses, which did not alter her psychotic agi- 
tation. Restraints were required. After Ms. A's menstrual 
flow ceased 7 days later, her psychotic symptoms subsided 
and she was reintegrated into the therapeutic community. 

The next month (39-day cycle) Ms. A had a menstrual pe- 
riod but did not decompensate. Between her psychotic ex- 
acerbations, she was suspicious of others but free of overt 
psychotic symptoms. Twenty-seven days after this men- 
strual onset, while she was receiving haloperidol, 60 mg/day, 
Ms. A had a third psychotic episode that started and ended 
with menses. She evidenced panic, paranoid delusions, and 
dissociated thought. She bolted from the unit and ran 
through the neigaborhood asking strangers for help. Room 
restriction, increased staff support, and larger doses of anti- 
psychotic medication did not modify her psychosis until her 
menses stopped 7 days later. 

Over the next 2 months Ms. A did not menstruate, and her 
emotional condition remained stable. A trial of sex steroid 
' hormone stabilizer was considered to prevent menstrual psy- 
chosis. A pregnancy test (UCG) and pelvic exam were nega- 
tive. The treatment was explained to Ms. A and she gave her 
written consent. Sixty-nine days after the onset of her last 
menstrual period, haloperidol was discontinued and Provera 
was prescribed to induce menses. With menstrual onset 5 
days later a combination contraceptive (Ortho-Novum 1/50- 
21) was prescribed. 

Over the next 6 months, Ms. A took the contraceptive as 
directed and did not experience any psychotic symptoms. 
Monthly menses lasted about 7 days. Other than one p.r.n. 
dose of haloperidol, she took no antipsychotic medication. 
She was eventually discharged to an aftercare program in 
which she continued to take the contraceptive. Her emotion- 
al condition remained stable. 


Discussion 


This patient gave a history of recurrent psychosis 
that began 1 year after menarche. One of these psy- 
chotic episodes occurred concurrently with prolonged 
menstrual flow and was refractory to lithium and anti- 


Am J Psychiatry 137:2, February 1980 


. 


psychotic medication. She could not recall whether. 
other psychotic episodes were associated with men- . 
ses. Over a 6-month period, she took both con- 
traceptive and antipsychotic medications and did not 
experience emotional symptoms. 

During the present hospitalization, three of four 
menstrual periods were attended by severe psychotic 
episodes with abrupt onset, delusions, dissociation, 
agitation, labile affect, impaired attention, poor recent 
memory, and autonomic symptoms. High doses of an- 
tipsychotic medications given to the patient during her 
menses were ineffective. This clinical picture con- 
forms to the menstrual psychosis described by Endo 
and associates (1). 

One might question whether this was a manic-de- 
pressive or schizophrenic process that was triggered by 
psychological stresses or physiologic changes of men- 
ses. However, the delirious features, autonomic symp- 
toms, and unresponsiveness to high doses of antipsy- 
chotic medication suggest another mechanism. 

If one link in the chain of pathophysiologic events 
leading to overt psychosis is the estrual fluctuation of 
one or more of the sex steroid hormones, then reduc- 
ing such fluctuation should prevent the psychosis. In 
this patient's case, after contraceptive medication was 
initiated psychotic symptoms did not recur and anti- 
psychotic medication was no longer needed. 

So many variables are involved that any attempt to 
explain how contraceptive medication prevents recur- 
rence of menstrual psychosis, if indeed it does, must 
be speculative. Menstrual onset is attended by a de- 
crease in progesterone and estrogen levels. There is 
evidence that sex hormones modify monoamine oxi- 
dase activity (3, 4) and functional amounts of neuro- 
transmitters in the brain. Estrogen may decrease MAO 
activity (3, 4) and enhance norepinephrine at the syn- 
apses (5). 
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Neuroleptic-induced tardive dyskinesia is a syn- 
drome of clinical, theoretical, and medicolegal impor- 
tance (1). Controversy exists over the neuropathology 
of tardive dyskinesia. We surveyed the English litera- 
ture on this subject and found 3 postmortem studies of 
patients with tardive dyskinesia. Hunter and associ- 
ates (2) reported no specific or significant abnormal- 
ities in the brains of their 3 elderly patients who had 
had persistent dyskinesia. In contrast, Gross and Kal- 
tenbach (3) found marked atrophy of the caudate nu- 
cleus in the brains of 3 patients who had had tardive 
dyskinesia. However, 2 of their subjects had a history 
of chronic alcoholism, while the clinical history of the 
third suggested a diagnosis of Huntington's chorea. 
Christensen and associates (4) noted atrophic changes 
in the substantia nigra and brain stem gliosis in most of 
their 28 cases of tardive dyskinesia. However, these 
patients had started taking neuroleptics at an unusu- 
ally late age (mean=69 years). 

We found only one previous report on computed to- 
mographic ‘CT! scans in patients with tardive dyski- 
nesia. Gelenberg (5) studied 8 patients, ranging in age 
from 18 to 56. He used 3 cuts per subject and inter- 
preted the scans in a qualitative rather than a quan- 
titative manner. He noticed no significant abnormal- 
ities in those scans. However, he referred to a person- 
al communication by Duvoisin, who noted atrophy of 
the caudate in pneumoencephalograms of his patients 
with dyskinesia. 

In view of these inconclusive and conflicting reports 
on the neuropathology of tardive dyskinesia, we per- 
formed a CT scan study of patients with severe, long- 
lasting dyskinesia and of a matched control group. We 
sought answers to two questions: First, 1s there cau- 
date atrophy in tardive dyskinesia, similar to that in 
Huntington's chorea? This seemed likely because of 
several phenomenologic and pharmacologic similar- 
ities between the two conditions. Second, does brain 
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damage predispose to tardive dyskinesia? If it dic. one 
might find more evidence of structural abnormalities ir: 
patients with dyskinesia compared with controls 
matched for age and especially for length of neurolep- 
tic treatment. 


Method 


With permission from the Saint Elizazeths 
Hospital Institutional Review Board and the pat:ents’ 
physicians, we screened 63 inpatients on two female 
geriatric units of Saint Elizabeths Hospital. A diag- 
nosis of tardive dyskinesia was made independently 
by two psychiatrists (D.V.J. and R.L.W.) who used 
previously defined criteria in repeated clinical exami- 
nations (1). Two psychiatrists independently rated 
the severity of the abnormal movements on the A2nor- 
mal Involuntary Movements Scale (AIMS). Interrater 
reliability was highly significant (p<.00001, intreclass 
correlation coefficient=0.76). We selected 12 pazients 
with tardive dyskinesia who had symptom severity of 
3 or 4 on the $-point (0 to 4) AIMS. In all of these 
patients, the symptoms had been present for periods 
ranging from months to years. We selected 12 ccatrol 
subjects without dyskinesia from’ the same inpatient 
units. The two groups of patients were matched for 
age, race, primary psychiatric diagnosis. and length of 
neuroleptic treatment (table 1). The mean duration of 
hospitalization was 33.5 years. One patient in each 
group had undergone prefrontal leucotomy. In 5 cyski- 
netic patients neuroleptics had been discont nued 
many months earlier, so that their current symptoms 
could not be labelled drug-withdrawal dyskinesias. In 
the control group 2 patients were drug free, and 4 were 
receiving less than 100 mg/day. of chlorpromazine 
equivalents. In the remaining subjects the dosages had 
been considerably reduced over the past few years. 
The mean serum neuroleptic concentration in the con- 
trol subjects receiving neuroleptics was less than one- 
third of that in dyskinetic patients receiving these 
drugs. Therefore, it seemed unlikely that administra- 
tion of neuroleptics would suppress dyskinesia in 
these control patients. Moreover, control subjects’ 
charts revealed no history of dyskinetic symptoms. 

After the nature of the study was explained tc sub- 
jects we performed CT scans on assenting pacients 
with an EMI scanner. We obtained an average of 12 
cuts per subject (range, 8-14). The scans were read 
blind by two physicians independently. A quantt-ative 
analysis was done on the following measures: bifrontal 
bicaudate ratio to assess caudate atrophy (6), Hahn's 
cerebroventricular indices for ventricular enlargement 
(7), planimetric measurement of lateral ventricle brain 
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TABLE 1 
Comparison of Characteristics of Patients with Tardive Dyskinesia and 
Control Subjects 


Tardive Dyskinesia Control Subjects 


Characteristic _ Group (N= 12) (N=12) — 
Age? 73.6x*3.4 65.4:-3,9 
Race 

Black 8 9 

White 4 3 
Diagnosis 

Schizophrenia 10 10 

Organic brain syndrome 2 2 
Length of neuroleptic 

treatment (years)? 18.3+1.5 20.8::1.1 
CT scan bifrontal/ 

bicaudate ratio? ^ 2.20+0.2 2.30+0.3 


*Values represent meant SEM. 

PFor patients with Huntington's chorea (N=42), the ratio was 1.67::0.1. This 
value is significantly smaller than that for patients with tardive dyskinesia or 
controls (p«.05, two-tailed t test). 


ratio (8), Huckman's criteria for cortical atrophy (9), 
Allen's criteria for cerebellar atrophy (10), and focal 
abnormalities. We also compared the CT scans of our 
patients with scans performed earlier on the same 
scanner for 42 patients with Huntington's chorea (6). 


Results 


The bifrontal bicaudate ratio was significantly small- 
er in Huntington's chorea patients than in subjects 
with tardive dyskinesia (table 1). A small bifrontal bi- 
caudate ratio indicates caudate atrophy. There were 
no significant differences between CT scans of dyski- 
nesia patients and those of matched psychiatric con- 
trols on any of the variables studied. In each group, 
CT scans of patients receiving either no neuroleptics 
or less than 100 mg/day of chlorpromazine equivalents 
did not differ significantly from those of patients who 
were receiving more than 100 mg/day of chlorproma- 
zine equivalents. 


Discussion 


Our elderly patients with tardive dyskinesia had se- 
vere symptoms that had been present for months or 
even years. Therefore, the absence of any specific or 
significant differences between CT scans of these pa- 
tients and those of matched controls is remarkable. 
We need to consider the possibility that chronic neuro- 
leptic treatment itself might have produced CT scan 
abnormalities in both groups. 
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Two possible explanations for these findings are 1), 
tardive dyskinesia may be associated with microscopic 
histopathologic changes or with structural abnormal- 
ities in areas such as brain stem (including substantia 
nigra) that are not well visualized on CT scans, or 2) 
tardive dyskinesia may result from biochemical altera- 
tions caused by the chronic use of neuroleptics in pre- 
disposed individuals. 

We are now studying CT scans in young and old pa- 
tients with schizophrenia and comparing these scans 
with those of age-matched normal controls. Our pre- 
liminary data suggest that long-term hospitalization 
and neuroleptic treatment do not cause significant 
changes in CT scans. An earlier study (8) found that 
lateral ventricular enlargement in chronic schizo- 
phrenic patients could not be correlated with past 
neuroleptic treatment. Our evaluation of CT scans re- 
ported here suggests that routine use of computed to- 
mography as a diagnostic investigation for tardive dys- 
kinesia for clinical or medicolegal purposes may not be 
warranted. 
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Psychosis with Withdrawal from Ethchlorvynol 
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BY LEONARD L. HESTON, M.D., AND DONALD HASTINGS, M.D. 


* 


Ethchlorvynol (Placidyl is a widely prescribed 
sedative-hypnotic drug with known abuse liability. In 
this paper, we describe a case of severe abuse with 
three unusual features: the length and severity of the 
withdrawal syndrome, a period of schizophreniform 
illness during withdrawal, and an intimate but complex 
association between ethchlorvynol and alcohol. 


Case Repori 


A 37-year-old businessman, Mr. A, was hospitalized be- 
cause of auditory, visual, and tactile hallucinations which 
began 8 days afte- he abruptly stopped taking ethchlorvynol 
(Placidyl). He had been taking 4-8 g/day of the drug for 12 
years to obtzin sleep and relief from anxiety. For the past 
year he had also drunk 3-4 highballs or beers most nights. 
His only sibling, a sister, had abused sedative drugs, mainly 
barbiturates, and had died of an overdose that was probably 
accidental. Mr. A's father had abused sedatives and alcohol, 
but the extent of use was unknown. No history suggesting 


-~affective illness could be found in any family member. 


Mr. A described '* mice and fish in circles of colored light 
running around the floor." He believed he was attacked by 
terrifying ‘‘tornadoes of filaments." He felt "bugs" in his 
penis, saw men coming up out of the floor, and heard voices 
plotting against him. He thought that his mind and actions 
were being controlled and was surprised that no one heard 
and saw what he did. He was found to be slightly tremulous, 
with active reflexes. He was completely oriented and his 
speech was normal. There was slight bilateral vertical rota- 
tory nystagmus and an intention tremor. Mr. A refused elec- 
troencephalograpay, but examinations were otherwise nor- 
mal. He weighed 76.3 kg. 

Ethchlorvynol was restarted at 6 g/day, the hallucinosis 
improved, and peatobarbital was substituted. On a dosage of 
1600 mg/day of pentobarbital Mr. A showed a sedative ef- 
fect, and although his hallucinations continued he was able 
to ignore them. Over the next 12 weeks pentobarbital was 
withdrawn in approximately equal daily increments. Ran- 
dom blood and urine screens for drugs not prescribed were 
consistently negative. The tactile hallucinations ceased after 
about 6 days, and about 2 weeks later (4 weeks after the 
patient had first stopped the drugs) the visual hallucinations 
also disappeared. However, Mr. A's auditory halluncina- 
tions remained. He heard his own thoughts spoken aloud by 
unidentified voices. He believed that sounds were being fed 
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into his ears and spent hours searching for *'xransduce-s"' in 
his hair. 

After he had been hospitalized for 6 weeks psychological 
testing was possible. The patient's IQ was about the same as 
it had been in high school, and there was no suggeston of 
organic deficit. Two weeks later he showed insight, stating 
that the voices originated in his own brain. However, for 
several weeks Mr. A's level of insight varied, apparertly in 
relation to the rapidity of withdrawal of pentobarbital or to 
anxiety-provoking features in the environment. When with- 
drawal was too rapid or the environment was stress-ul he 
showed loss of insight and on one occasion developed visual 
hallucinations. After 10 weeks of hospitalization Mr. A was 
discharged and followed as an outpatient for the next 14 
months. During this period, the hallucinatorv voices contin- 
ued, although they gradually became less frequent ani less 
distressing. The patient did not work end appeared apathet- 
ic; his condition resembled chronic schizophrenia. Halaperi- 
dol, up to 20 mg/day, and trifluroperazine, up to 60 mg/day, 
sedated the patient but had little effect if any on the halluci- 
nosis. | 
Eighteen months after his initial drug withdrawal Mr. A, 
who had not been drinking, began to have a highball cr two 
each afternoon. The drinks relaxed him and ''turned of ' the 
voices; the hallucinations ceased completely for an hour or 
so after he drank. His wife reported that although at these 
times he showed flashes of his previous engaging personal- 
ity, she was very distressed because he was also ‘just | ke he 
was when he took the Placidyl." At a party he had several 
drinks, the voices disappeared, and he enjoyed himself thor- 


-oughly. The next day he felt hung over, the voices were ''as 


bad as ever,” and he was again convinced that they kad an 
external origin. He recovered over the next 5 days, and for 2 
months did not drink. He then started drinxing agair.. and 
ovet the next 3 weeks increased his consumption t5 one 
quart of whiskey a day. He developec increased tolerance, 
morning drinking, loss of control, and blackouts. Because of 
the rapid deterioration, he was placed in an alcoholism treat- 
ment program, which he successfully completed. He has 
been drug free since that time. Three months after Lr. A 
completed the treatment program he resumed his business 
career, and at last follow-up, 30 months after the first with- 
drawal of ethchlorvynol and 1 year after he became drug 
free, he was psychiatrically normal. He was again cr2ative 
and highly successful in business, and he exhibited a full 
range of affective responses. His wife described his recovery 
as “‘miraculous—he is just like the man I married." 


Comment 


Organic delirium associated with withdrawal of 
ethchlorvynol has been reported previously (1-3), and 
the acute phenomenology differs little from that we ob- 
served. However, there are differences to be under- 
scored. First, this patient's withdrawal period wzs ex- 
traordinarily long, at least 18 months, whereas in other 
reports the delirium persisted only 3-12 days. Our pa- 
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tient was taking by far the largest daily dose reported 
and had bzen taking it longer, which may have contrib- 
uted to the severity of his withdrawal. Also, he had 
been using considerable amounts of alcohol in con- 
junction with ethchlorvynol. 

In the case we have described, the order in which 
the hallucinations disappeared and occasionally reap- 
peared suggests a progression of severity from tactile 
to visual to auditory. Auditory hallucinations were 
first ascribed to external causes and then to internal 
ones. About 1 month into his withdrawal from the 
drug, the patient’s auditory hallucinations were char- 
acteristic of first-rank symptoms of schizophrenia. His 
range of affective response was greatly lessened in the 
absence of mood disorder. At that time there were no 
signs or symptoms that would exclude a diagnosis of 
schizophrenia, and experienced clinicians who saw the 
patient questioned whether the drug abuse may have 
been incidental to a schizophrenic illness. However, 
that possibility has been effectively excluded by the 
favorable outcome. 


Idiot Savant with Unusual Mechanical Ability: 


BY T.L: BRINK, PH.D. 


Several isolated cases of mental retardates with 
amazing mental abilities (1.e., the idiot savant phenom- 
enon) have been reported. These abilities have includ- 
ed calendar calculation (1, 2), artistic expression (3, 4), 
and mechanical ability (5). The behavioral explanation 
advanced for these abilities is that they are the result 
of intense motivation, practice, and appropriate rein- 
forcement (2, 5). No doubt these factors have an im- 
pact on many forms of human performance, and per- 
haps they are necessary for the occurrence of idiot 
savant phenomena, but very few retardates acquire 
such abilities, even when they are highly motivated, 
practice intensely, and receive appropriate reinforce- 
ment. Furthermore, if the behavioral factors were a 
sufficient explanation for the.acquisition of mechanical 
or calculating ability, why could not the same factors 
produce an intellectual advance beyond retardation al- 
together? 
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That alcohol could abruptly stop the auditory hallu; 
cinations has probable pharmacologic significance. ` 
Moreover, the patient’s first heavy drinking after with- 
drawal was followed by a ‘‘hangover’’ that involved 
the return of severe hallucinations and loss of insight 
into their cause. Alcohol could have simply reduced 
anxiety and thus had a nonspecific effect on hallucina- 


tions, but the renewed hallucinosis associated with al- 


cohol withdrawal, the rapid prozression into addictive 
alcoholism once heavy drinking began, and the known 
close pharmacologic relationship between ethchlorvy- 
nol and alcohol argue for a closer relationship. 
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An Organic Explanation 


An Alternative Explanation 


The answer may lie outside of environmental fac- 
tors, perhaps in the division of functions between the 
cerebral hemispheres. The left hemisphere governs the 
use of language, mathematical computation, and other 
orderly conceptual analysis. A variety cf evidence 
suggests that the right hemisphere is superior in tasks 
involving visualization and movement (6). The kinds 
of items on IQ tests emphasize left hemisphere func- 


‘tions. Mental retardation has been traditionally de- 


fined as IQ below a certain score, such as 70. Mentally 
retarded individuals are usually identified by school of- 
ficials when the student fails to master some language 
or conceptual skills (left brain functions). Frequently, 
mental retardation is due to congenital or early child- 
hood organic brain syndrome (e.g., microcephaly, hy- 
drocephaly, cretinism, Down's syndrome) that affects 
both hemispheres and impairs the development of both 
kinds of mental abilities. If these organic factors are 
used as an explanation for the idiot savant phenome- 
non, then we would infer that organic brain syndrome 
has affected the left hemisphere but has permitted the 
development of the right hemisphere. 

This organic explanation could be applied to several 
previously reported cases. The cases of exceptional 
artistic ability would be the ones most obviously ex- 
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plained by the different abilities of the cerebral hemi- 
„Spheres, but the same explanation would fit the cases 
of "calendar calculation" because the mechanism 
used by the retardates for determining the correct day 
of the week for a given historical date is not adherence 
to a cenceptual algorithm but eidetic imagery (1). The 
life history of Mr. A, recently reported by Hoffman 
and Reeves (5), indicated that he always had difficulty 
with language skills and even as an adult could not sign 
his name without a model. Hoffman and Reeves in- 
ferred that the cause of retardation must have been 
congenital. Now an institutionalized adult, Mr. A has 
developed an amazing capacity to repair and modify 
mechanical and electrical devices. Mechanical ability 
is best understood as the capacity to visualize and ma- 
nipulate spacial relations (7-9). Tests of mechanicél 
ability tend to test right brain functioning, whereas IQ 
tests have a left brain orientation. The correlation be- 
tween these two kinds of tests has been, consequently, 
low (10). 

The following case study in many ways parallels that 
of Mr. A and more clearly supports the inference that 
organic factors have an important role in the ex- 
planation of idiot savant phenomena. 


Case Report 


Mr. Z was born in rurel Mexico, a middle child with eight 
brothers and sisters. All indications were that he was born 
physically normzl and possessed an intelligence that was at 
least normal. He began school at age seven and made rapid 
progress. His father had attained local notoriety (and some 
envy) for his ingenious design of the family home and his 
ability to repair elmost any kind of device. When Mr. Z was 
nine years old, robbers assaulted the household, murdered 
the father, and plundered evervthing of value. During the 
gunfire the boy suffered a wound from a small caliber pistol. 
The bullet entered his left temple at the hairline and exited 
through the back of the head. For two years Mr. Z was mute, 
deaf, and paralyzed on the right side. Gradually he regained 
his hearing and the use of his limbs. 

Speech returned somewhat more slowly, and sensorimo- 
tor as well as ccgnitive factors were no doubt responsible. 
After the father's murder, the family had moved to a dif- 
ferent part of Mexico. When Mr. Z regained speech, he had 
completely shed the dialect of the region of his birth. He had 
also forgotten how to read, write, or do arithmetic opera- 
tions. After intense practice, he relearned the alphabet and 
how to write the letters with his left hand. He could faithfully 
copy pages of written material, but even after several years 
of special education remains unable to write complete 
words or sign his name without a model (as was the case 
with Mr. A). He responds to questions in a very slow man- 
ner, often with long pauses looking for the next word, and is 
utterly incapable of making or appreciating any abstractions. 

Until recently Mr. Z lived with siblings in Mexico and fre- 
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quently found full-time employment as ranch hand, garden- 
er, or factory worker. He now lives with a sibling in the 
United States. His right side has less muscular development, 
coordination, and sensation (sight, smell, touch, and taste) 
than the left. Nevertheless, in a short time after kis arrival in 
this country he learned how to ride a bicyc:e and gradually 
increased his range up to 10 miles. He has never gotten lost, 
even though he cannot remember the names of streets. His 
gardening, carpentry, and mechanical talents are out- 
standing. Without instruction he dismantled, reassembled, 
and modified several multigear bicycles. He designed a 
punching bag that would move and simulate the bobbing and 
weaving action of a live opponent. He was supplied with 
crayons, paper, and magazines, and although he had never 
received any artistic instruction, he was able tc accurately 
copy pictures. One of the most amazing things that he does is 
a series of tricks with strings and small objects. He d2mon- 
strates these tricks to others, and although the tricks look 
simple enough, no one else has been able to do them. 

Mr. Z is a man of high motivation and intense practice in 
everything that he does. He also receives muca reirtorce- 
ment from his family, friends, and teachers. However, de- 
spite studying hours a day, he has been unable to learn more 
than a few phrases in English, read, write without a model, 
or do arithmetic. His unusual mechanical abilites cen per- 
haps be traced to heredity, an undamaged right hemisphere, 
and, of course, sufficient motivation, practice, and reinforce- 
ment. Whether such abilities were inherited or whether they 
were due to some form of overcompensation (an :njury to the 
left hemisphere stimulated the increased development of the 
right hemisphere) cannot be inferred trom this case. 
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Work-Site Treatment for Obesity 
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BY ALBERT J. STUNKARD, M.D., AND KELLY D. BROWNELL, PH.D. 


We report here the first controlled clinical trial of 
treatment for obesity at the work site. The study was 
designed to 1) assess the feasibility of work-site treat- 
ment for obesity, and 2) compare the effectiveness of 
various treatment conditions: work site versus medical 
site, lay therapist versus professional therapist, and 
frequent versus conventional (once weekly) treatment. 
We found that work-site treatment for obesity is fea- 
sible and that lay therapists are at least as effective as 
professional therapists. 

Two circumstances led us to undertake this study. 
The first was the recent development of behavioral 
treatments for obesity which are simple enough to be 
administered by people with no professional training. 
Treatment for obesity can now be made available to 
very large numbers of people, given suitable vehicles 
for its administration. One such vehicle is the self-help 
group (1, 2). Behavioral weight reduction programs 
have been successfully introduced into both lay and 
commerciél self-help groups for obesity (3, 4), and half 
a million Americans now receive behavior therapy for 
obesity each week in such groups (5). Another poten- 
tial vehicle is the work site. On-the-job training has 
had a long and honorable history in America, and such 
training for the improvement of health behavior could 
be the next major advance in the delivery of behavioral 
treatments for obesity. 

The second stimulus for this study was Alderman 
and Schoenbaum’s program of work-site treatment for 
hypertension (6) carried out in a 15,000-member union 
in a large Eastern city. This program achieved a high 
degree of control of hypertension, which encouraged 
the union leaders to attempt other work-site treat- 
ments. These officials invited us to introduce an obesi- 
ty treatment program and also permitted us to use ran- 
. dom assignment of employees to treatments, in con- 
trast to the self-selection of treatment that had been 
used in the hvpertension program. 


Method 


Patients were the 40 most obese persons drawn from 
a group of 52 women volunteers aged 29-72 (mean 
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age=50), who were an average of 57.1% overweight 
(range=25.9%-96.5%). They were assigned from strat- 
ified blocks based on percentage overweight to one of 
four experimental] conditions: 1) professional thera- 
pist, work site, weekly treatment; 2) professional ther- 
apist, medical site, weekly treatment; 3) lay therapist, 
work site, weekly treatment; and 4) lay therapist, work 
site, four treatments per week. The fourth treatment 
condition provided more intensive outpatient treatment 
than has been reported previously in the literature. It 
is significant that this approach was suggested by the 
union leaders. 

Patients met in groups of about 10 for a standard 16- 
week behavioral program that is described in a de- 
tailed treatment manual (7). The program included 
self-monitoring, stimulus control, self-reinforcement,. 
exercise management, and calorie counting. Each lay 
therapist group was conducted by two union members. 
These group leaders received training before the start 
of the program and before each treatment session, as 
was done in our earlier study of a self-help group (3). 
The professional therapy groups were conducted by a 
clinical psychologist with a Ph.D. and over 20 years of 
clinical experience, much of it with obese patients. 
Groups met for 45-minute sessions during the lunch 
period at the work site, except for the medical-site 
group, which met at 7:00 p.m. at a nearby medical of- 
fice building. 


Results 


Evaluation of the results of weight reduction pro-. 
grams requires assessment of two different mea- 
sures—adherence to the program and weight loss. Ad- 
herence requires attendance in the program, and high 
attrition rates have characterized the early stages of all 
treatment programs for obesity and still seriously limit 
the effectiveness of self-help groups. Table 1 shows 
the attrition rates in the four treatment conditions in ` 
this study. Despite the small sample size, there were 
two positive findings. First, attrition rates were lower 
in the groups led by lay therapists (31% and 50%) than 
in groups led by the professional therapist (75% and 
82%, x?—4.01, p<.05). Second, the frequent treatment 
(4 per week) showed a lower attrition rate than the 
standard once-weekly treatments (31% versus 50%, 
75%, and 82%; x* —4.13, p<.05). Because of the very 
high attrition rates in the professional therapist groups, 
a key question—the relative efficacy of work site versus 
medical site— could not be answered. 

For patients still in treatment at the 16th week, an 
analysis of variance revealed no significant differences 
in weight loss between groups: professional thera- 
pist, work site, weekly treatment (N=2)—3.9 kg; pro- 


Am J Psychiatry 137:2, February 1980 


JABLE 1 
Percentage of Subjects Still in Obesity Treatment at Four Points 
——— enean dtu utum ri UE iT 


Month 
Treatment? 1 2 3 4 
Work site, lay,therapist, 

frequent (N= 13) 77 . 69 69 £69 
Work site, lay therapist, 
standard (N=8) 75 50 50 59 


Medical site, professional 
therapist, standard (N=8) 

Work site, professional 

_ therapist, standard (N=11) 36 (18 I8 18 


a''Standard"' treatment once a week; ‘‘frequent’’ treatment =4 times a week. 


100 75. 25 29 


fessional therapist, medical site, weekly treatment 
(N=2)—2.7 kg; lay therapist, work site, weekly treat- 
ment (N=4)-—-5.6 kg; lay therapist, work site, four 
treatments per week (N=9)—3.1 kg. The average 
weight loss of all subjects completing treatment was 
3.61.0 kg; at 6-month follow-up it has fallen to 
1.2x0.9 kg. 

We assessed also work attendance and absenteeism 
as a measure of the impact of the program. Ab- 
senteeism of program participants and of a carefully 
matched control group of nonparticipants was mea- 
sured before, during, and after treatment. Rates of ab- 
senteeism did not differ during any of these periods 
between program participants and the control group of 
nonparticipants or between any of the treatment 
groups. 


Discussion 


This study showed the feasibility of work-site treat- 
ment of obesity and also indicated some barriers to its 
success. Foremost among these barriers was the attri- 
tion rate. The verv low attrition rates in the hyper- 
tension program had led us to expect similarly low 
rates in the obesity-treatment program. Although the 
rates in the present study were considerably higher, 
they compare favorably with attrition rates in self-help 
groups, the other major vehicle for broad scale admin- 
istration of behavioral treatments for obesity. 

Even in this initial pilot study attrition rates in the 
lay-therapist groups were less than 50%—the best rate 
that has been achieved by self-help groups (also with 
lay therapists) after years of practice. Furthermore, 
weight losses at the work site compared favorably with 
those of self-help groups: 3.8 kg in 16 weeks among the 
lay-therapist groups at the work site versus 1.9 kg in 12 
weeks among ‘ay-therapist groups in a study of the 
TOPS (Take Off Pounds Sensibly) program (3). 
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There are at least three possible reasons why attri- 
tion rates in this study were higher than those r.,the 
hypertension program. First, the obesity program 
made far heavier demands on patients than did the hy- 
pertension program. Second, patients perceived obesi- 
ty as a less serious health threat than hypertension. 
Finally, organizational problems in initiating this pio- 
neering program, arising in part from the illness of a 
key figure (the union secretary), caused considerable 
inconvenience to the participants. 

Improved organization should decrease attrition. 
The extent of this decrease can be determined only by 
further study, but one conclusion is clear. Simply 
treating people at the work site is not sufficient -o en- 
sure attendance; the program must also make use of 
the powerful rewards and sanctions of the work site. 

The lack of this program's impact on absenteeism is 
surprising in light of the interest it aroused. However, 
experience in four other work-site programs suggests 
that this lack of impact actually may be a favorable 
outcome: in three studies, absenteeism increased (8- 
10), and only in one did it decrease (6). 

The results of this pilot study are sufficiently encour- 
aging to merit further investigation of work-site treat- 
ment of obesity, of the use of lay persons as group 
leaders, and of four treatments weekly rather than the 
conventional once a week approach. We are currently 
investigating these topics. 


REFERENCES 


I. Garb AR, Stunkard, AJ: Effectiveness of a self-help gzup in 
obesity control. Arch Intern Med 134:716-720, 1974 
2. Ashwell M, Garrow JS: A survey of three slimming and weight 
control organizations in the United Kingdom. Nutrition 2€:347- 
356, 1975 
3. Levitz L, Stunkard AJ: A therapeutic coalition for obesity: be- 
havior modification and patient self-help. Am J Psycaiatry 
131:423-427, 1974 
4. Stunkard AJ, Brownell KD: Behaviour therapy and s2lf-help 
programmes for obesity, in Treatment of Obesity. Edited by 
Munro J. London, Newman, 1979 
5. Stuart RB: Self-help group approach to self-management, :n Be- 
havioral Self-Management. Edited by Stuart RB. New York, 
Brunner/Mazel, 1977 
6. Alderman MH, Schoenbaum EE: Detection and treatment of 
hypertension at the work site. N Engl J Med 293:65-68 1975 
. Ferguson JM: Learning to Eat. Palo Alto, Calif, Bull C5, 1975 
. Harris L and associates: The Public and High Blood Pressure: 
A Survey. DHEW Publication NIH 74-356. Washingtcn, DC, 
US Government Printing Office, 1973 
9. Gibson ES, Mishkel M, Gen M, et al: Abser.teeism from work 
among hypertensives. Newsletter of the Council on Epidemiol- 
ogy of the American Heart Association, January, 1972 
10. Haynes RB, Sackett DL, Taylor DW, et al: Increased ab- 
senteeism from work after detection and labeling of hy pzrten- 
sive patients. N Engl J Med 299:741-744, 1978 


oO ~ 


254 CLINICAL AND RESEARCH REPORTS 


Patients at Risk of Developing Severe Side Effects from Depot Fluphenazine Treatment 


BY ALEXANDER BLUM, M.D. 


High potency neuroleptic treatmeat, particularly 
slow release intramuscular fluphenazine preparations, 
can cause severe adverse side effects, often including 
extrapyramidal symptoms. Afflicted patients are in 
considerable distress and frequently require intensive 
care for extended periods of time. The following case 
report illustrates the possible range and severity of 
such adverse side effects. 


Case Report 


Mr. À was 36 years old at the onset of his episodic psy- 
chotic disorder with affective admixtures, including elation, 
flight of idess, grandiosity, or tearful, depressed mood. His 
disorder was consistently diagnosed as schizophrenia and 
usually treated with phenothiazines of the aliphatic or piperi- 
din groups, which resulted in full remission. At age 48, Mr. A 
was admitted for an episode of psychomotor agitation, elated 
mood, bizarre behavior, and grandiose-delusional thinking. 
Because of his poor drug compliance we started him on flu- 
phenazine decanoate, 50-100 mg per week, as well as benz- 
tropine, 2 mz b.i.d. At the end of the sixth treatment week, 
after receiving a total of 475 mg of fluphenazine, Mr. A pre- 
cipitously developed a state of hyperthermia up to 40.8? C, 
stupor (at times progressing into coma), severe cogwheel ri- 
gidity with a nonaxial tremor, absence of corneal reflexes, 
bilateral grasp and snout reflexes, and severely impaired 
swallowing with aspiration pneumonia as a sequela. His con- 
dition was compounded by episodes of central anti- 
cholinergic psychosis and intractable urinary retention re- 
sulting from massive doses of antiparkinsonian agents. For 
weeks he required an aupra-pubic catheter end suffered from 
a urinary tract infection. 

Extensive work-up failed to provide any other etiology 
than fluphenazine treatment. Although Mr. A was no longer 
taking neuroleptics, his iatrogenic illness persisted for 6 
months. He was treated with antipyretics, ice water 
sponges, antibiotics, and parenteral nutrients. We adminis- 
tered large doses of antiparkinsonian agents, but these failed 
to significantly influence Mr. A’s extrapyramidal symptoms. 
The symptoms finally subsided with levodopa administra- 
tion. 


Findings 


Through our study we attempted to establish factors 
predicting which patients are at risk of developing seri- 
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ous side effects from depot fluphenazine treatment. In 


a large psychiatric hospital we screened 311 patients 
treated with depot fluphenazine for severe side effects 
requiring special attention and/or extensive treatment. 
We found 12 male patients who exhibited serious toxic 
effects, including severe tremor, extreme muscle rigid- 
ity, marked akathisia, hypersalivation, difficulty swal- 
lowing, hyperthermia, and-catatonic or akinetic states. 
Concomitant prominent psychopathological findings in 
6 of these patients included depressive mocd and sui- 
cidal behavior. Ten patients were diagnosed as suf 
fering from schizophrenia, 1 from organic brain syn- 
drome, and 1 from manic-depressive illness. 

These patients with severe depot fluphenazine side 
effects (group À) were compared with 24 male patients 
from the same hospital population (group B). All of the 
group B patients had been diagnosed as having schizo- 
phrenia and had received approximately the same dos- 
age of depot fluphenazine during the same time inter- 
val as group A, but had failed to display significant ad- 
verse effects from treatment. 

We compared the two groups according to age, race, 
marital status, and other concurrent and anti- | 
parkinsonian medication and reviewed their medical 
histories. Except for significantly more married pa- 
tients in group A (p<.05), sociodemographic data 
failed to differentiate the two groups. Groups A and B 
were also not differentiated by diagnosis or use of ad- 
ditional medication, although a higher average dose of 
antiparkinsonian agents was prescribed more often for 
the group A patients. An independent rater assessed 
both groups using Schizophrenia Prognosis Factors (1) 
and Feighner and associates’ diagnostic criteria (2). 
On the prognosis scale (range--0-11) group A patients 
scored an average of 7.5 (range=2-9) and Group B an 
average of 3.2 (range 1-6). (In one study [1], 82% of 
patients who had recovered from schizophrenia scored 
4 or higher, while 80% of patients with deteriorated 
conditions scored less than 4.) The diagnostic criteria 
revision indicated 8 patients with definite depression 
and none with definite schizophrenia in group A; 13 
group B patients were found with definite schizophre- 
nia and none with definite depression. 

Table 1 compares groups A and B on the basis of 
prognostic factors and diagnostic criteria used in our 
study. From this comparison emerges a profile of 
those patients who may be at risk of developing seri- 
ous side effects from depot fluphenazine treatment. 
This profile comprises sudden onset óf psychosis, 
presence of confusion, absence of emotional blunting, 
guilt feelings, and thoughts of death or suicide. Pa- 
tients at risk also tend to have poor appetite, lose 
weight, and seldom exhibit incoherent thought pat- 
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“TABLE 1 
` ,Characterigtics of Patients With (Group A) and Without (Group B) 
Severe Dept Fluphenazine Side Effects 













Group A Group B 
(N—-12) (N24) 


Characteristic N % N % Significance? 
Six months or fess from onset to 

full blown psychosis 11 91.6 6 25 p<.001 
Confusion , 3 66.6 4 166 p<.00! 
Depressive features 11 91.6 3 12.5 p«.001 
Preoccupation with death/suicide 8 66.6 1 4.2 p<.001 
No marked emotional bluntiag 11 91.6 6 25.0 p«.001 
Poor appetite or weight loss 7 58.3 3 12.5 p<.01 
Guilt feelings expressed 5 41.7 1 42  pc«.0l 
Incoherent thinking 2 16.7 17 70.8 p<.dl 
No alcoholism/druz abuse 

within 1 year of onset 1 8.3 11 45.8 p<.05 
Married 5 41.7 3 12.5 p<.05 


*Computed by chi-square analysis. 


terns. Thev are often married and tend to abuse alco- 
hol and drugs. 


Discussion 


Several group A patients originally diagnosed as 
having schizophrenia had an undiagnosed affective 
disorder. The diagnosis of schizophrenia in these pa- 
tients was based on symptoms observed at admission, 
when the patients were in an acute psychotic state; the 
clinicians apparently did not take into account pre- 
morbid characteristics or the longitudinal course of the 
illness. The implication that patients with affective dis- 
orders mav have a propensity to develop severe side 
effects from depot fluphenazine treatment is supported 
by many anecdotal case presentations of severe neuro- 
leptic side effects that describe patients suffering from 
disorders with affective features (3, 4). Davis and asso- 
ciates found a high proportion of patients with depres- 
sion in a population of patients with tardive dyskinesia 
(5). Evidence exists that patients who develop tardive 
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dyskinesia have marked extrapyramidal symptoms 
during their neuroleptic treatment. Patients with de- 
creased excretion of free dopamine and dopamine me- 
tabolites appear vulnerable to drug-irduced parkin- 
sonism (6). Decreased urinary excretion of dopa- 
mine and dopamine metabolites is also associated with 
depression. There seems to be a genetic relationship 
between depression and parkinsonism (7) zs well as a 
high incidence of depression associated ever. with 
early stages of parkinsonism (8). Moreover, the de- 
pression in patients with Parkinson's disease cannot 
be entirely attributed to the patients' physical handi- 
cap (8). 

If patients with the characteristics presented in table 
l are diagnosed as having schizophrenia, reassessment 
of the diagnosis may reveal an undiagnosed atvpical 
affective disorder. In these cases clinicians should 
avoid treating such patients with slow-release intra- 
muscular fluphenazine preparations. 
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Investigating Grief Reactions 


Sir: Marcia Kraft Goin, M.D., Ph.D., and associates’ con- 
clusion in " Timeless Attachment to a Dead Relative" (July 
1979 issue) that successful adaptation and pathologic adapta- 
tion to loss have more in common than is usually assumed 
seems premature to me. In the two cases presented, one 
finds that both losses were preceded by lingering illnesses, 
one lasting 10 years, the other 20. How would this change 
the process of mourning? Although the MMPI and Beck De- 
pression Scales were normal for both patients, the case re- 
ports hint that their current relationships were not so intense 
as those they had had with their husbands. Even if their ad- 
aptations were fully successful, there remains the question 
of how relatives handle a loved one's fatal lingering illness, a 
question Dr. Goin and associates did not discuss. Finally, 
how much should we restrict our conclusions, given that 
both of these patients were middle-aged females who had 
lost a spous2? I believe we should be very cautious in gener- 
alizing from these two cases. 


BRIAN KIRKPATRICK, M.D. | 
Chapel Hill, N.C. 


Dr. Goin Replies 


Sir: Dr. Kirkpatrick pointed out some interesting similar- 
ities in our two patients: both were middle-aged women, 
widowed after their spouses had lingering illnesses. Whether 
this alone would alter a grief reaction warrants further inves- 
tigation. Certainly one should not generalize from two cases 
that constitute only a clinical report. 

Our speculations began with these two cases and were re- 
inforced by several examples from discussions with col- 
leagues and friends. One analyst in his mid 40s acknowl- 
edged that 9 years after his father's death, he still experi- 
enced a sense of talking things over with his dead father in 
times of stress. A woman in her early 40s described ‘‘shar- 
ing" the joys and sorrows of her children with her mother, 
who had been dead over 5 years. This sharing had been a 
special part of their relationship when her mother was alive. 
A recently widowed woman told us that after her husband 
died, friends who had themselves been widowed for years 


told her about similar continuing experiences with their dead 
spouses. They had not shared these stories befcre, perhaps 
sensing that others did not want to know or would think they 
were mentally disturbed. 

These vignettes are not scientific documentation. Only in 
our two reported cases did the people have clinical psychiat- 
ric interviews and psychological testing. However, all these 
examples make us feel certain that there is more to know 
about the prolonged reactions to the loss of a loved one than 
is presently available. 


MARCIA KRAFT Goin, M.D., PH.D. 
Los Angeles, Calif. 


Titrated Versus Fixed-Dose Protocols 


Sir: In “Acute High-Dose Parenteral Haloperidol Treat- 
ment of Psychosis” (August 1979 issue) Yakov Lerner, 
M.D., and associates raised some interesting issues con- 
cerning diazepam treatment of psychosis. Unfortunately, a 
serious methodological flaw may have compromised their re- 
search. Using a fixed-dose design, the authors sedated 50% 
(10 patients) of their haloperidol group to the point that no 
assessment of the patients’ psychotic state could be made. 
Anderson and associates (1) have emphasized repeatedly the 
importance of careful clinical titration in the treatment of 
psychosis. Variations in dose requirements ranging from 15 
to 45 mg have been reported. Any fixed-dose design invites 
the hazard of too much medication resulting in sedation, or 
too little medication resulting in a failure to clear the psycho- 
sis. 

Rapid treatment of acute psychosis by careful individual 
titration to response is an important observation. It should 
be confirmed by carefully controlled studies using a titrated, 
not a fixed-dose, protocol. 
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**Dr. Belmaker and Associates Reply 





, but none of these has been controlled for 
sedative etfe£ts, and none of these in our view has proved 
the claim >? rapid antipsychotic effects. A recent study of 
flupenthixol isomers (2) has confirmed that specific antipsy- 
chotic effects require weeks of neuroleptic treatment. Thus 
advocates cf rapid neuroleptization must prove their claim 
that antipsychotic effects occur within 24 hours of haloperi- 
dol treatment. Our controlled study would have been moze 
elegant in an incividualized dosage design. Nevertheless, 10 
our knowledge, it is the only reported study of rapid neuro- 
leptization that has controlled for sedative effects. The a»- 
sence of even a hint of haloperidol superiority over diazepam 
in our study should quell some of the premature enthusiasm 
for rapid neuroleptization. Surely, Dr. Kuehnle cannot pre- 
fer the numerous positive uncontrolled studies to a negative 
controlled study with a specific methodologic flaw. Dosage 
indtvidualization can certainly improve clinical results but it 
has been required only rarely to prove basic clinical facts in 
classic pharmacologic studies. 

In regard to the large number of sedated patients, their 
sedation was evident only at 4 hours but not at 24 hours, at 
which time the clinical results still failed to show superiority 
of haloper:éol over nonspecific sedation. 
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Pseudomonas Aeruginosa in Hemodialysates from Schizo- 
phrenic Patients 


Sir: The chemical analysis of dialysates must be done with 
extreme care to avoid evaluating products of microbial con- 
tamination. While working with dialysates from schizo- 
phrenic patients undergoing hemodialysis (1), we observed 
(using a 365-nm hand-held UV lamp) that aliquots of dialy- 
sate fluoresced after they stood at room temperature for 
more than 48 hours. Along with the blue fluorescence, the 
solutions slowly developed a visible greenish-yellow color. 
At first we suspected a catecholamine derivative, but further 
investigation revealed the presence of P. aeruginosa. Ken- 
neth F. Keller, Ph.D., made the identification by streaking a 
turbid dialysate sample on a plein nutrient agar plate and in- 
cubating it for 24 hours at 42°C. Since the dialyzers and ali- 
quot collection bottles were mzintained in an aseptic condi- 
tion, it is likely that Pseudomonas was present in minute 
concentra-ions in the dialysate water supply and began to 
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multiply after it had passed along the dialysis mem-rane, 
where it was exposed to nutrients from the patient's rlasma. 
Growth is inhibited by heating (to 70°C) or freezing the sam- 
ples. There was no growth in dialysates from saam dialysis 
patients, where the dialysis membrane contained no pores 
and the dialysate fluid was not exposed to the patient. This is 
to be expected, since the fluid is devoid of phospha:e and 
sulfate, shown to be necessary for the growth of Fs2udo- 
monas (2, 3). The fluorescent material is highly water soluble 
and cannot be extracted with chloroform, as can a bhue pig- 
ment (pyocyanine) that eventually forms in the dialysate 
when it is left standing at room temperature fcr a week or 
more. 

The dialysate water supply in our dialysis center s puri- 
fied by water softening, carbon filtration, and reverse os- 
mosis, which should remove nearly all microorganisms. 
However, Pseudomonas is a good survivor. A few cells 
lodged in the system can seed a dialysate sample. As can be 
seen from the literature (4), this continues to be a problem 
for dialysis centers. We obviate the difficulty of dealing with 
the products of the cell's metabolism by simply filtzring a 
dialysate sample through a 0.20 um pore size Nalgene mem- 
brane filter unit just after thawing and before analysis of the 
sample. Other workers should be aware of tne presencz of P. 
aeruginosa in dialysates, since the cell can remov2 com- 
pounds of interest and/or its metabolic products can produce . 
artifacts that might interfere with the chemical ana:vsis of 
dialysates. 
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Neuroleptic-Induced Depression? 


Sir: In '' Haloperidol-Induced Dysphoriz in Patierts with 
Tourette Syndrome” Eric D. Caine, M.D., and Renald J. 
Polinsky, M.D. (September 1979 issue) concluded that halo- 
peridol can cause dysphoria and depression in the absence of 
akinesia and other extrapyramidal side effects. To my knowl- 
edge, this is the first report of this side effect in a sample 
of patients with Tourette syndrome. I am surprised that this 
condition has not been reported more frequently with other 
populations. 

Theoretically, one would expect that most, if tot all, 
neuroleptics could cause depression. Depression is geaerally 
thought to result from a functional deficit of norepinzphrine 
or serotonin in the CNS (1). Phenothiazines and butyrophe- 
nones block norepinephrine receptors, in addition to dopa- 
mine receptors, which would lead one to expect depression 
as a side effect in vulnerable patients (2). 

. Depression associated with neuroleptics has r2ceived 
scant attention in the literature, although Ayd (3) ccnsiders 
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depression a common side effect. The Physicians’ Desk Ref- Despite these difficulties, we commend Dr. Bradley’s ef-"* 





a mea- * 


erenee does not list depression, dysphoria, or anhedonia as 
side effects for many of the commonly prescribed neurolep- 
tics (4). In contrast, depression is frequently recognized as a 
side effect of th» benzodiazepines. 

Thioridazine is advertised as an antidepressant for neurot- 
ic depression; perhaps its depressogenic potential should be 
considered as well. Also, if a neuroleptic-induced depression 
is mistaken for primary symptoms of schizophrenia, it could 
lead to increased doses of the causative agent, which would 
result in further depression, similar to the situation of the 
side effects of neuroleptic-induced akathisia (5). 
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Differentiating Between Adult and Childhood Diagnoses 


Sir: In “The Relationship of Early Maternal Separation to 
Borderline Personality in Children and Adolescents: A Pilot 
Study”’ (April 1979 issue), Susan J. Bradley, M.D., reported 
**an increased incidence of early separation in borderline pa- 
tients." Dr. Bradley studied individuals aged 5 to 15, who 
were diagnosed as borderline according to Gunderson and 
Singer's criteria. However, these criteria were developed for 
adults. Dr. Bradley generalized that ‘‘borderline patients,” 
not just “‘borderline children," have an increased incidence 


of early maternal separation. We question this lack of dif- 


ferentiation between adult and childhood diagnoses. 

The GAP report on psychological disorders in childhood 
(1) terms personality disorders ‘‘chronic or fixed pathological 
trends, representing traits which have become ingrained in 
the personality structure." For developmental reasons, the 
crystallization of such trends remains uncertain before the 
late school years. With the age range of 5 to 15 years in Dr. 
Bradley's study, this uncertainty must be accounted for in 
many of the subiects. 

While one may describe a child's current personality de- 
velopment as showing characteristics of borderline personal- 
ity disorder, by using the developmental concepts of Pine (2) 
and Mahler (3), it is generally acknowledged that many fac- 
tors, including the developmental crisis of adolescence, de- 
termine clinical outcome. For example, some patients who 
suffer an adolescent onset of schizophrenia undoubtedly 
could have been characterized as having borderline person- 
ality developmer:t as children. However, patients with schiz- 
ophrenia are excluded from the adult borderline group, so 
the two populations of adult and child borderline patients are 
viewed differently. Future studies must either deal with an 
older population or pay more careful attention to the dif- 
ferences between child and adult populations. 


fort to apply specific diagnostic criteria and to se 
surable variable derived from sound theoreticgl consid- 
erations. We hope more work in this area will bg forthcom- 
ing. . 
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Dr. Bradley Replies 


Str: Dr. Hamilton and associates described some of the 
difficulties inherent in diagnosing children and adolescents as 
having a borderline personality. A child's personality organi- 
zation is open to change. Nevertheless, some children mani- 
fest several features described for adults by Gunderson and 
Singer (1). Such children's ‘‘mini-psychotic episodes" or 
brief lapses of reality testing (2) encourage me to consider 
them as having borderline personality features. 

Dr. Hamilton and associates are correct in pointing out 
that some of these children may change through the normal 
processes of development. Thus attempts to understand 
these clinical phenomena in children must include longitudi- 
nal research. However, initial work in the area must be di- 
rected toward more careful description of the unique fea- 
tures presented by these children. 
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Intramuscular Administration of Tricyclic Antidepressants 


SIR: In **Rapid Intramuscular Administration of Tricyclic 
Antidepressants'" (August 1979 issue) Lewis M. Blooming- 
dale, M.D., and Bernard Bressler, M.D., stated, "We have 
found only one report of the intramuscular administration of 
tricyclic medication, and that was published in a journal de- 
voted to general medicine.'' Their review of the literature 
must have been quite limited. Intramuscular administration 
of tricyclic antidepressants, or for that matter other antide- 
pressant compounds, is as old as the treatment with modern 
antidepressant medications. 
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In an early report on imipramine's effectiveness in the 


Y 





A5 a matler of principle, treatment was always started 
by injectiorl By the end of the first week, oral medica- 
tion was substituted. There is considerable evidence 
that the pharmacological effect is more pronounced if 
the drug is fnjected. Furthermore, there is always the 
question of the patient's cooperation in taking the medi- 
cine in the desired manner. Uniformity of administra- 
tion has obvious advantages for comparative evalua- 
tions. Injections were resumed when previously satis- 
factory levels of response could not be maintained on 
oral medication. (1) 


In a subsequent study reporting the efficacy of five antide- 
pressant compounds I stated, “As a matter of principle. 
drugs which are available in ampules are given by injection 
for about one week before oral medication is substituted’ 
(2). 

Deniker and Lemperiere, in a description of 137 cases 
treated with imipramine, reported: *‘To most of our patients 
we applied the methods recommended by the first investiga- 
tors. We began with the maximum dose, reached in three or 
four days, administered if possible intramuscularly for about 
twelve days, after which the oral route was gradually in- 
troduced. Finally, the drug was given entirely by mouth in 
progressively smaller doses” (3). 

Mariategui and Ramirez (4), in a study of 34 patients, de- 
scribed parenteral administration of amitriptyline, and the 
textbook by Kalinowsky and Hippius also discusses the in- 
tramuscular injection of imipramine and amitriptyline (5). 
Currently, various European authors report a preference for 
intravenous drop infusion of various antidepressant drugs to 
reduce the latency period before therapeutic effects become 
manifest. 

In recent years psychiatrists and nonpsychiatric physi- 
cians in this country have preferred oral administration, 
even in the treatment of acutely hospitalized patients suf- 
fering from depression. This preference may be caused by 
the ambivalent attitude toward the medical model in psychi- 
atric treatment. In some cases, nurses have questioned my 
orders for intramuscular injections. They were concerned 
that parenteral administration might interfere with inter- 
personal relationships. Nevertheless, intramuscular adminis- 
tration of antidepressant medications has been shown to be 
effective and necessary from the beginning of modern phar- 
macologic treatment of depressions. There has never been a 
valid reason to abandon this position. 
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Other Somatic Treatments in Psychiatry. New York, Grune & 
Stratton, 1969 ý 


Fritz A. FREYHAN. M.D. 
Washington, D.C. 


Dr. Bloomingdale Replies 


SIR: We intended to make available to psychiatrists a spe- 
cific, useful technique developed independently bv Dr. 
Bressler through original research on desipramine. Our liter- 
ature review extended over the last decade. We thank Dr. 
Freyhan for adding historical interest to our paper by citing 
earlier references to the benefits of intramuscular adminis- 
tration of tricyclics. 

As Dr. Freyhan indicated, physicians in this ccuntry 
rarely use parenteral tricyclics. Indeed, several experts en- 
gaged in current research with tricyclic antidepressant medi- 
cation, who we hoped might compare the rise in tricyclic 
plasma levels between oral and intramuscular rcutes, were 
unfamiliar with the efficacy of intramusculaz initiation. We 
felt it important to emphasize its advantages at this time of 
pressure to reduce the length of hospitalization. 


Lewis M. BLOOMINGDALE, M.D. 
Scarsdale, N.Y. 


Patient Preference: Lithium Pills Versus Capsules 


Sir: Patient compliance with psychotropic medication of- 
ten determines the success of treatment. One fector impii- 
cated in compliance has been medication side effects. 

Lithium carbonate is increasingly used to treat mani-de- 
pressive illness, some unipolar depression, explosive per- 
sonality, and as an adjunctive treatment of schizophrenia. 

Uncoated lithium carbonate tablets have been reported to 
cause contact stomatitis, an inflammation of the cral mucosa 
that is relieved by switching to lithium carbonate capsules 
(1). A possible relationship between lithium carbonate and 
dental caries has been suggested, but there has been ro dif- 
ferentiation between tablet and capsule forms (2). 

The unpleasant taste and difficulty in swallowirg uncoated 
lithium carbonate tablets have led to attempts to develop a 
coated tablet (3). When one patient stopped taking madica- 
tion and another stormed into my office after receiving tab- 
lets instead of capsules, I decided to survey my patients who 
had tried both. 

I polled all patients receiving lithium at a rural community 
mental health center and included in the study only those 
who had taken both capsules and tablets. I asked if they had 
a preference, and if so, why. I made a conscious attempt not 
to bias the responses. 

Fifteen patients had taken both the capsules and tablets 
during the past year. The lithium was dispensed by local 
pharmacists, totally independent of the center and this 
study. Of the I5 patients, 2 had no preference. Twelve pa- 
tients preferred the capsules and 1 preferred the pills Four 
patients preferred capsules because they said the pills had a 
bad salty taste, 2 because the pills stuck to their throats and 
were more difficult to swallow, 2 because :he pills caused 
nausea but the capsules did not, 1 because the pills were 
"too messy," ' and | because the pills made her drowsy. Two 
patients gave no reason for preferring capsules. The ore pa- 
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tient preferring pills believed they had to be more effective 
because they tasted worse than capsules. 

This overwkelming preference for capsules over the un- 
coated tablets suggests that therapists should always pre- 
scribe capsules. In my experience this has led to improved 
patient satisfaction and sometimes convinces patients to re- 
main in therapy. 

One patient, a 74-year-old woman with mania, was main- 
tained successfully on lithium, 150 mg/day, which gave her 
appropriate blood levels. Her family simply poured out half 
of the capsule. Her blood level remained in the treatment 
range, and she preferred this method to the taste of the pill. 
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THOMAS RapecklI, M.D. 
Elizabethtown, Ky. 


The Caenis Syndrome 


SIR: In ‘“Dysorexia and Self-Mutilation" (April 1979 issue) 
Michale A. Simpson, M.D., suggested a relatianship be- 
tween dysorexia and self-mutilation. I believe such a rela- 
tionship becomes most evident when investigators examine 
specific types of self-mutilation, particularly in genital self- 
mutilation in females. ^ 

There héve been at least four reports (1-4) of female gen- 
ital mutilat.on associated with an eating disorder, usually ac- 
companied by features suggestive of the hysterical personal- 
ity. The possibility that self-mutilation of the female genitalia 
may be part of a specific syndrome was first noted in 1970 (5) 
and then supported by Goldney and Simpson (3), who sug- 
gested that the term '' Caenis syndrome” be applied to wom- 
en exhibiting the triad of female genital self-mutilation, dyso- 
rexia, and zhe hysterical personality. 

In Ovid's Metamorphoses Neptune raped Caenis, the 
loveliest girl in Thessaly. In recompense, the sea god granted 
her one wish. Caenis asked that he take away her sexuality 
so that she would never have to undergo such an injury 
again. The circumstances surrounding this wish and the feel- 
ings it expresses encompass many aspects of the patients de- 
scribed with this triad of clinical features. 

I have studied four women who have mutilated their gen- 
italia. All of them demonstrated marked hysterical personal- 
ity traits. Three had evidence of dysorexia before the mutila- 
tion, while the fourth has manifested this since her mutila- 
tion. 

To consider these clinical findings as representative of a 
discrete syndrome would facilitate recognition of patterns of 
behavior, enhance communication between clinicians, and 


aid in the assessment and planning of therapy. Although 


highly speculative, it is possible that the syndrome of female 
genital self-mutilation can be extended to include women 
who assiduously pursue hysterectomy in the absence of ob- 
vious pathclogv. One could postulate that women who have 
a poor psychological outcome following hysterectomy show 
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pre-existing evidence of a hysterical personalitv and an eat! f 
ing disorder. This hypothesis is currently bein examineó 
through a prospective study of the outcome of hyéterectomy 
patients. 
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ROBERT D. GOLDNEY, M.D., M.R.C. PsvcH. 
Adelaide, Australia 


Questioning the Concept of Pseudodementia 


SIR: In *‘Pseudodementia’’ (July 1979 issue) Charles E. 
Wells, M.D., raised several issues regarding the usefulness 
of this addition to nosology. In a previous paper (1) I ques- 
tioned the usefulness of the concept and the disease model of 
pseudodementia. I wonder if we need a new disease concept 
for an already well known association between conversion 
reactions and pathological dependency needs. The issue of 
psychomotor retardation in severe depressions 1s obfuscated 
by considering such an extreme symptom of depression as 
part of a dementing illness. The concept of pseudodementia 
does not clarify the association between degenerative neuro- 
physiologic changes in aging and depression in the elderly, 
nor does it answer critical questions regarding the clinical 


. response of depression in patients with dementia to antide- 


pressants versus cerebral activating drugs such as ergots. 

Conversion reactions should be considered as such in 
those cases of hysterical and atypical psychiatric illnesses 
that simulate dementia. Psychomotor retardation, occuring 
as part of a depressive illness, should be considered as such 
rather than part of a depressive pseudodementia. The rela- 
tion between dementia and depression in organic brain syn- 
dromes is another issue altogether and is not elucidated by 
the concept of pseudodementia. 
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DAVID SHRABERG, M.D. 
New Orleans, La. 


Dr. Wells Replies 


SIR: I have difficulty relating Dr. Shraberg’s statements to 
the contents of my article. I did not intend to deal with either 
the concept or the disease model of pseudodementia, nor did 
I attempt to answer critical questions such as those con- 
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ẸŅ terning the relationship between dementia and depression. I 
eave suc recondite subjects to others. 

. I simplywimed to bring attention to a set of clinical obser- 
vations tha&I hope may prove helpful to physicians in distin- 
een dementia and those functional disorders 
es caricature dementia. If others read more 
into my discussion, I am sorry. 





CHARLES E. WELLS, M.D. 
Nashville, Tenn. 


Cholinergic Rebounds and Withdrawal Syndromes 


SIR: We recently treated a patient with symptoms similar 
to one of the syndromes George Gardos, M.D., and associ- 
ates described in " Withdrawal Syndromes Associated with 
Antipsychotic Drugs" (November 1978 issue). Six days after 
we discontinued haloperidol, 40 mg/day, and doxepin, 150 
mg/day, Mr. A developed high blood pressure, tachycardia, 
restlessness, and abdominal distress. He also gave a history 
of emesis. Benztropine mesylate, 3 mg I.M., controlled the 
tachycardia and the elevated blood pressure. Mr. A received 
an additional 2 mg of benztropine p.o. before he was 
switched to hydroxyzine, 25-50 mg p.o. t.i.d. He gradually 
became less restless and his abdominal distress abated. We 
stopped hydroxyzine treatment 14 days after the discontin- 
uation of haloperidol and doxepin. However, over the next 5 
days Mr. A had increased complaints of nausea, abdominal 
distress, and restlessness before the syndrome finally re- 
solved. 

Mr. A's symptoms resumed after premature discontin- 
uation of hydroxyzine, but we also questioned whether the 
initial, brief treatment with benztropine prolonged the dura- 
tion of the symptoms. Dr. Gardos and associates postulated 
that a cholinergic rebound caused antipsychotic drug with- 
drawal "medical" syndromes. Did the 3 mg I.M. and the 2 
mg p.o. of benztropine our patient received as a stimulus for 
greater cholinergic rebound? As Dr. Gardos and associates 
specified, anticholinergics are occasionally required to con- 
trol the somatic symptoms of withdrawal. We have found no 
guidelines as to when anticholinergics should be used. 
Should anticholirergics be tapered in the treatment of '* med- 
ical" withdrawal syndromes? The use of anticholinergics to 
control somatic symptoms of withdrawal syndromes needs 
further investigation. 


ROBERT J. PARY, M.D. 
WILLIAM KLOoNTZ, M.D. 
JOHN M. Foxworth, M.D. 
Columbia, S.C. 


Dr. Gardos and Associates Reply 


Sir: The patient described apparently developed an ir- 
tense reaction to abrupt withdrawal of 40 mg haloperidol and 
150 mg of doxepin which we presume had been daily dosages 
administered for some time. The emergent symptoms of hy- 
pertension, tachycardia, restlessness, abdominal distress, 
and emesis suggest a complex syndrome involving motor, 
affective, and autonomic components. They probably imply 
a hyperdopaminergic state resulting from the release from 
haloperidol-induced dopamine blockade, as well as a pos- 
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sible cholinergic rebound. The withdrawal reaction seems to 
have run its natural course. In Mr. A this was abcut 3 weeks, 
somewhat longer than expected for "medical" withdrawal 
symptoms but well within the time frame for withdrawal dys- 
kinesia. The acute doses of benztropine and the 2-week 
course of hydroxyzine seemed to control the withdrawal ef- 
fects but may not have affected the course of the self-limiting 
syndrome. With the wisdom of hindsight, reducing ha operi- 
dol and doxepin gradually rather than abruptly would have 
been preferable. 

It seems highly unlikely that two doses of benzt-opine 
could have prolonged the duration of withdrawal symp:oms. 
Until further evidence comes forth, we continue to advocate 
symptomatic treatment of the more troublesome withdrawal 
effects. Therefore, depending on the type of emergent svmp- 
toms, anticholinergics, antihistamines, and antianxiety drugs 
may all have a role to play in medical withdrawal syndromes. 


GEORGE GARDOS, M.D. 
Boston, Mass. 

JONATHAN C. CaLe, M.D. 
Belmont, Msss. 

DANIEL TARSY, M.D. 
Jamaica Plain, Mzss. 


More On Predicting Dangerousness 


Sir: We believe the review by John R. Lion, M.D., 5f Ste- 
phen J. Pfohl's Predicting Dangerousness: The Socia! Con- 
struction of Psychiatric Reality (July 1979 issue) migh: deter 
your readership from consulting a significan: cortribuzion to 
the dangerousness literature. 

Pfohl examined 130 multidisciplinary diagnostic sessions 
at the maximum security hospital in Lima, Ohio. His re- 
search reflects an ethnomethodologic perspective tha- Dr. 
Lion interpreted as ‘‘the transformation of private clinical 
judgment into publicly accountable decisions." Dr Lion 
overlooked Pfohl's own clarification: By ethaomethodo- 
logy we simply mean the study of the methods that everyday 
actors employ to convince themselves and to be convincing 
to others that reality is ordered in a particular fashioa. that 
reality is structured in a particular way" (1). 

Traditionally, the diagnostic process (including the attri- 
bution of dangerousness) has been perceivec as z uni- 
directional sequence from patient characteristics to diagnos- 
tic outcome, with the practitioner acting as classificatzry in- 
termediary. Invalid decisions have been attributed to 
"contaminating factors,'' to taxonomic limitations, or to the 
misuse of diagnostic schema. 

Rejecting this interpretation (the “‘subjective distcrtion’’ 
postulate), Pfohl illustrates the collective construction of 
psychiatric reality under conditions of doubt (the ‘‘mutual 
determination'' postulate). His discussion addresses -Łe as- 
sumptions, interests, purposes-at-hand, and relative pcsi- 
tions of authority brought to interviews by clinicians, end the 
negotiations, accommodations, reconciliations, justifications, 
selection processes, and displays of power and defererce in- 
volved in sculpting publicly acceptable team determinations 
from clinically ambiguous contexts. We found particularly 
exciting the relationship between Pfohl's work and recent 
analyses showing that psychiatric decision-making problems 
are inherent in other cases where there is considerable room 
for doubt (2, 3). 
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Unfortunately, Pfohl failed to develop a connection be- 5), the relationship between thyrotoxicosis and mania must f Í 


tween clinical decision and actual outcome. While he dem- 
onstrated differences among teams in collective assess- 
ments, he failed to indicate which teams made more "right" 
decisions. The possibility exists that teams formulating judg- 
ments rapidly on limited information predict with the same 
level of accuracy as those using more thorough and protract- 
ed techniques. 

Pfohl failed to integrate social reaction theory with his eth- 
nomethodologiz analysis in more than a marginal fashion; his 
treatment of labelling theory is rather superficial. At times 
Pfohl decorates his sociolinguistic analysis with sweeping, 
inflammatory statements. 

Still we argue that the central deficiencies reside in theo- 
retical inconsistency, rather than in critical tone as Dr. Lion 
would suggest. Dr. Lion did not address the more relevant 
implications of Pfohl's monograph, beyoad stating that he 
uses large words, lobbies for judicial control over the deter- 
mination of dangerousness, and that his data may not be rep- 
resentative or quantifiable. We feel Predicting Dan- 
gerousness warrants more enthusiastic consideration from 
your readership. 
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C.D. WEBSTER, PH.D. 
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Thyrotoxicosis and Mania 


SIR: In “Appearance of Manic Psychosis Following Rapid 
Normalization of Thyroid Status” (June 1979 issue), Allan 
M. Josephson, M.D., and Thomas B. Mackenzie, M.D., sug- 
gested a relationship between increased thyroid activity and 
the onset of mania. They speculated that this association 
could result from elevated levels of thyroxine that either pre- 
cipitate a manic episode in an individual predisposed to af- 
fective instability or produce a secondary form of mania. 

The clinical significance of this association has been pro- 
posed, challenged, and reviewed earlier (1-3). Checkley (1) 
studied the effect of thyrotoxicosis on the course of recur- 
rent manic-depressive illness in five patients and reported 
that thyrotoxicosis was not associated with the onset of af- 
fective episodes. He concluded that if thyrotoxicosis has 
little influence on affective illness in predisposed patients, it 
should have even less influence on affective illness in pa- 
tients who are not predisposed. 

Even if the association of heightened thyroid activity and 
affective illness is more than coincidental, the direction of 
causality remains unknown. In Josephson and Mackenzie’s 
case report, for instance, did the patient’s affective distur- 
bance precipitate her Graves’ disease or did both illnesses 
result from a common third factor (2)? 

Because investigators have proposed the enhancement of 
thyroid activity as an adjunctive treatment for depression (4, 


be clarified by further physiologically sophisticgted, proy 
spective studies. The initiation of primary or de onda. 
mania by thyroid medication would clearly limif the useful- 
ness of this form of treatment in patients with bipolar depres- 
sion. 
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STANLEY N. CAROFF, M.D. 
Philadelphia, Pa. 


Drs. Josephson and Mackenzie Reply 


SIR: Dr. Caroff construed our major focus to be the rela- 
tionship between increased thyroid activity and the onset of 
mania. However, we believe the possible relationship be- 
tween the speed with which thyroxine levels are altered and 
the appearance of mania to be more important. Our patient 
was initially hypothyroid. There is evidence that synergism 
exists between thyroid hormone and catecholamines; hypo- 
thyroidism is accompanied by an increase and hyper- 
thyroidism with a decrease in catecholamine activity (1). 
Rapid replacement may have thrown our patient into a func- 
tional hypercatecholaminergic state that resulted in mania. 
The level of thyroid activity in relationship to catecholamine 
activity may have been as important as the actual levels of 
thyroxine. This could account for the failure to observe an 
association between mania and endogenous  hyper- 
thyroidism. In 8096 of cases (2) the onset is gradual and 
would potentially allow for adjustments, such as decreasing 
catecholamine activity, to compensate for increasing thyroid 
activity. 

We agree that thyroxine precipitation of mania would limit 
the drug's usefulness in treating depression. However, we 
have found only one report of this occurrence (3). Two pos- 
sible explanations for the rarity of this adverse response 
might be, first, that administration occurs in euthyroid pa- 
tients who have not made homeostatic adjustments to a hy- 
pothyroid state, or, second, that the relatively low dosages 
(usually 25 wg of liothyronine) that are used in the initiation 
of treatment provide a slower insult at the neurotransmitter 
level. 
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In "Use of MAO Inhibitors in Elderly Petients’’ by J. 

ALLAN M. JOSEPHSON, M.D. Wesson Ashford, M.D., and Charles V. Ford. M.D., in the 

THOMAS B. MACKENZIE, M.D. November 1979 issue, the first sentence of the Discussion 


i Minneapolis, Minn. section should read, '"MAO is generally thought to acz... ."' 
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Small Futures: Children, Inequality, and the Limits of Liberal 
Reform. by Richard H. deLone. New York, N.Y., Harcourt 
Brace Jovanovich, 1979, 250 pp., $12.95. 


This is a book about children in the United States and 
about what has happened to them in the last 200 years. It 
concerns their growth, development, schooling, and health 
as well as the key role they have played in solving some of 
the larger tensions of society. Before the first reviews of the 
book appeared in the scientific literature, the author was at- 
tacked by individuals who have little to do with children or 
child development. The attacks dealt with the book’s mes- 
sage—the shibboleth that success is tied to class, sex, and 
race. 

The idea behind the book, which came out of the studies of 
the Carnegie Council on Children, is that there is an essential 
conflict between economic liberalism and political liberalism 
and that children have been given the role of resolving this 
conflict. The feeling that there is a need for equality as well 
as for freedom has led us to believe that if we could only 
improve the lot of children across the economic spectrum we 
would have better future generations and more successful 
groups of citizens. For most of the generations in the United 
States this has been an accepted premise. 

The author first describes the penalties of being born poor, 
the inequities that bind one to a situation of relative poverty, 
and the difficulties of getting out of this condition despite 
' schooling and health care. He contends that the escape 
hatches are small. Some of his critics feel that this concept is 
overplayed. 

Obviously, one of.the ways to change the inequality of 
children as members of society is to improve their education- 
al and developmental lot. Schools have been chosen as the 
vehicle for this change. Classic liberalism, as defined by the 
author, is based on the rationality of laws, the scientific un- 
derstanding cf the laws and human beings, and individual 
well-being. He describes the reform movements of the Jack- 
sonian period, the Progressive period (around the turn of the 
century), and the time of the Great Society, all of which at- 
tempted to change the lot of children and others in the hope 
that our society would become more equal. The Great So- 
ciety tended to focus more on minorities and blacks than did 
the earlier movements. 

DeLone contends that the help offered to children and their 
families is " help that hurts.” It sets up an idealism that is not 
matched by reality. Seeing child welfare as an example of the 
. child at the mercy of the state, he feels that it has attempted 

to change the situation of children without changing the situ- 
ation of the families in which they live. Our judicial system, 
he feels, has also been unequal in its dealings with the poor. 
The great equalizers, schools, have struggled to improve the 
lot of children, but it is obvious that schooling is just as un- 
equal in its distribution on the economic curve as are in- 
come, housing, arid health care. 

DeLone is indignant about a number of commonly accept- 
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rulness of 


ed developmental concepts, particularly the us 
the IQ. His material in this area is not new and tends to. de- 
viate from his main theme. He sees the manipulation and use 
of the IQ as a pretense at remedial efforts based on a myth of 
early determinism. 

He has two major groups of solutions for the problems he 
raises. One involves a change in the way we lock at chil- 
dren—a situational theory of child development. Such a the- 
ory would take into account the diverse social structures in 
which children live and grow, would see more clearly the 
individual as a participant, and would include the importance 
of the child’s history, his family’s history, and the meaning 
of that history to the history of his environment. 

DeLone’s second suggestion is to take steps toward estab- 
lishing an egalitarian fiscal policy. The wide divergence be- 
tween an egalitarian philosophy and the politics of econom- 
ics of child care emphasizes that we think it is possible to 
change what children and families do without changing what 
children and families are. DeLone feels, in contrast, that 
equality of opportunity means a fusion of both economic and 
political thinking about equality. This obviously leads to 
concepts of market constraint, full-employment practices, 
credit tax plans, and changes in the access to services. 

Some of the economics seems utopian, but it has been a 
premise in the United States that things either are equal or 
will be equal. DeLone’s contention that economic inequal- 
ities are a normal state of existence is vividly presented. 

Although it is obvious that many of the ideas in this book 
are not necessarily new, the manner in which they are pre- 
sented and the emphasis on the burden society has placed on 
children rather than a change in society are impressive. The 
book is brief, thoroughly annotated, and has an excellent 
bibliography. Perhaps it is good that it has been attacked by 
people outside the medical and developmental field because 
its message is primarily directed toward society as a whole, 
to the economic system in which we live, and to the political 
system that surrounds us. We will do well to look at our 
clinical approaches to see if they are valid in the light of de- 
Lone’s concepts. 


HENRY H. Work, M.D. 
Washington, D.C. 


Hemispheric Function in the Human Brain, edited by Stuart 
J. Dimond, M.A., Ph.D., and J. Graham Beaumont, M. 
Phil, Ph.D. Salem, N.H., Paul Elek, 1979, 382 pp., $27.50. 


This book is a collection of papers on the anatomic and 
functional differences between the cerebral hemispheres. 


These differences represent a newly appreciated dimension ' 


of higher brain organization, one that is the basis for new 
investigative measures as well as theoretical models. For 
these reasons alone this book would be of interest to psychi- 
atrists with a general interest in brain function. The impor- 
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(aec of hemispheric asymmetry (or cerebral laterality) to 
the psychiatric community at large goes beyond this, how- 
ever. 

Although this volume does not deal directly with psychiat- 
ric*applicátions, the ideas and experimental methods de- 
scriUed are increasingly, and productively, being applied to 
the study ok brain dysfunction in the psychoses. 

The indiyidual essays are consistently of high quality. 
Geschwind/s article on anatomic differences between the 
hemispheres is an excellent summary of past work and an 
interesting, highly readable account of his own work estab- 
lishing that the temporal plane on the left, an area thought to 
be involved in language function, is longer in two-thirds of 
right-handed subjects. Kimura, a true pioneer in this field, 
and Durnford present an account of their struggle with the 
still difficult job of finding tasks with left-field superiority, 
which presumably reflects specialized right hemisphere 
function. They successfully present detailed and relevant in- 
formation about their experimental stimuli and procedures 
while at the same time reviewing the work of others. 

Dimond and Beaumont describe their studies investigating 
hemispheric differences in a variety of different functions 
(e.g., vigilance and calculation) with the goal of exploring the 
significance of functionally distinct hemispheres for the in- 
tegrated function of the brain as a whole. Beaumont provides 
a comprehensive discussion of models and studies of the per- 
plexing relationship between handedness and cerebral or- 
ganization, followed by a reanalysis of his and Dimond's 
studies with respect to subject handedness. Levy continues 
the discussion of handedness and cerebral organization in a 
highly informed, wide-ranging essay that includes a review 
of data on brain organization of sinistrals and a description of 
her own studies of right hemisphere function in postcom- 
missurotomy subjects. 

In a more narrowly focused and interesting pair of papers, 
Seaman and Buffery present studies suggesting that the hem- 
ispheres employ different forms of information coding and 
retrieval. Trevarthen argues from a review of studies with 
split-brain animals and men that basic operations actively di- 
recting perception arise from brain stem centers not bisected 
by commissurotomy. Zangwill provides a broadly informed 
and highly readable discussion of the apparent dual con- 
sciousness following commissurotomy. 

Goldstein presents a well-supported case for the validity 
of psychological test profiles as predictors of unilateral hemi- 
spheric lesions. Newcombe takes a complementary ap- 
proach; he describes persistent functional deficits 20 years 
after unilateral brain trauma that demonstrate differences in 
right and left hemisphere function. Simernitskaya describes 
different deficits in writing behavior found in single cases of 
unilateral right and left hemisphere lesions, suggesting dif- 
ferences in the roles of the hemisphere in normal function. 
Hécaen and Marcie provide a more comprehensive study of 
the effects of right and left hemisphere lesions on writing, 
examining aspects of writing different from those observed 
by Simernitskaya. Gazzaniga offers a general model of the 
integrated function of a functionally differentiated brain 
based on a su»erordinate decision making and control sys- 
tem. 

The major shortcoming of this book is the.lack of overall 
organization. It is essentially a sampler. As such it suffers 
from some redundancy, particularly in the general in- 
troductions and literature reviews at the beginning of many 
of the artizles. It is of interest to see each author's effort to 
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organize the literature, but by the third or fourth tims it be- 
comes hard to sustain one's interest. As a sampler it also 
suffers from datedness. It was originally published in 1974. 
Twenty articles are published in this area cach month These 
organizational shortcomings are compensated for, Fowever, 
by the quality of the individual contributions, znd the ccllec- 
tion provides a good background with which to epproach 
more current work. 


BRUCE E. WEXLER M.D. 
New Heven, Conn. 


Mental Disabilities and Criminal Responsibility, by Herbert 
Fingarette and Ann Fingarette Hasse. Berkeley, Cali;., Uni- 
versity of California Press, 1979, 310 pp., $17.50. 


The topic of criminal responsibility is a dificult one for 
both legal scholars and psychiatrists. The issues azz inher- 
ently complex, and they arouse substantial emotion in the 
professions as well as the lay public. To the layman the de- 
fense of insanity is a unitary concept. In fact, however, there 
is a bewildering array of concepts relating to criminal re- 
sponsibility, and from them may arise a variety of lezal strat- 
egies. It is an arduous process to seek the basic issues under- 
lying such concepts as insanity, mens rea, diminished capac- 
ity, diminished responsibility, involuntariness, mental 
defect, automatism, and specific intent. One is temoted to 
search for an Alexandrian stroke to zut through this Gordian 
tangle. 

The authors of this book do not provide such a simplifying 
stroke, but they do bring a carefully thought out, philosophi- 
cally sound, thoroughly researched analvsis to the issues. 
Their work is lucid and precise. They make concrete what 
was intuitive, draw together the scatter of concepts, and 
clarify the common elements among them. Their voluminous 
resource materials have been organized most helpfully into a 
bibliography and a table of cases that accompany the index. 

The authors view individual responsibility as 2 corner- 
stone of the law. We are held individually respons:ble for 
curbing criminal inclinations, yet common sense tel_s us that 
a bad man and a madman are to be cistinguished. ‘Certainly 
the basic datum—that mental diszbility does have a dis- 
tinctive, inherently mitigating effect—is deeply rooted in the 
common Jaw." Their position is similar to that cf Alan 
Stone: ‘The insanity defense is in every sense the exception 
that proves the rule. It allows the court to treat every other 
defendant as someone who chose 'between good and evil’ ”’ 
(1). A critical problem arises, however: ‘What cviterion 
must be used to identify responsibility-negating mertal dis- 
ability? How is the criterion to be kept narrow enough to 
exclude common flaws of mind and character— greed, self- 
ishness, cruelty, and impetuousness—that generate many of 
the very criminal inclinations that the criminal law intends to 
hold us responsible for curbing?”’ 

The authors propose a conceptual model, the ‘‘disability 
of mind doctrine," and suggest that it be incorporated into 
case law and receive statutory support. This doctrine and its 
implications are thoroughly elaborated, with due consid- 
erations for such thorny issues as partial disability, self-in- 
duced disability, and "hard cases," such as the “psycho- 
path’’ and the "hardened professional killer." At zhe mod- 
el's center is the concept of rationality and the capazity for 
rational conduct in relation to specific crimes. The authors 
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explore rationality in its affective, conative, and cognitive 
forms. They emphasize the importance of context for each 
individual determination of rational capacity. 

A careful, repeated reading of the authors’ argument am- 
ply repays the time required. Although the issues are com- 
plex, the writing is clear and straightforward. The authors 
are to be complimented for meeting their own challenge: 
“The present shambles of confusion and injustice must be 
met head-on with basic and specific conceptual reform that 
promises uniform, intelligible, realistic, and evenhanded 
treatment of all offenders in this general category." The 
book is an important one; it will probably become essential 
reading for those who practice in the field. The authors have 
contributed substantially to knowledge in this area. The 
work will be appreciated by all professionals dealing with 
psychiatry and law— by jurists, attorneys, and psychiatrists. 
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LARRY H. STRASBURGER, M.D. 
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Work Stress, by Alan A. McLean, M.D. Reading, Mass., 
Addison- Wesley Publishing Co., 1979, 136 pp., $6.50 (paper). 


"Over the vears the changing nature of work has been the 
cause of the greatest continuing restructuring of American 
lives of any major force of our history.” So Alan McLean 
cites Willard Wirtz, former Secretary of Labor. There are 
many quotable passages in Work Stress, the first in a series 
of books concerned with stress, stressors, and stress reac- 
tions. Alan McLezn is an experienced occupational psychia- 
trist and manager with IBM. In addition, he has maintained a 
broad scholarly interest in the field of occupational mental 
health. He has organized national and international confer- 
ences, remaining committed to a strong interdisciplinary ap- 
proach. The work of many disciplines characterizes the re- 
search reviewed in Work Stress. Subsequent volumes are to 
be written by social scientists, occupational physicians, psy- 
choanalysts, and lawyers. 

McLean acknowledges that it has not been easy for execu- 
tives to accept the idea that work can adversely affect both 
physical and mental health. When do specific stressors pro- 
duce symptoms? McLean introduces a frame of reference 
relating individua! vulnerability, the broader social context, 
and particular stressors. For example, a young man may suf- 
fer job loss during a period of wide unemployment and not 
become symptomatic. A middle-aged man whose wife is ill 
may experience job loss quite differently, especiallv if his 
skills are obsolete. The model is used quite effectively to 
show how individuals can withstand destructive stressors if 
the social context is supportive and personal vulnerability is 
low. 

McLean discusses the changing attitudes toward work and 
ideas about the meaning of work in a refreshingly straight- 
forward and commonsense fashion. More than half of the 
women in the United States work outside the home. By way 
of contrast, nonwork roles such as receiving welfare or dis- 
ability payments or taking early retirement are common. 

Throughout the book are incisive references to pertinent 
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research on occupational stress. Brenner's precise aadics of 
the relation between unemployment rates and first “admis- 
sions to mental hospitals (1) are just one example of the 
many connections between work and mental disorders. Indi- 
vidual vulnerabilities such as the midlife crisis affe not mew 
to a sophisticated psychiatric audience. However, the re- 
views of such work stressors as particular occupations, shift 
work, being evaluated, and conflicts between individual val- 
ue systems and organizational practice contain rhech that is 
new. Selye is quoted regarding ‘‘a major source of distress. 
what people feel about their own accomplishments." 

Assembly lines, piece work, and work overload as well as 
role conflict and responsibility for people have been studied. 
This material is seldom, if ever, encountered in psychiatric 
training or continuing education programs. 

The concluding chapters concern social support systems, 
personal stress management, and a method of self-assess- 
ment. This little book is easy to read and should be required 
reading for psychiatrists and their patients with work-related 
problems. A patient of mine completed the self-assessment 
section after reading the book. This led to constructive dis- 
cussions with supervisors and new hope after two years of 
dissatisfaction and some clinical depressive symptoms. 
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Psychiatric Symptoms and Cognitive Loss in the Elderly: Eval- 
uation and Assessment Techniques, edited by Allen Raskin 
and Lissy F. Jarvik. Washington, D.C., Hemispkere Pub- 
lishing Corp. (Halsted Press, John Wiley & Sons, distrib- 
utor), 1979, 283 pp., $20.00. 


There is a need for a book of this type, and Drs. Raskin 
and Jarvik are eminently qualified to provide it. This volume 
is the result of a workshop sponsored by the National Insti- 
tute of Mental Health and the University of California, Los 
Angeles. The list of distinguished contributors includes par- 
ticipants in the workshop and other experts in the Held. The 
book contains 11 chapters, which are grouped into two sec- 
tions. The first 8 chapters deal with issues relating to assess- 
ing psychopathology, and the remaining 3 chapters are 
grouped under the topic of assessing cognitive disturbances. 
There is some overlap among the chapters, but it tends to 
enhance the discussion of the subject rather than to distract. 

Most of the issues discussed in this volume, such as the 
difficulty of reliably assessing mental iliness in the elderly or, 
more specifically, the interaction of psychosocial, biological, 
and unique cohort influences on the manifestation of mental 
illness, are familiar problems to those of us in aging. For 
example, it can be very difficult to separate the effects of 
normal aging from secondary phenomena of depression. 
Feelings of fatigue, somatic complaints, and difficulty sleep- 
ing have been described as normal in some elderly people, 
although they may suggest a depressive disorder in a young- 
er patient (I). Scales that assess these characteristics in de- 
tail, such as the Hamilton or Zung scales, may tend to over- 
rate elderly patients (2). Some investigators in the field are of 
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the opikion that somatic complaints, hypochondriasis, and 
physical symptoms are essential to depression, especially in 
he elderly, and fault scales that do not include careful rat- 
ings for such problems as not suitable for the elderly because 
they tend to minimize the severity of depressive disorder. 

Other examples of the shortcomings of current assessment 
instruments come to mind, but the central issue is that there 
is a serious lack of confidence in our current assessment 
scales among researchers and clinicians in geriatrics. This is 
partially due to a difficulty in agreeing on precisely what it is 
we are measuring: for instance, is the person depressed or is 
he demented or has his memory improved or is he less de- 
pressed? This ambiguity is reflected in different viewers’ in- 
terpretation of the instruments themselves. Ironically, the 
Zung Self-Rating Depression Scale (SDS) (3) is offered in an 
early chapter of this book as an example of a scale that may 
"result in spuriously high depression ratings" (p. 6), while 
later in the boox the Zung Depression Status Inventory (4), 
which contains zhe same items as the Zung SDS, is criticized 
for a failure to "focus extensively on somatic dysfunctioning 
and complaints—a most important aspect of depressión in 
the elderly” (p. 136). 

Issues suzh as these surface in several of the chapters and 
are not dealt with as effectively as they might have been, had 
there been opportunity for a discussion representing other 
points of view. This is my principal criticism of the work, 
that it Jacks a comments section after each chapter or each 
section. The points of view of the individual authors could 
have been very productively enriched by an edited dis- 
cussion of the papers by two or three of the other partici- 
pants. These comments could have served to further balance 
the authors' viewpoint and provide scope beyond that pos- 
sible within the confines of a presentation. 

In spite of these shortcomings, I found this an excellent 
book and am happy to recommend it. I believe it is the best 
volume I hzve seen on its subject and I would classify it as 
recommended reading for those who are engaged in any as- 
pect of clinical research in the elderly as well as for clinicians 
in the field. I also think it is a valuable reference for all pro- 
fessionals in the broad field of aging because it deals not only 
with the psvchiztric and psychological assessment of the el- 
derly but also w:th social assessment. It also provides a con- 
ceptual framework on which to develop an increased under- 
standing of zhe problems, strengths, and weaknesses of vari- 
ous approaches to assessment of the elderly. Subspecialists, 
such as electroeacephalographers, biologically oriented ger- 
opsychiatrists, and neuropsychologists, might wish to refer 
to additional readings and might desire more detail in their 
special areas. However, in terms of putting these various in- 
terests into perspective and relating them to work in other 
fields, this book is an outstanding accomplishment. 
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Group Approaches in Psychiatry, oy J. Stuart Whiteley, 
M.B., Ch.B., D.P.M., and John Gordon. Boston, Mass., 
Routledge & Kegan Paul, 1979, 209 pp., $16.50. 


In our study of human behavior we quite rightly explore all 
frames of reference to find causes and cures for behavior 
gone awry. At one pole the biochemical aberrations are being 
described and corrective chemical interventions devised 
with detailed attention to indications and control of the pre- 
scribed changes. At the other pole the social and cultural 
aberrations and their role in evoking pathclogical phenome- 
na are also being identified with increasing precision. 

This book from England looks at the wide range of social 
contexts in which psychiatry can play a beneficial role. By 
detailing the levels of social context that influence a patient 
the authors review the various ways in which individual 
workers have intervened toward therapeutic ends. They 
cover all the ways we can manage the social environment 
and provide a current state-of-the-art look at the ind_cations 
for and the control of the prescribed use of these sociaLenvi- 
ronmental factors. 

In only 209 pages of text the two authors have fetiovea 
the unlikely result of an encyclopedia and resource book. 
The extensive bibliography is well referenced throughout the 
text for any reader who wants to pursue individual issues. 
A short but comprehensive basic reading list frías initial 
study of the field follows the text. 

The authors describe the different schools of psychiatry 
with their individual concepts of psychogenesis and of psy- 
chotherapy. Each of these produces significant variations in 
describing and managing levels of 2roup approaches. Al- 
though every book must be selective, this one does a laudable 
job of defining different conceptual schemes. It is even more 
impressive that the authors convey so little prejudice and 
cast no pejorative aspersions to emphasize their personal 
biases. 

In the search for a short phrase to characterize the mes- 
sage of this book it seems best to qualify it as a ‘‘why to” 
rather than a ‘‘how to'' book. In this sense I feel it is an 
excellent addition to the literature and should serve very 
well as an introductory text for professional and non- 
professional alike. The citations will help any menta. health 
professional to explore in greater depth and to develop his or 
her own perspective on why group approaches are vsed. 

By now, everyone in the mental health field recogn:zes the 
interrelations among clinical, sociological, and anthrcpologi- 
cal perspectives. As we move farther in the direction of large 
groups and institutions we move away from the dyzds and 
the small groups that clinicians study and use most frequent- 
ly. A clinical bias is evident in this compendium in that the 
small group material is presented in somewhat greater detail 
and with greater clarity. For any clinician reader this is an 
appropriate emphasis. 

Most especially in a chapter titled ‘The Mental Eospital 
as a Small Society,” this book brings into focus the use of 
the hospital as a social prosthesis. The ''small society” can 
be a learning experience. It can be a corrective zcculturation 
experience that reduces dissonance and the resulting symp- 
tom formation. 

Over the years we have insisted that the social context of 
an individual, whether family, occupation, neighborhood, or 
nation, contains pathogenic attributes. We have seldom 
viewed this context as foreign to the field of operation within 
which we work. This broad view encourages us to bring 
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these contexts cr their analogues into our therapeutic arma- 
mentarium. 

This very thoughtful book will be useful to clinicians who 
wish to reconsider how to refer patients for group ap- 
proaches. It will help trainees see the institution as an 
instrument of treatment as well as a holding station for 
other treatment. For the consumer the book will broaden 
the perspective on psychiatric treatment. 


JAY W. FIDLER, M.D. 
Piscataway, N.J. 


Neuroses: A Comprehensive and Critical View, by Melvin 
Gray, M.D. New York, N.Y., Van Nostrand Reinhold Co., 
1978, 314 pp., $15.95; $7.95 (paper). 


Without question this well-referenced and extremely well- 
organized textbook on neurotic disorders fulfilis the promise 
of its title. Neuroses offers thoughtful, unbiased criticisms 
(both positive and negative) of the many approaches used by 
professionals for understanding the disease entities. 

The author begins the volume with a history of the devel- 
opment of psychological concepts. It is a standard concise 
account of psychiatry’s growth from the time of primitive 
man to recent decades. In each subsequent chapter Dr. Gray 
provides further historical explorations into specific neurotic 
disorders. 

Two exceptional chapters on classification and on etiology 
follow the first one on history. In each Dr. Gray offers an 
informative overview of different ways of classifying phe- 
nomena, of viewing health and disease, and of identifying 
etiological factors. He addresses the need for a multifactorial 
system in classifying illness and examines the advantages 
and disadvantages of six different diagnostic models (medi- 
cal, typological, dimensional, psychological, behavioral, and 
comprehensive). He also explores various psychiatric dis- 
ease concepts (unitary theory, natural-disease-entity theory, 
multiaxial theory) and illustrates how constitutional, phys- 
ical, environmental, and psychological etiological com- 
ponents can be integrated into a diagnostic formulation. 

The bulk of the volume deals with eight identified neurotic 
illnesses: anxiety, hysteria, phobia, obsessive-compulsive 
disorder, depression, neurasthenia, depersonalization, and 
hypochondriasis. Each chapter 1s subdivided into sections 
on history, classification, etiology, differential diagnosis, 
course, prognosis, and treatment. Dr. Gray Introduces the 
terminology of the March 30, 1977, draft of DSM-IH, but the 
organization is more like DSM-IT. Biochemical, psycho- 
dynamic, family, physiological, environmental, and phe- 
nomenological data are given for each entity. The writing 
style is direct and clear, which makes for easy reading, but 
Dr. Gray uses very few clinical examples and no case his- 
tories. This lessens the vibrancy of the material. 

A book this comprehensive must sacrifice depth. Since I 
am analytically oriented, I noticed the superficiality of the 
psychodynamic explanations and the paucity of attention 
given to such concepts as defense mechanisms, obiect rela- 
tions theory, and the overdetermination of behavior. À bio- 
logically oriented reviewer may have made similiar com- 
ments about his or her area of expertise. Once again, how- 
ever, credit must be given to the comprehensive examination 
of diverse schools of thought, presented in a style that does 
not propagandize any one viewpoint. 
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The book closes with a summary of somatic and psycho- 
logical treatment modalities. Again, depth is sacrificed fer 
comprehensiveness, but the interested reader is certainly 
given enough guideposts and references to pursue a more 
extensive investigation into any aspect mentioned. I would 
disagree with a few of the statements made with regard to 
drug therapy, but my disagreement reflects more a variation 
in practice than absolute rights and wrongs (e.g., whether to 
start a psychotropic drug at a low or high dose\and what is 
the appropriate use of controlled substances). 

I would recommend this book for any student or profes- 
sional interested in an overview of neurosis. The material 
may be too elementary for an experienced psychiatrist who 
is looking for an intellectually challenging debate about neu- 
roses or an intensive exploration into any one aspect of the 
entity. Dr. Gray is to be commended on his extensive re- 
search into the subject and his neutral stance in presenting 
the material. 


ELLEN McDANIEL, M.D. 
Baltimore, Md. 


Sleep Disorders: Diagnosis and Treatment, edited by Robert 
L. Williams, M.D., and Ismet Karacan, M.D., D.Sc. Somer- 
set, N.J., John Wiley & Sons, 1978, 409 pp., $32.00. 


This book is a companion to the editors’ previous book, 
Electroencephalography EEG of Human Sleep, which was 
devoted to a description of normal sleep in various age 
groups. The aim of the current volume is to review disorders 
of sleep for the clinician and to provide the most up-to-date 
information that would be useful in the diagnosis and treat- 
ment of patients with these conditions. 

Although the book 1s primarily intended for the practicing 
clinician, a substantial portion of the information provided in 
the various chapters relates to detailed sleep research find- 
ings without a sufficient attempt to provide the clinical rele- 
vance of the data. The lack of a consistency among chapters 
in terms of aims, style, terminology, and clinical relevance, 
as well as an overwhelming amount of data (up to 18 pages of 
tables in one chapter), may confuse rather than enlighten the 
practitioner. 

The first section of the book deals with primary sleep dis- 
orders. The chapters on sleep apnea syndromes and related 
sleep disorders and on narcolepsy and hypersomnia are well 
written and succinct, and the presentation of information on 
diagnosis is very useful. Three chapters pertain to insomnia, 
an extremely common disorder in clinical practice. Two of 
these are primarily research oriented, providing an excessive 
array of tables, research findings, and conceptual formula- 
tions. The physician who desires practical information on 
how to assess and treat this frequent complaint will find little 
help here for the management of the insomniac patient. 

In the section on secondary sleep disorders, several of the 
chapters present an extensive amount of research data with 
little emphasis on the practical application of these data to 
the diagnosis and treatment of the conditions discussed. Ex- 
ceptions are the chapters on sleep in patients with organic 
diseases of the nervous system, sleep disturbances in vari- 
ous medical and surgical conditions, and aging and sleep dis- 
orders; each of these chapters provides a cogent summary of 
relevant clinical and sleep laboratory findings. 

The editors indicate that information on the "para- 
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somnial' (enuresis, night terrors, and sleepwalking), which 
are frequently encountered in clinical practice, has been de- 
iberately omitted because there is ‘‘no new information in 
these areas.” 

In the final portion of the book, four chapters are devoted 
to the assessment of the impotent patient, emphasizing the 
role of the sleep laboratory. These chapters are useful as 
backgrounéc information for the clinician specializing in the 
treatment of sexual disorders and aptly describe the method 
of evaluating nocturnal penile tumescence. There is in- 
sufficient integration, however, of the psychological assess- 
ment and psychiatric evaluation of the impotent patient with 
information from the sleep laboratory. 

This book contains considerable material on a number of 
specialized topics in sleep research and sleep disorders that 
are of interest to investigators in this field. However, be- 
cause of its unevenness in composition and direction, the 
book does not effectively deal with the diagnosis and treat- 
ment of sleep disorders for the clinician. For these reasons, 
the book does not serve as a comprehensive and practical 
text on sleep disorders that would be useful to psychiatrists 
or physicians in general. 


Joyce D. KArss, M.D. 
Hershey, Pa. 
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Origin, Prevention and Treatment of Affective Disorders, edit- 
ed by M. Schou and E. Strómgren. London, England, Aca- 
demic Press (Harcourt Brace Jovanovich), 1979, 299 pp., 
$20.25, 


Based on a 1978 symposium honoring the 50th anniversary 
of Aarhus University, Denmark, this valuable collection of 
articles focuses on research conducted in the Psychiatric In- 
stitute by professors Mogens Schou and Erik Stromgren and 
their colleagues as well as guests from Scandinavia, Central 
Europe, Great Britain, and North America. 

The volume falls into two sections: basic studies of lithtum 
and related biological areas and genetic, clinical-epidemio- 
logical, treatment, and prevention aspects of primary af- 
fective disorders. Although the preface explains that com- 
prehensive coverage of affective disorders is not intended, 
the title of tae book nevertheless makes misleading referenze 
to the ‘‘origin’’ of affective disorders. Curiously, too, in the 
title ‘‘prevention’’ appears before “treatment.” 

The book begins with a historical account of the seminal 
work that Schou and his associates have undertaken in eluci- 
dating the clinical and basic pharmacology of the lithium ion 
in the treatmeni and prevention of affective disorders. An 
impressive bibliography of their work, growing from 1 land- 
mark paper in 1954 to 25 a year in the 1970s, highlights the 
impact that Schou and his colleagues have had on psychiatry 
during the past quarter century. Since the serendipitous dis- 
covery of lithium therapy by Cade in Australia, lithium has 
come to symbolize the **pharmacological revolution" in psy- 
chiatry. Thus, 14 chapters are devoted to the pharmacology 
of lithium and related biological research on affective dis- 
orders. This series leads off with a comprehensive review by 
Grof and associates on predictors of long-term lithium re- 
sponse and includes, among others, a reassuring progress re- 
port by Vestergaard and associates on the benign nature of 
lithium-induced kidney damage and a provocative hypothe- 
sis by L. Strómgren on hemispheric function and mood. 
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The last third of the volume is devoted to genetic, follow- 
up, and epidemiological studies. Sartorius discusses the pub- 
lic health challenge of depressive illnesses in different parts 
of the world. Zerbin-Rüdin provides a cogent summary of 
the genetics of affective disorders and emphasizes :hat the 
unipolar-bipolar dichotomy has not yet convincinglv super- 
seded the Kraepelinian synthesis of periodic and circular af- 
fective states under the manic-depressive rubric. Many re- 
current depressions probably belong to the bipolar group. (In 
this light it is understandable that lithium is of propaylactic 
benefit to selected "'unipolar" depressive patients.) Ber- 
telsen, on the other hand, finds partial support for zhe uni- 
polar-bipolar dichotomy on the basis of twin studies. 

Epidemiological contributions proper include a paper by 
Angst's group on the course of affective psychoses, a new 
population study in Iceland by Helgason that reports a rise in 
life expectancy for patients with affective Cisorders from his 
earlier report of 7.7% to 12.2%, a similar Danish study by 
Achton-Nielsen and Biérn-Henriksen that gives even higher 
figures, and 3 interesting papers on suicide by Oftosson, 
Juel-Nielsen, and Schulsinger and associates. Weeke's con- 
cluding chapter on the causes of death in afective psvchoses 
provides new evidence for increased mortality, not only 
from suicide but from cardiovascular causes as well. Weeke 
argues that the increased mortality from cardiovascular 
causes cannot be adequately explained by possible cardio- 
toxic effects from tricyclic antidepressants or lithium. 

Although sequenced somewhat carelessly (e.g., the ge- 
netics papers are 3 chapters apart, and sc are 2 papers on 
morbidity risks in the general population) and under- 
standably uneven in quality, this monograph is genzrally a 
readable and lucid account of selected aspects of tke phar- 
macology of lithium and of affective disorders not readily 
available in the usual psychiatry journals in North America. 
Indeed, it reads more like a journal than a book, and the 
individual contributions conform to high scientific standards. 
Researchers as well as clinicians working primarily with the 
affectively ill will find much useful, novel, and thought-pro- 
voking information in this volume. 


HaAGoP S. AKISKAL, M.D. 
Memphis, Tenn. 


Gender and Disordered Behavior: Sex Differences in Psycho- 
pathology, edited by Edith S. Gomberg, Ph.D., and Violet 
Franks, Ph.D. New York, N.Y., BrunneríMazel, 1679, 503 
pp., $22.50. 


The stated purpose of this volume is ''to present a series of 
reviews of the current state of knowledge about male/female 
comparisons in problem behaviors in different stages of the 
life cycle, in different life crises, and in traditional psychiat- 
ric diagnostic categories" (p. 487). Some chapters succeed 
quite admirably, notably those by Gove on epidemiology (al- 
though the exclusion of any consideration of character pa- 
thology significantly alters the male/female comparisons), 
Gomberg on alcoholism, Lester on suicide, Schumer on 
schizophrenia, and Seiden on psychophysiological dis- 
orders. 

Most of the other chapters, however, fall—scmetimes dis- 
astrously — short of the book's goal. The volume gets off to a 
poor start with a pretentious, rambling chapter by To»ack, in 
which the principal thrust is to negate the validity of animal 
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studies as a source of added understanding of the relation- 
ship between gender and psychopathology, a conclusion that 
in my opinion is not substantiated by the chapter. Sarri's 
chapter on crime states its purpose as addressing ‘*sextsm’’ 
and focuses on female offenders. The author's major point is 
the discrimination against female juveniles in prosecution 
and sentencing. If this represents ''sexist'" discrimination 
and prejudice, for which the author makes a good point, then 
the opposite discrimination exists in adulthood, throughout 
which more male than female offenders are convicted and 
sentenced, but this is not explored. The more than two times 
greater per capita expenditure on female inmates is dis- 
missed as irrelevant. 

Contradictions abound within and among chapters. In 
their chapter on divorce Brown and Fox argue that divorce is 
emotionally much harder on women because they have been 
socialized into the restricted and devalued role of wife and 
mother. This conclusion is contradicted by Gove's evidence 
that divorce exacts a much higher toll of mental illness and 
suicide among men than women. Troll and Turner conclude 
that aging is harder on women than men but cite studies 
showing that women live longer in better health and that old- 
er women report feeling more vitality and enthusiasm than 
do men. Weissman and Klerman, in the chapter on depres- 
sion, speak of the advantages to women of learning to adopt 
more typically male modes of coping with stress (so as to be 
less vulnerable to depression) and then cite, as evidence that 
this may be occurring, the increasing incidence of alcohol- 
ism, suicide, and crime among women. 

The chapters on rape by Marolla and Scully and on hys- 
teria by. Gart and Scully are inappropriate for a volume that 
aims at scientific objectivity. They are rabidly feminist dia- 
tribes against what is regarded as the female-repressive, 
male chauvinist psychiatric profession and attack historical 
concepts more than they address current knowledge. In their 
myopic preoccupation these authors make nonsensical state- 
ments (e.g., irresistible impulse is used as a defense by men 
only in crimes against women but not as a defense in other 
crimes). They argue that rape is not a manifestation of psy- 
chopathology for fear that such a concept might lessen the 
culpability of all men. The inclusion of these chapters strikes 
me as a failure of editorial discriminatory judgment. 

In addition to problems with what is included in the book, 
there are two major omissions. There is no chapter that ad- 
dresses the issue of innate male/female or masculine/femi- 
nine differences (other than genetic vulnerabilities) as they 
might bear on the book's topic. Just one of countless possi- 
bilities, for example, is the evolving evidence that dif- 
ferences in predominant male/female psychiatric diagnoses 
(obsessive and paranoid character pathology versus hys- 
terical character) may reflect sex differences in brain lateral- 
_ization rather than or perhaps in addition to sexist diagnostic 
bias. There is also an almost total ignorance of contemporary 
and knowledgeable psychodynamic and psychoanalytic un- 
derstanding of and contributions to the subject area, which 
permits a naive and dated misevaluation of intrapsychic as- 
pects in favor of an almost entirely sociological explanation 
of the differences discussed. It is disheartening to see re- 
spected professionals still taking one or the other side inthe 
old nature/nurture controversy. 

In summary, this volume is flawed by its feminist bias. A 
feminist bias is not by definition bad, but it is by defini- 
tion a bias, and any bias confuses ideology and science and 
compromises true objectivity. Even in an otherwise thought- 
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ful and balanced chapter on psychotherapy (by Franks), f 
when existing research fails to support the presumption that 
psychiatry or that male psychiatrists believe or function in 
way that keeps women suppressed into their stereotyped 
roles as ‘‘feminine’’ (as if that were per se bad) and depen- 
dent, the author explicitly assumes that the research is incer- 
rect. This volume can be recommended only cautiously as a 
source of some useful overview articles, and only for the 
professional already knowledgeable and discriminating 
enough to recognize which reviews are well enough balanced 
to be valuable. 


WARREN J. GADPAILLE, M.D. 
Englewood, Colo. 


The Psychological Examination: A Guide for Clinicians, by 
Paul W. Pruyser. New York, N.Y., International Universi- 
lies Press, 1979, 302 pp., $22.50. 


According to Dr. Pruyser, the psychological examiner is 


guided by a conceptual frame of reference, a system of 

. descriptive and conceptual knowledge that he has ac- 
quired in the course of his professional training and that 
has become his professional viewpoint. . . . Using it, 
the examiner is able to see order in apparent chaos, to 
discover connections between seemingly unrelated phe- 
nomena, to find coherent patterns of functioning and 
dysfunctioning. 


Conceiving the psychological examination in this way, Dr. 
Pruyser, a clinical psychologist at the Menninger Founda- 
tion, explores the techniques of the examination using a 
broad-based approach. He stipulates at the outset that he 
will go beyond the confines of the mental status examination, 

and he effectively carries out this resolution. 

The content of the psychological examination is organized 
in this book into part processes and integrative processes. 
Perception, cognition, thought organization, language, emo- 
tion, and action are seen as part processes. Their correspon- 
dence to the sections of the conventional mental status ex- 
amination is obvious, but they are analyzed beyond the lim- 
its of the usual teaching of terminology and basics. The 
author then proceeds to the higher level of integrative activi- 
ties, involving relations to other people and to the self as well 
as to things and ideas. Dr. Pruyser is an eclectic thinker: his 
presentation of part processes reflects the approach of the 
clinical psychologist, but his presentation of integrative pro- 
cesses generally reflects psychoanalytical concepts and ter- 
minology. 

The interesting qualities of this book emerge rather gradu- 
ally. The first two chapters are excessively general in con- 
tent and might cause an undecided reader not to proceed 
with the book. The reader who persists, however, begins to 
see this as a reflective book, a kind of professional autobiog- 
raphy. It reflects its author and his professional interests and 
development. This effect is created by the author's knowl- 
edgeable, relevant use of widely varying sources represent- 
ing different schools of thought. Cheek to jowl with Morel 
(1852) and Stoddard (1943), Pruyser places Gerstmann 
(1940), Piaget (1952), and Levi-Strauss (1969). Another 
sampling is Charles Darwin, W.B. Cannon, P. Janet, and 
Hughlings Jackson in close proximity. 
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A k that presents a topic so basic as the psychological 
examination is best justified if it improves on earlier presen- 
tations of the same subject. Thus, one might ask whether this 
book does the job better than does the second edition of the 
Comprehensive Textbock of Psychiatry (1), a standard re- 
source for postgraduate trainees. Pruyser defines his objec- 
tives by propos:ng his book for residents in psychiatry and 
neurology and for candidates in clinical psychology. Its suc- 
cess in meeting this objective perhaps depends on the exact 
level of the trainee who consults the book. The author zs- 
sumes that the reader has a fairly wide knowledge of psychi- 
atry. Terms of some subtlety are used without precise defini- 
tion or are used and then defined many pages later. Overall, 
the loose editing might be troublesome to a trainee. 

I liked this book best as a psychological essay. It should be 
mulled over by the psychiatrist or psychologist who already 
has a grasp of terminology and has done quite a lot of work 
with patients. It is an individual approach to the psychologi- 
cal examination that often provokes new thoughts about fa- 
miliar topics. The book is refreshing in that it is the product 
of a single, experienced clinician. The points of view ex- 
pressed are sometimes open to argument or disagreement 
but always convey the impression that the author is a well- 
read and experienced clinician. 
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Violence: Perspectives on Murder and Aggression, by Irvin L. 
Kutash, Samuel B. Kutash, Louis B. Schlesinger, and asso- 
ciates. San Francisco, Calif., Jossey-Bass Publishers, 1978, 
557 pp., $19.95. 


Like the vicar's egg in Shaw's Candida, this book is good 
in parts. It is a collection of 26 chapters, each dealing with a 
different aspect of violence. The chapters are divided into 
four sections: 1) Theoretical Viewpoints, 2) Murder, Aggres- 
sion, and Disposition, 3) Treatment, and 4) Prevention. 

Several chapters, such as those on psychoanalytic, socio- 
logical, and ethclogical theories of aggression and aggression 
in the laboratory, provide broad reviews of the literature and 
are extremely useful resource papers. Other chapters that 
purport to be comprehensive are surprisingly incomplete. 
For example, the chapter on substance-induced aggression 
makes absolutely no mention of phencyclidine (PCP). 

some chapters, such as the final chapter on prevention, 
are curiously old-fashioned and contain such platitudes as, 
"Lack of guidance and.excessive permissiveness at home 
foster lack of respect on the part of the adolescents'' (p. 
489), “Education resembles gardening" (p. 493), ‘‘Schizo- 
phrenics have been brought up by overdemanding parents, 
who made their children feel inferior, inadequate, and 
guilty. . . . As a result schizophrenics are full of repressed 
hostility" (p. 483), and. "Unfortunately, too many parents 
have abdicated their parental responsibility. Too many of 
them do no: impose moral standards, and some of them have 
none” (p. 493). 
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In contrast to this moralistic clucking is the charter by 
Vernon Mark on sociobiological theories of ebnormal ag- 
gression. This chapter is so comprehensive, clear, and yet 
modest that it probably merits the price of the book. 

Violence: Perspectives on Murder and Aggressicn con- 
tains chapters based on scientific data and intelligent reviews 
of pertinent literature, chapters based primarily on c_inical 
impressions, and, unfortunately, chapters based on o sdated 
notions and personal opinions. 

It would seem that the editors had difficulty exezcising 
their authority when this would have forced them to require 
major revisions of their contributors. Nonetheless, mary 
chapters are filled with useful information. The book is 
worth having around. 


DoRoTHY OTNow LEwis, M.D. 
New Haven, Conn. 


The ESP Experience: A Psychiatric Validation, b» Jan Ehren- 
wald, M.D. New York, N.Y., Basic Books, 1978, 238 pp., 
$13.95. 


This book is a readable and generally reliable su-vey of 
modern parapsychology. Dr. Ehrenwald believes that zeople 
engaged in guessing targets in parapsychological laboratories 
miss the experience of a paranormal perception. They nei- 
ther feel differently at the time nor change their behavior in 
response to their guesses, unlike people undergoing sponta- 
neous telepathy or precognitive experiences. This bcok, ac- 
cordingly, emphasizes spontaneous instances rather than the 
experimental side of parapsychology. 

Dr. Ehrenwald points out that extrzsensory percep-ion oz- 
curring in everyday life derives from the needs of the zeople 
concerned. A mother in Europe, for examole, sends a telz- 
pathic signal about her suicidal agonv to her daughter in the 
United States. This need-determined extrasensory per- 
ception, generally accompanied by strong emotion, con- 
trasts with what Dr. Ehrenwald calls the flaw-determined 
paranormal processes studied in laboratory investigations. 
Success in an experiment is rarely of major concern to a sub- 
ject in a laboratory, nor is it a strong motive for communica- 
tion, as would be the imminent death of a beloved relative. 
Although many laboratory experiments have been success- 
fully repeated, we cannot yet say that any are repeatzble on 
demand. Indeed, spontaneous cases, by the frequercy of 
their occurrence, have more inherent repeatability than have 
laboratory experiments. 

In a particularly interesting chapter, Dr. Ehrenwald dis- 
cusses possible correlations between extrasensory per- 
ception and brain processes. He describes the remz-kable 
similarities between some telepathic perceptions, which are 
often distorted compared with the pertinent stimulus, and 
the fragmented imagery commonly found in patients "with or- 
ganic brain diseases. 

In some other sections Dr. Ehrenwald's speculatians run 
too far ahead of ascertainable facts, at least for my taste. For 
example, he allows himself to postulate that psychiczl gifts 
may account for the unusual powers of some notable men, 
such as Hitler and Picasso. His skepticism prevails, how- 
ever, when he deals with topics less congenial to himself, 
such as the evidence bearing on the question of whether hu- 
man personality survives after death. Ehrenwald favors an 
idea he has put forward elsewhere: that of doctrinal com- 
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pliance. By this he means the tendency of a person to tell 
others what he thinks they want to hear. Such an ex- 
planation, however, can be inappropriately used to explain 
away as well as to explain. 

The occasional slips in the book may be due to limited 
space and hasty condensations. Nevertheless, since some of 
these may mislead readers, they detract from the book's gen- 
eral excellence. I will mention one example because it bears 
on the still controversial question of whether training can 
improve extrasensory perception. Dr. Ehrenwald refers to 
Dr. Milan Ryzls training with hypnosis of Pavel Stepanek, 
the Czechoslovakian subject who was the hero of many suc- 
cessful parapsychological experiments conducted by Ryzl 
and other investigators in Czechoslovakia and the United 
States. Dr. Ehrenwald implies that the hypnotic training ac- 
counted for Stepanek's success; Stepanek may, however, 
have been a ‘‘natural’’ high-scoring subject. 

A book surveying the whole field of parapsychology can- 
not please all the experts in the field. It is enough if it accom- 
plishes what the author tries to do, and this one succeeds 
admirably in that respect. Parapsychology is advancing tap- 
idly, and its data and theories are bound to have an increas- 
ing influence on psychiatry in the last two decades of this 
century. I recommend The ESP Experience as a valuable in- 
troduction to this field of growing importance, particularly 
for psychiatrists who may observe or wish to become aware 
of instances of extrasensory perception in their clinical 
work. An admirable list of references guides the stimulated 
reader toward further study of the subject. 


‘IAN STEVENSON, M.D. 
Charlottesville, Va. 


Psychotherapy with Adolescent Girls, by Doris Lamb. San 
Francisco, Calif., Jossey-Bass, 1978, 197 pp., $11.95. 


The development of a psychotherapist, like that of any 
other human being, may. be described as a succession of cre- 
ative events. One can learn increasingly from experience or 
from more. systematically developed science and by deduc- 
tion to increased understanding. It was Dr. Lamb's view 
when she started practice that adolescent girls with problems 
were shunned by most psychotherapists. I suspect this was 
true only of her particular community. She also felt that her 
training in psychiatry did not provide clear models of what 
psychotherapists actually do. Dr. Lamb's book is the syn- 
thesis of her development and work as a therapist. Based on 
her efforts to understand and help troubled adolescent girls, 
it has evolved from her experience with them and from her 
reading of relevant papers and books. 

Her approach is empirical: she gives equal space to dis- 
cussions of concepts and to descriptions of her experience. 
Experience predominates, although half of the eight chapters 
deal with such topics as essential concepts, problems of 
. transference and countertransference, advising parents, and 
guidelines for therapists (which reiterate the essential con- 
cepts). Four chapters are devoted to many interesting clini- 
cal vignettes that emphasize the concepts. There is a list of 
references and an index as well as an unusual feature, an 
annotated bibliography. 

It is evident that the author has developed a cohesive 
scheme to account for her success with adolescent girls. 
That success is based on her intuitive capacity for. manage- 
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ment of adolescent girls’ behavioral problems in anginam- 
biguous, nonhostile manner. She makes judicious usg of oth- 
er resources, such as social or correction agencies, and has 
governed her success over the years by an increased concep- 
tual understanding of adolescent girls, their families, and 
their circumstances. Despite the value of those concepts for 
understanding, treatment relies heavily on control, direc- 
tion, persuasion, and education. - 

Dr. Lamb's conceptual understanding of adolescents is’ 
derived chiefly from psychoanalytic references, an impec- 
cable array of clearly important work that illumines the psy- 
chodynamic aspects of adolescent development. She ap- 
pears to use these references in a fragmented fashion, but 
they are cohesive with and contribute to her practical man- 
agement approach. For example, the idea of the unconscious 
is fundamental among psychoanalytic cóncepts, but Dr. 
Lamb omits it; the words ‘‘conscious’’ or "unconscious" 
appear only twice in the book. Although she uses the psy- 
choanalytic term ''acting out," she provides no clear ex- 
ample in most of her vignettes of the unconscious dynamic 
issues that may be acted out. 

Although she uses the words *'psychotherapy'' and ‘‘psy- 
chotherapist'' frequently, only occasionally does she reveal 
work with a patient that might be thought of as definitive 
psychotherapy. We can assume that management of patient 
and environment has psychotherapeutic effect. The many in- 
teresting clinical vignettes give relatively little history or oth- 
er data in most instances so that it is difficult to derive under- 
standing of her patients’ chief psychodynamic conflicts. Dr. 
Lamb appears to ignore the early development of her pa- 
tients, and there is little evidence that it plays a part in her 
understanding of adolescent reactions. The origins of most 
emotional issues in adolescent development and problems 
are in early experiences and relationships. 

I have other criticisms of this book, many of them minor. 
Gitelson's name is misspelled throughout the book; yet his . 
paper is an important source of some of the author's concep- 
tual understanding and is one of the annotated works. Most 
of the annotations are excellent. However, it is impossible to 
annotate the books of Peter Blos or, particularly, Erik Erik- 
son. I contend that one cannot paraphrase or abstract Erik- 
son's language without great risk to the understanding of his 
concept of ego identity. | 

Despite my quarrels with the author's use of psycho- 
dynamic concepts, I think her understanding and care of 
adolescent girls are superior. Her work should help people 
who are beginning work with adolescents. She provides a 
great deal of practical advice. It may be said of this book, as 
the author says of one of her annotated books, ''It gives the 
reader a feeling of what psychotherapy is like with an adoles- 
cent." 


JAMES G. DELANO, M.D. 
Rochester, Minn. 


Beyond Interpretation: Toward a Revised Theory for Psycho- 
analysis, by John E. Gedo, M.D. New York, N.Y., Inter- 
national Universities Press, 1979, 273 pp., $18.50. 


In the last paragraph of this book Gedo condenses the 
wide range of psychoanalytic propositions to which he no 
longer adheres or which he feels require revision and puts 
forward proposals of his own: 
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\ encompass the infinite variety of meaningful goals 
and Values encountered in clinical practice, no theory of 
the mind consisting of combinations and permutations 
of aggression, libidc, narcissism, and the defenses 
against their derivatives can suffice. In the place of such 
overly restrictive categories, I am attempting to develop 
a theory orgenized around the concept of a relatively 
permanent hierarchy of aims, both organismic and sub- 
jective. I believe that this hierarchy of goals and values 
should be canceptualized as the self-organization, a 
concept that can anchor psychoanalytic psychology si- 
multaneously in the world of biological needs and in that 
of subjective wishes. At the same time such a theoreti- 
cal system avoids the pitfall of postulating fictive, reified 
entities to straddle the gap between natural science and 
the existential concerns of our psychology. 


This is strong medicine indeed because there is hardly 
anything in psychoanalytic theory that Gedo does not take 
on. He considers it necessary to discard the hypothesis of 
psychic energy and states that his proposals for psycho- 
analytic theory include the replacement of both drive and 
object-relation theory by the theory of self-organization. His 
view of super-ego formation reverses the sequence of events 
that Freud postulated. Gedo suggests that the child relin- 
quishes unacceptable erotic and aggressive aims because the 
child has accepted the morality of the parents and not be- 
cause of castration anxiety. This view of super-ego forma- 
tion also dispenses with the distinction between super-ego 
formation and the ego-ideal. Gedo reviews and revises struc- 
tural theory and what he considers an overextension of the 
ego concept. Furthermore, he no longer espouses Freud's 
metapsychology or the developmental propositions he bor- 
rowed from Kohut in Models of the Mind (1), and he consid- 
ers Kernberg ''a last ditch defender of the old order who has 
confused [psychoanalytic] hypotheses with matters of fact.” 

Because his intent in this book is to articulate a new clini- 
cal theory for psychoanalysis, Gedo presents clinical materi- 
al to illustrate his ideas. He presents three case reports, for- 
mulates them according to the hierarchical model, and then 
formulates them without ‘‘resort to the usual psychoanalytic 
constructs." His central concept is that of human personal- 
ity as a hierarchy of personal aims; he proposes a psycholo- 
gy of goals and values with an encompassing scheme of self- 
organization after having made the decision to abandon 
drives as metapsychological concepts. Gedo correctly per- 
ceives that most psychoanalytic clinicians do not experience 
much discomfort about the loose fit between their theoretical 
tools and their patients' associations. He nonetheless con- 
siders that his theoretical revisions are a compelling necessi- 
ty at this time. 

This contribution of Gedo is in keeping with the general 
ferment in psychoanalytic theory and practice that has char- 
acterized this decade. As he points out, the fate of his revi- 
sions will rest ultimately on the weight of clinical evidence, 
which he also observes is very much needed. This is an im- 
portant book certain to stir extended psychoanalytic debate. 
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Beyond Grief: Studies in Crisis Intervention, by Eriza Lin- 
demann, M.D. New York, N.Y., Jason Aronsan, 1579, 265 
pp., $22.50. 


This book, edited by Elizabeth Lindemann, a sociz] work- 
er and Erich's widow, is divided into five parts preceded by 
an introduction by Bertram Brown, M.D., which helps the 
reader understand what will follow. The parts are Tbe Clini- 
cal Papers, Community Mental Health, Professional Roles in 
Mental Health, Addressing Change, and Epitome. Each 
chapter is introduced by Elizabeth Lindemann, who helps 
the reader understand what to look for in the following pa- 
per. 

A professional biography of Erich Lindernann, the volume 
provides the interested reader with a collection o? Erich 
Lindemann's papers. These are useful from the point 22 view 
of understanding Lindemann's thinking underlving Fis con- 
tributions to psychiatry—the process by which different indi- 
viduals react to grief, crisis intervention, community mental 
health, and the importance of the individual, his familv, and 
the environment in the understanding of how individuals 
cope with stressful situations, to name but a few. 

Although occasionally repetitious, Elizabeth Linder-ann's 
introductions are generally helpful to the reader in reinforc- 
ing Erich Lindemann's ideas. At times, however, ore be- 
comes confused as to whether Erich or Elizebeth Linde- 
mann is doing the writing. Between them, howeve-, the 
Lindemanns provide the reader with a better unders:anding 
of Erich Lindemann the man, the thinker, and the scholar. 


ROBERT L. Braco, M.D. 
Miami, Fla. 


Autism: A Reappraisal of Concepts and Treatment, eaited by 
Michael Rutter and Eric Schopler. New York, N.Y., Plenum 
Press, 1978, 517 pp., $24.50. 


In the first chapter of this book Rutter restates the useful- 
ness of the basic clinical criteria for the diagnosis and defini- 
tion of autism and suggests that a multiaxial approack would 
add clarity. In the last chapter Rutter and Schcpler suggest 
that special group characteristics should be identifisd and 
used as selection criteria when specific research quzstions 
are asked. 

Wing, Richer, and Howlin present papers on the social 
characteristics of autism. Wing suggests that the inter- 
pretation of her epidemiological data points to the communi- 
cation deficiency of autistic children as the basis of their fail- 
ure to develop symbolic thought and social behavior zs well 
as their repetitive stereotyped behavior. Richer looks at the 
same sets of variables from an ethological and anthropologi- 
cal point of view. Howlin suggests more thoroughness in the 
assessment of social behavior and more caution in the inter- 
pretation of the available results. 

Six chapters appear under the label of Psychologicsl and 
Physiological Studies. Ornitz presents the evidence he has 
been able to gather to buttress his hypothesis that in autism 
the sensorimotor coordinating function of the vestibular sys- 
tem may be impaired. Churchill highlights the probl2ms of 
the ‘“‘conditionable”’ autistic child when confronted with as- 
pects of communication that require the processing of mul- 
tiple information sets. Rutter reviews the work aime2d at 
identifying the organic pathology of autism through the study 
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of the cognitive and language disturbances in the svndrome 
and compares them with those found in childhood dys- 
phasia. Menyuk presents a succinct interpretation of the 
available data suggesting that early deficits in the perception 
and use of linguistic, paralinguistic, and situational features 
are the precurscrs of the autistic child's peculiar difficulties 
in the development of language. Hermelin presents a series 
of experiments compatible with the hypothesis that *'lack of 
integrated, rule-zoverned behavior was found not only in re- 
gard to language, but also . . . in perceptual motor tasks." 

The hypotheses presented in the biochemical and hemato- 
lógical studies reviewed by Ritvo and others are often bor- 
rowed from studies of the adult psychoses. Rodnight briefly 
discusses the d:fficulty of determining biochemical abnor- 
malities from the study of peripheral body fluids. Coleman 
presents the preliminary and partial results of a large survey 
of autistic subjects. DeLong suggests a neuropsychological 
model of childhood autism based on the finding of an en- 
larged left ventricular system on the pneumoencephalogram 
of children who fit Creak's criteria for childhood schizophre- 
nia. 

Folstein and Rutter present an excellent study of 21 mono- 
zygotic and dizygotic same-sexed twins, at least 1 of whom 
was autistic. Ornitz then discusses comprehensively the is- 
sue of biological homogeneity or heterogeneity. 

McAdoo and DeMyer address the issue of family charac- 
teristics. Cantwell, Baker, and Rutter brilliantly review the 
evidence for and against family factors in the development 
of the syndrome. Schopler briefly comments on the limits of 
methodological differences in the family studies. 

Berlin and DesLauriers present their modified psychoge- 
netic interpretations of the syndrome and describe their psy- 
chotherapeutic approach. A critical comment by Rutter fol- 
lows. After Campbell’s review of the limited information 
available on psychopharmacological approaches, Shapiro 
gives an overview of therapeutic approaches. 

The three chepters that follow share a focus on behavior 
modification approaches and the beneficial effecis of in- 
volving the family. Hemsley and associates' program is the 
more detailed; they also present convincing evidence that it 
works. Three more chapters discuss educational approach- 
es. 

Brown presents a long-term follow-up of 100 ‘‘atypical’’ 
children and makes some interesting conclusions about visu- 
al-motor and performance skills. Lotter reviews follow-up 
studies. In a chapter on developmental issues and prognosis 
Rutter puzzles over the persisting social difficulties of the 
autistic child even after the child's cognitive and verbal skills 
have improved. : 

This book is not easy to read; even a well-informed reader 
will find the continuous changes in style, quality, theoretical 
perspective, and methodology in the many chapters of the 
book difficult to handle. 

The book is more of an update on all or most approaches 
to the syndrome of autism than a comprehensive com- 
pendium of known facts. This means the reader needs a cer- 
tain level of information and sophistication in the area of 
clinical investigation in the syndrome. To a North American 
reader, the lack of mention of ''signing'' as an approach to 
the nonverbal autistic child is somewhat surprising in a book 
that emphasizes new developments in practice. 

Autism is likely to be useful to clinical investigators or aca- 
demic clinicians with a broad interest in the syndrome. It 
cannot be used by, and was not intended for, the average 


Am J Psychiatry 137:2, February 1980 


clinician or child worker, although these professio / will 
find some parts of the book useful. It should defiditely be 
available in the psychiatric or pediatric section of a medical 
library as an updated reference source on autism. 


G. Barto.ucci, M.D. 
Hamilton, Ont.. Canada 


Saints, Scholars, and Schizophrenics: Mental Illness in Rural 
Ireland, by Nancy Scheper-Hughes. Berkeley, Calif., Uni- 
versity of California Press, 1979, 240 pp., $14.95. 


Despite its rather provocative title, this book is more 
about schizophrenia than about saints and scholars. The au- 
thor is an anthropologist who spent a year in a small village 
in western Ireland. The research team consisted of the au- 
thor, her husband, and three children who acted as partici- 
pant observers in this village community. The thrust of the 
book is an attémpt to explain the high incidence of schizo- 
phrenia in hospitalized single men in western Ireland. To do 
this, the author has formulated a hypothesis using a ''social 
dis-ease” model, which includes the following issues: daugh- 
ters and older sons emigrate, leaving behind younger sons to 
tend the family farm; those left behind are lonely, with- 
drawn, and unable to marry; and a majority of villagers suf- 
fer from ‘‘anomie.’’ She states that this dis-ease, combined 
with changing patterns of infant care, conflicts around sex- 
uality, and relatively easy access to psychiatric institution- 
alization are the causative factors in the incidence of schizo- 
phrenia. 

This is an extremely well-written book and is a distinct 
pleasure to read. Throughout the book there are many poi- 
gnant examples of what the author is trying to express. Many 
clinicians will doubtless find this a welcome change from the 
highly technical and scientific readings regarding chemical 
and biological hypotheses. 

Scheper-Hughes begins with a historical chapter on the re- 

gion and includes interesting descriptions of aspects of 
myths and legends. In the second chapter she examines the 
present situation in the village and begins to develop her hy- 
pothesis in relationship to the decline of some cf the tradi- 
tions. There is a worthwhile description of the association 
between the Irish culture and mental illness, as well as a dis- 
cussion of the contributions to mental illness made by celi- 
bacy, loneliness, and the difficulty in finding a suitable wife 
experienced by these ''left over bachelor farmers.” 
. The information she provides regarding the psychiatric 
care system in western Ireland and the descriptions she gives 
of the clinics and the hospitals as well as treatment modali- 
ties are interesting to read. She particularly emphasizes che- 
motherapy rather than psychotherapy. She spends some 
time discussing the new independence for womer. in the area 
and the changes in female role models that have cccurred. In 
her chapter on the relationship of the family to infants and 
toddlers she comments that rural infants are ‘‘unrocked, un- 
held, and unreassured."' Of particular interest to clinicians 
may be the author's description of ‘‘double-binding.”’ 

At the end of the book there is brief mentior: of sugges- 
tions for a program of mental health education. One wishes 
that the author had expanded on this in terms of zn emphasis 
on preventive psychiatry. There is a sizable appendix, in- 
cluding TAT responses and other examples of some of the 
psychological testing that was done. 


“~~ 
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In summary, this is a well-written and interesting book. It 
is perh&ps different from the usual readings of contemporary 
clinical psychiatrists and is a return to some of the earlier 
transcultural works. Although the author does not deny "the 
probable involvement of genetics in the etiology of mental 
illnegs,"" she clearly states that sociocultural aspects as well 
as biogenic and psychodynamic aspects must be considered 
in the etiology of schizophrenia. 


ALAN M. ELKINS, M.D. 
Portland, Me. 


Psychiatry Observed, by Geoff Baruch and Andrew Treacher. 
Boston, Mass., Routledge & Kegan Paul, 1978, 254 pp., 
$11.50 (paper). 


The authors state their biases and purposes for writing this 
volume early in the book: they are upset by the hegemony 
that the medical model has allowed psychiatry to exert over 
the mental health field. Their intent is to demonstrate that 
psychiatry nas been given this hegemony by society because 
it is willing and eager to act as a powerful agent of social 
control. However, in asserting (as opposed to proving or 
even demonstrating) this, the authors confess to a very 
strange basic assumption, namely: '' We therefore regard the 
success of psychiatry in actually treating mental disorders as 
largely irrelevant to any arguments concerned with the pos- 
sible objective oasis for its domination'' (p. viii). True to 
their word, the authors proceed to ignore all evidence that 
might contradict their assertions that the value of ECT in 
depression remains to be proved (p. 42) and that ‘‘drug ther- 
apies are nothing more than bromides which enable patients 
to avoid coming to terms with crises that reflect underlying 
interpersonal or social or economic problems'' (p. 56). 
Somehow it had always seemed to me that it was the psycho- 
sis that enabled the patient to avoid dealing with inter- 
personal crises. The authors confess to one more bias: they 
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are both currently being trained as psychotherapists but no- 
where do they discuss the many methodological preblems 
and the lack of evidence of the efficacy of the psycho- 
therapies, especially in treatment of the major psychoses. 

The authors' predilection for screening out data and em- 
pirical studies is scandalous in professionals with research 
training. They just about dismiss the past 25 years of bio- 
chemical and pharmacological progress by pointing out that 
many chronic schizophrenic patients have not been su 
stantially improved by antipsychotics and use as their major 
source a paperback book by a British surgeon titled There's 
Gold in Them Thar Pills (1). They use Ivan Illich for support 
of their antimedical statements and Alexander and Seles- 
nick's History of Psychiatry (2) (one of the poorer Listories 
of psychiatry with a decidedly psychoanalytic bias and a 
heavy reliance on secondary sources) as an authoritative 
source on historical issues in psychiatry. 

Fortunately, the authors reassure the reader that although 
they are critical of psychiatry and psychiatrists, ther "have 
the highest regard for individual psychiatrists whose skills 
and abilities are contributing to major innovations in psychi- 
atry" (p. ix). They have written a provocative book, the 
strongest features of which are not their historical and philo- 
sophical appraisal of psychiatry and the medical mcdel but 
the careful observations from a sociological perspective of 
life on a general hospital psychiatric ward, which comprises 
the second half of the book. It is too bad that their prejudices 
have vitiated their credibility and value. 
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Groups, by Robert F. Bales and Stephen P. Cohen with Ste- 
phen A. Williamson. New York, N.Y., Free Press (Macmil- 
lan Publishing Co.), 1979, 521 pp., $24.95. 


Mental Disorder or Madness? Alternative Theories, by Erica 
M. Bates and Paul R. Wilson. Queensland, Australia, Uni- 
versity of Queensland Press (Technical Impex Corp., distrib- 
utor), 1979, 249 pp., $24.25. 


Fund Raising: The Guide to Raising Money from Private 
Sources, by Thomas E. Broce. Norman, Okla., University of 
Oklahoma Press, 1979, 246 pp., $15.95. 


Mystics and Medics: A Comparison of Mystical and Psycho- 
therapeutic Encounters, edited by Reuven P. Bulka, Ph.D. 
New York, N.Y., Human Sciences Press, 1979, 120 pp., 
$4.95 (paper). 


Temperament Styles in Adult Interaction: Applications in Psy- 
chotherapy, by Jayne Burks, Ph.D., and Melvin Rubenstein, 
M.D. New York, N.Y., BrunneríMazel, 1979, 205 pp., 
$15.00. 


Taking Care of Strangers: The Rule of Law in Doctor-Patient 
Relations, by Robert A. Burt. New York, N.Y., Free Press 
(Macmillan Publishing Co.), 1979, 198 pp., $15.95. 


Malpractice: A Guide for Mental Health Professionals, by 
Ronald Jay Cohen. New York, N.Y., Free Press (Macmillan 
Publishing Co.), 1979, 320 pp., $13.95. 


Schizophrenia: A Biopsychological Perspective, by Andrew 
Crider. Hillsdale, N.J., Lawrence Erlbaum Associates (Hal- 
sted Press, John Wiley & Sons, distributor), 1979, 194 pp., 
$16.50. 


The Divine Banquet of the Brain and Other Essays, by Mac- 
donald Critchley, C.B.E., M.D. New York, N.Y., Raven 
Press, 1979, 267 pp., $15.00. 


Chronic Pain: Further Observations from City of Hope Na- 
tional Medical Center, edited by Benjamin L. Crue, Jr., M.D. 
New York, N.Y., SP Medical & Scientific Books (Spectrum 
Publications), 1979, 575 pp., $45.00. 


Parents and Children in Autism, by Marian K. DeMyer. 
Waskington, D.C., V.H. Winston & Sons (Halsted Press, 
John Wiley & Sons, distributor), 1979, 262 pp., $17.95. 


; chaiques, by Nicole Fabre. Paris, France, Masson, 1979, 
141 pp., no price listed (paper). 


Logotherapy in Action, edited by Joseph B. Fabry, Reuven 


P. Bulka, and William S. Sahakian. New York, N.Y., Jason 
Aronson, 1979, 369 pp., no price listed. 


An Alcoholic Personality? by Earl X. Freed, Ph.D. Thoro- 
fare, N.J., Charles B. Slack, 1979, 97 pp., $6.50 (paper). 


World Issues in the Problems of Schizophrenic Psychoses, ed- 
ited by Tetsuo Fukuda, M.D., D.Med.Sci., and Hisatoshi 
Mitsuda, M.D., D.Med.Sci. New York, N.Y., Igaku-Shoin, 
1979, 177 pp., $24.50. 


Currents in Alcoholism, Vol. 6: Treatment and Rehabilitation 
and Epidemiology, edited by Marc Galanter M.D. New 
York, N.Y., Grune & Stratton, 1979, 332 pp.. $33.50. 


Applied Hypnosis and Hyperempiria, bv Don E. Gibbons. 
New York, N.Y., Plenum Press, 1979, 202 pp., $18.50. 


Between Reality and Fantasy: Transitional Objects and Phe- 
nomena, edited by Simon A. Grolnick, M.D.. and Leonard 
Barkin, M.D., with Werner Muensterberger, Ph.D. New 
York, N.Y., Jason Aronson, 1978, 555 pp., no price listed. 


Men Who Rape: The Psychology of the Offender, by A. Nich- 
olas Groth, Ph.D., with H. Jean Birnbaum. New York, N.Y., 
Plenum Press, 1979, 223 pp., $15.00. 


Psychosexual Disorders: A Review, by M.T. Haslam, M.A., 
M.D., D.M.J. Springfield, Ill., Charies C Thomas, 1979, 188 
pp., $19.75. 


Understanding and Counseling Ethnic Minorities, edited by 
George Henderson, Ph.D. Springfield, Il, Charles C Thom- 
as, 1979, 517 pp., $24.50. 


Identity and Adulthood, edited by Sudhir Kakar. New York, 
N.Y., Oxford University Press, 1979, 129 pp., $6.95. 


Becoming Female: Perspectives on Development, edited by 
Claire B. Kopp with Martha Kirkpatrick. New York, N.Y., 
Plenum Press, 1979, 461 pp., $25.00. 


Masochism and the Emergent Ego: Selected Papers of Esther 
Menaker, Ph.D., edited by Leila Lerner. Neve York, N.Y., 
Human Sciences Press, 1979, 359 pp., $19.95, 
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Behavioral Approaches to Medicine: Application and Analy- 
sis, edited by J. Regis McNamara. New York, N.Y., Plenum 
Press, 1979, 290 pp.. $25.00. 


Research in the Psychobiology of Human Behavior, edited by 
Eugene Meyer III and Joseph V. Brady. Baltimore, Md., 
Johns Hopkins University Press, 1979, 136 pp., $14.00. 


Parents as Playmates, by Joan Millman and Polly Behrmann. 
New York, N.Y., Human Sciences Press, 1979, 139 PP. 
$7.95 (paper). 


James K. Morrison. Chicago, 1l., 
pp., $17.95. 
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Understanding Human Values: Individual and Sociefal, by . 
Milton Rokeach. New York, N.Y., Free Press (Macmillan | 
Publishing Co.), 1979, 307 pp., $14.95. " 


Nourishing the Humanistic in Medicine: Interactions with the 
Social Sciences, edited by William R. Rogers and David 
Barnard. Pittsburgh, Pa., University of Pittsburgh Press in 
cooperation with the Institute on Human Values in Medicine 
of the Society for Health and Human Values, 1979, 325 pp., 


ME 95. 


Y- 
Women: Psychology's Puzzle, by Joanna Bunker Rohrbaugh. 
A Consumer Approach to Community Psychology, edited by | -New York, N.Y., Basic Books, 1979, 491 pp., $15.00. 


Nelson-Hall, ! 979, 341 ' 
Psychiatry, Genetics and Pathography: A Tribute to Eliot Sla- 


5 ter, edited by Martin Roth and Valerie Cowie with Brian 


Marihuana: Biological Effects: Analysis, Metabolism, Cellular : Barraclough. London, England, Gaskell Press, 1979, 225 


Responses, Reproduction and Brain. Proceedings of the Satel- 


lite Symposium of the 7th International Congress of Pharma- . 


cology, Paris, 22-23 July 1978, edited by Gabriel G. Nahas, 
Sir William D.M. Paton. Monique Braude, Jean Claude Jar- 


— 


dillier, and David J. Harvey. Oxford, England, Pergamon - 


Press, 1979, 745 pp., $80.00. 


Vitamin C Against Cancer, by H.L. Newbold, M.D. New 
York, N.Y., Stein and Day, 1979, 363 pp., $10.95. 


The Confessions of T.E. Lawrence: The Romantic Hero's Pre- 
sentation of Self, by Thomas J. O'Donnell. Athens, Ohio, 
Ohio University Press, 1979, 189 pp., $13.50. 


The Psychodynamic Approach to Drug Therapy, edited by 
Mortimer Ostow, M.D.,' Med.Sc.D. Riverdale, N.Y., Psy- 
choanalytic Research Å Development Fund, 1979. 344 pp., 
$18.50. 


Psychiatric Factors in Drug Abuse, edited by Roy W. Pickens, 
Ph.D., and Leonard L. Heston, M.D. New York, N.Y., 
Grune & Stratton, 1979, 372 pp., $19.50. 


Alcoholism: A Treatment Manual, by Wayne Poley, Gary 
Lea, and Gail Vibe. New York, N.Y., Gardner Press (Hal- 
sted Press, John Wiley & Sons, distributor), 1979, 151 pp., 
$14.95. 


The Biological Aspects of Normal Personality, edited by R.A. 
Prentky. Baltimore, Md., University Park Press, 1979, 392 
pp., $24.50. 


Minski’s Handbook of Psychiatry for Students and Nurses, 7th 
ed., by Robert G. Priest and Gerald Woolfson. London. Eng- 
land, William Heinemann Medical Books (Chicago, Ill., 
Year Book Medical Publishers, distributor), 1978, 194 pp., 
no price listed (paper). 


Helping People in Crisis, by Douglas A. Puryear. San Fran- 
cisco, Calif., Jossey-Bass, 1979, 220 pp., $13.95. 


Dual-Career Marriage: Conflict and Treatment, by David G. 
Rice, Ph.D. New York, N.Y., Free Press (Macmillan Pub- 
lishing Co.), 1979, 185 pp., $12.95. 


Talking Out of Alcoholism: The Self-Help Process of Alcohol- 
ics Anonymous, by David Robinson. Baltimore, Md., Univer- 
sity Park Press, 1979, 148 pp., $14.50 (paper). 


‘pp., £10.00. 


Discovering Free Will and Personal Responsibility, by Joseph 
F. Rychlak. New York, N.Y., Oxford University Press, 1979, 
313 pp., $13.95 (paper). 


Drug and Alcohol Abuse: A Clinical Guide to Diagnosis and 
Treatment, by Marc A. Schuckit, M.D. New York, N.Y., 
Plenum Medical Book Co., 1979, 193 pp., $16.95. 


A dántatidn in Schizophrenia: The Theory of Segmental Set, by 
David Shakow, Ph.D. New York, N.Y., Wiley-Interscience 
(John Wiley & Sons), 1979, 232 pp., no price listed. 


Blue-Collar Stress, by Arthur B. Shostak, Ph.D. Reading, 
Mass., Addison-Wesley Publishing Co., 1980, 153 pp., no 
price listed. 


Fear in Animals and Man, edited by W. Sluckin. New York, 
N.Y., Van Nostrand Reinhold Co., 1979, 303 pp., $19.95. 


The Psychopath in Society, by Robert J. Smith. New York, 
N.Y., Academic Press, 1978, 157 pp., $12.00. 


Functional Laws of Pychodynamics, by Endre Székely. New 
York, N.Y., Springer-Verlag, 1979, 339 pp., $26.80. 


Love and Limerence: The Experience of Being in Love, by 
Dorothy Tennov. New York, N.Y., Stein and Day, 1979, 317 
pp., $11.95. 


Handbook of Biological Psychiatry, Part I: Disciplines Rele- 
vant to Biological Psychiatry, edited by Herman M. van 
Praag, Malcolm H. Lader, Ole J. Rafaelsen, and Edward J. 
Sachar. New York, N.Y., Marcel Dekker, 1979, 395 pp., no 
price listed. , 


Handbook of Suicidology: Principles, Problems, and Practice, 
by Louis Wekstein. New York, N.Y., Brunner{Mazel, 1979, 
291 pp., $17.50. 


Child Advocacy: New Professional Roles for Helping Families, 
by Jack C. Westman. New York, N.Y., Free Press (Macmil- 
lan Publishing Co.), 1979, 411 pp., $16.95. 


Children's Fears, by Dr. Benjamin B. Wolman. New York, 
N.Y., New American Library (Signet Book), 1978, I7! pp., . 
$2.25 (paper). 
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Current evidence suggests that many 
depressions have a biochemical basis in the form 
of a relative deficiency of neurotransmitters, 
such as norepinephrine and serotonin. 


Deficiency of norepinephrine is postulated to be a major factor in a number 
of depressions. Laboratory studies have shown that desipramine is a potent 
inhibitor of norepinephrine re-uptake! a mechanism of action that is thought 
to increase norepinephrine at the synaptic cleft when norepinephrine 
deficiency exists. (See Figures 1 and 2.) 
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Figure 1. Diagrammatic representation or the norma! process of neurotransmitter release, transfer across 
the synaptic cleft to the receptor site, and re-uptake. The supply of neurotransmitters is adequate in the 
normal state. 
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Figure 2. Diagrammatic representation of the mechanism of action of the tricyclic antidepressant Norpramin 
when there is a relative deficiency of the neurotransmitter norepinephrine (NE), as seen in some depressive 
states. Norpramin (desipramine hydrochloride) blocks the re-uptake of norepinephrine at the presynaptic 
nerve terminal (light brown band), ensuring increased cleft and receptor site neurotransmitter concentration. 
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desipramine hydrochloride 
tablets NF | 25,50,75,100,150 mg. 


2otent blocker 
Xf norepinephrine re-uptake 


ccording to current theory,** some depressions may respond to 
esipramine when other tricyclic antidepressants that block the 
>-uptake of a different neurotransmitter have been ineffective. 
herefore, if your patient is unresponsive to treatment with one 
icyclic, consider switching to a tricyclic that blocks the 

>-uptake of a different neurotransmitter. 





celps patient remain calm but active 


orpramin does not usually inhibit normal activity, although patients should 
e cautioned against driving or operating machinery if drowsiness occurs. 
see Warnings, Precautions, and Adverse Reactions.) 


jegins to improve sleep patterns 
vithin one week in some patients‘ 


s the depression is relieved, difficulty in falling asleep, 
:stlessness, and early morning awakening diminish. 
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itudies in animals’and in normal human subjects?" have shown 
vat desipramine, with its single bond side chain, has less 
nticholinergic activity than amitriptyline or doxepin. This 

jay mean: 


B less dry mouth 
B ess blurred vision 
B less urinary retention 
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Brief Summary 


MECHANISM OF ACTION: Available evidence suggests that 
many depressions have a biochemical basis in the form of 
a relative deficiency of neurotransmitters such as nor- 
epinephrine and serotonin. Norepinephrine deficiency may 
be associated with relatively low urinary 3-methoxy-4- 
hydroxyphenyl glycol (MHPG) levels, while serotonin defi- 
ciencies may be associated with low spinal fluid levels of 
5-hydroxyindolacetic acid. 

While the precise mechanism ot action of the tricyclic 
antidepressants is unknown. a leading theory suggests 
that they restore normal levels of neurotransmitters by 
blocking the re-uptake of these substances from the 
synapse in the central nervous system. 

Evidence indicates that the secondary amine tricyclic 
antidepressants, including Norpramin, may have greater 
activity in blocking the re-upteke of norepinephrine. 
Tertiary amine tricyclic antidepressants, such as amitrip- 
tyline, may have greater effect on serotonin re-uptake. 

Norpramin (desipramine hydrochloride) is not a mono- 
amine oxidase (MAO) inhibitor and does not act primarily 
as acentral nervous system stimulant. It has been found in 
some studies to have a more rapid onset of action than 
imipramine. Earliest therapeutic etfects may occasionally 
be seen in 2 to 5 days, but full treatment benefit usually 
requires 2 to 3 weeks to obtain. 

INDICATIONS: Norpramin (desipramine hydrochloride) is 
indicated for relief of symptoms in various depressive 
syndromes. especially endogenous depression. 
CONTRAINDICATIONS: Desipramine hydrochloride should 
not be given in conjunction with or within 2 weeks of, 
treatment with an MAO inhibitor drug; hyperpyretic crises, 
severe convulsions, and death have occurred in patients 
taking MAO inhibitors and tricyclic antidepressants. When 
Norpramin (desipramine hydrochloride) is substituted for 
an MAO inhibitor. at least 2 weeks should elapse between 
treatments. Norpramin should then be started cautiously 
and should be increased gradually. 

The drug is contraindicated in the acute recovery period 
following myocardial infarction. It should not be used in 
those who have shown prior hypersensitivity to the drug. 
Cross sensitivity between this anc other dibenzazepines is 
a possibility, 

WARNINGS: 1. Extreme caution should be used when this 
drug is given in the following situations: a. In patients with 
cardiovascular disease, because of the possibility of 
conduction defects, arrhythmias. tachycardias, strokes. 
and acute myocardial infarction. b. In patients with a 
history of urinary retention or claucoma. because of the 
anticholinergic properties of the drug. c. In patients with 
thyroid disease or those taking thyroid medication, 
because of the possibility of cardiovascular toxicity, 
including arrhythmias. d. In patients with a history of 
seizure disorder, because this drug has been shown to 
lower the seizure threshold. 2. This drug is capable of 
blocking the antihypertensive effect of guanethidine and 
similarly acting compounds. 3. USE IN PREGNANCY: Safe 
use of desipramine hydrochloride.during pregnancy and 
lactation has not been established: therefore. if it is to be 
given to pregnant patients. nursing mothers. or women of 
childbearing potential, the possible benefits must be 
weighed against the possible hazards to mother and child. 
Animal reproductive studies have been inconclusive. 4. 
USE IN CHILDREN: Norpramin (desipramine hydrochloride) 
is not recommended for use in children since safety and 
effectiveness in the pediatric age group have not been 
established. 5. The patient should be cautioned that this 
drug may impair the mental and/or physical abilities 
required for the performance of potentially hazardous 
tasks such as driving a car or operating machinery. B. In 
patients who may use alcohol excessively, it should be 
borne in mind that the potentiation may increase the 
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A maximum dosage of 300 mg. a day, as a single or divided dose, may now be prescribed for 
Norpramin. Since inadequate dosage is thought to be one of the major causes of treatment 
failure, the new therapeutic range should prove clinically helpful. Plasma desipramine 
measurement would constitute the optimal guide to dosage monitoring. 


danger inherent in any suicide attempt or overdosage. 

PRECAUTIONS: 1. It is important that this drug be dispensed 
in the least possible quantities to depressed outpatients, 
since suicide has been accomplished with this class of 
drug. Ordinary prudence requires that children not have 
access to this drug or to potent drugs cf any kind: if 
possible this drug should be dispensed in containers with 
child-resistant safety closures. Storage of this drug in the 
home must be supervised responsibly. 2. If serious adverse 
effects occur. dosage should be reduced or treatment 
should be altered. 3. Norpramin (desipramine hydrochlo- 
ride) therapy in patients with manic-depressive illness 
may induce a hypomanic state after the depressive phase 
terminates. 4. The drug may cause exacerbation of psy- 
chosis in schizophrenic patients. 5. Close supervision and 
careful adjustment of dosage are required when this drug 
IS given concomitantly with anticholinergic or sympatho- 
mimetic drugs. 6. Patients should be warned that while 
taking this drug their response to alcoholic beverages may 
be exaggerated. 7. Clinical experience in the concurrent 


administration of ECT and antidepressant drugs is limited. 


Thus. if such treatment is essential, the possibility of 


increased risk relative to benefits should be considered. 8. 


The sedative effects of Norpramin and benzodiazepines 
(e.g.. chlordiazepoxide or diazepam) are additive. Both the 
sedative and anticholinergic effects of the major tranquil- 
izers are additive to those of Norpramin. 9. This drug 
should be discontinued as soon as possible prior to 
elective surgery because of the possible cardiovascular 
effects. Hypertensive episodes have been cbserved during 
surgery in patients taking desipramine hydrochloride. 10. 
Both elevation and lowering of blood sugar levels have 
been reported. 11. Leukocyte and differential counts should 
be performed in any patient who develops fever and sore 
throat during therapy: the drug should be discontinued if 
there is evidence of pathologic neutrophil depression. 

ADVERSE REACTIONS: Note: Included in the following 
listing are a few adverse reactions that have not been 
reported with this specific drug. However, the pharma- 
cologic similarities among the tricyclic antidepressant 
drugs require that each of the reactions be considered 


when Norpramin (desipramine hydrochloride) is given. 


Cardiovascular: hypotension, hypertension, tachycar- 
dia, palpitation, arrhythmias, heart block, myocardial 
infarction, stroke. 

Psychiatric: confusional states (especially in the 
elderly) with hallucinations, disorientation, delusions; 
anxiety, restlessness, agitation; insomnia and night- 
mares; hypomania: exacerbation of psychosis. 
Neurologic: numbness, tingling, paresthesias of ex- 
tremities: incoordination, ataxia, tremors: peripheral 
neuropathy; extrapyramidal symptoms; seizures: alter- 
ation in EEG patterns; tinnitus. 

Anticholinergic: dry mouth, and rarely associated sub- 
lingual adenitis; blurred vision, disturbance of accom- 
modation, mydriasis, increased intraocular pressure; 
constipation, paralytic ileus: urinary retention, delayed 
micturition, dilatation of urinary tract. 

Allergic: skin rash, petechiae, urticaria. itching, photo- 
sensitization (avoid excessive exposure to sunlight), 
edema (of face and tongue or general), drug fever. cross 
sensitivity with other tricyclic drugs. 

Hematologic: bone marrow depressions including 
agranulocytosis, eosinophilia, purpura, thrombocyto- 
penia. 

Gastrointestinal: anorexia, nausea anc vomiting, epi- 
gastric distress, peculiar taste, abdominal cramps, 
diarrhea, stomatitis, black tongue. 

Endocrine: gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female; increased or 
decreased libido, impotence, testicular swelling; eleva- 


tion or depression of blood sugar levels. 

Other: jaundice (simulating obstructive), altered liver 
function; weight gain or loss; perspiration, flushing; 
urinary frequency, nocturia; parotid swelling; crowsi- 
ness, dizziness, weakness and fatigue, headache; alo- 
pecia. 

Withdrawal Symptoms: Though not indicative of addic- 
tion, abrupt cessation of treatment after prclonged 
therapy may produce nausea, headache, and malaise. 
DOSAGE AND ADMINISTRATION: Not recommended for use 
in children. Lower dosages are recommended for elderly 
patients and adolescents. Lower dosages are also 
recommended for outpatients compared to hospitalized 
patients, who are closely supervised. Dosage should be 
initiated at a low level and increased according to 
clinical response and any evidence of intolerance. 
Following remission, maintenance medication may be 
required for a period of time and should be at the lowest 
dose that will maintain remission. 

Usual Adult Dose: The usual adult dose is 100 to 200 mg. 
per day. In more severely ill patients, dosage may be 
further increased gradually to 300 mg / day if necessary. 
Dosages above 300 mg./day are not recommenced. 

Dosage should be initiated at a lower level and 
increased according to tolerance and clinical response. 

Treatment of patients requiring as much as 300 mg. 
should generally be initiated in hospitals, where regular 
visits by the physician, skilled nursing care, and fre- 
quent electrocardiograms (ECG's) are available. 

The best available evidence of impending toxicity 
from very high doses of Norpramin is prolongation of the 
QRS or QT intervals on the ECG. Prolongation o? the PR 
interval is also significant, but less closely correlated 
with plasma levels. Clinical symptoms of intolerance. 
especially drowsiness, dizziness, and postural hypoten- 
sion, should also alert the physician to the need for 
reduction in dosage. Plasma desipramine measurement 
would constitute the optimal guide to dosage monitor- 
ing. 

Initial therapy may be administered in divided doses 
or a single daily dose. 

Maintenance therapy may be given on a once-daily 
schedule for patient convenience and compliance. 
Adolescent and Geriatric Dose: The usual adolescent and 
geriatric dose is 25 to 100 mg. daily. 

Dosage should be initiated at a lower level and 
increased according to tolerance and clinical response 
to a usual maximum of 100 mg. daily. In more severely ill 
patients, dosage may be further increased to 150 mg./ 
day. Doses above 150 mg./day are not recommended in 
these age groups. 

Initial therapy may be administered in divided doses 
or a single daily dose. 

Maintenance therapy may be given on a orce-daily 
schedule for patient convenience and compliance. 
OVERDOSAGE: See prescribing information for a discus- 
sion of symptoms and treatment of overdose. 
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The United Way is reaching out. It goes into 

every neighborhood. To every age group. Across 
every income level. 

To help. In a thousand ways. 

A neighbor. A relative. Maybe someone down the 
street who’s out of work. Or sick. Or in trouble. 
Chances are the United Way helps someone you know 
Maybe someday it'll be helping you. 


Everybo 
knows deu d 


whos been helped. 
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“You've been 
lied to, Doctor... 
by the alcoholic: 


As actor Patrick O'Neal recalls it: 

“I lied to my doctor. I lied to my family 
and I lied to myself. 

"I didn't know then, as an activealcoholic, 
that denial is a symptom of the disease of 
alcoholism. Nobody told me. Not even my 
doctors (and there were many). 

“It could be that they didn’t know it 
either. Didn't know how to look past my 
lies to make the diagnosis. 

“It’s tough to do this, I know...when 
yourre not being told the truth. But, the 
medical profession has a fantastic oppor- 
tunity —to heal, to save lives, and to pre- 
serve the quality of lives—by seeing what's 
really the truth, and having the courage to 
confront the patient with it. 

"Of course, when you do this, you run 
the risk of patient denial. But I believe this 
confrontation is really in the patient's 
best interest. And when he finally realizes 
this...he'l bless you for it. 

"So take this small risk. Because there is 
no gain without risk...right? Save a drunk. 
Tell him the truth. 

"I would have appreciated it. And I love 
you for having read this and for reading 
what follows, written by Dr. Stanley 
Gitlow. He confronted me.” 


PAMO Ne, 





Guiding the alcoholic patient 
into a total treatment program... 


“In accepting this challenge, the physician should be assured that, working within the framework 
of a total treatment program, the prognosis for rehabilitation is usually excellent and the experience 
most gratifying...for the physician as well as his newly productive, enormously grateful patient.” 


Stanley E. Gitlow, M.D. 


Formerly President, American Medical Society on Alcoholism, 
Clinical Professor of Medicine, The Mount Sinai School 


of Medicine, New York, N. Y. 


I. Recognition 


Whenever compulsive drinking is caus- 
ing trouble in a marriage, on the job, or 
with close friends — and when the 
patient continues to drink despite these 
repeated difficulties in personal rela- 
tionships —the diagnosis of alcoholism 
is nearly always justified. 


2. Confrontation 


"You may very well offend the patient;' 
according to Dr. Gitlow, "especially if 
you're the first to confront him with the 
reality of his alcoholism. But it's a risk 
that must be taken. Even if your first 
efforts are not successful, you're actually 
making it easier for the second...or the 
third...doctor who confronts him.” 

And once the patient recognizes and 
accepts his problem, through tactful yet 
forthright confrontations, he has 
taken his first positive step toward 
rehabilitation. 


3. Rehabilitation 


The physician, after his diagnosis is 
made and ultimately accepted by the 
patient, must then decide the extent of 
his own personal involvement in the 
total recovery program. He may elect to: 
(A) refer the patient for detoxification... 
to another physician, hospital, or alco- 
holism program featuring integrated 
medical services. 

(B) personally assist the patient to 
achieve a state free of alcohol...before 
referring him to the resources of a total 
treatment program. 

(C) accept the challenge of full treat- 
ment responsibility following diagnosis 
and detoxification. 

This involves investigation and 
evaluation of community resources for 
assistance in formulating a long-term 
recovery plan with the patient's 
participation. 

Recommended throughout the long- 
term rehabilitation process may be the 
valuable support of ANTABUSE® (disul- 
firam)...especially in patients who have 
the desire to stop drinking but lack the 
willpower. 

Under the deterrent protection of 
ANTABUSE, these alcoholic patients 
may have a better chance of taking 


advantage of the total treatment program. 


Antabuse’ 
(disulfiram) 


for help on the way back 


o The alcoholic patient's willingness to 
start on ANTABLSE can be a valid 
indicator of his motivation to come to 
grips with his addiction. 

o His abstinence from alcohol while on 
ANTABUSE is based on education — 

the patient's awareness of the highly 
discomforting reactions that can occur. 
Ingestion of even the slightest amount of 
alcohol can cause previously admin- 
istered ANTABUSE to block normal 
degradation of the alcohol. ..sharply 
increasing the concentration of acetal- 
dehyde in the blood by 5 to 10 times 

and triggering a most unpleasant 
experience * 

o His willingness to stay on ANTABUSE 
can be an expression of commitment 

to actively cooperate in a long-range 
total treatment program. 

*Note: The patient must be given a clear and detailed 
account of the effects of ingesting even a small amount 
of alcohol after he has taken ANTABUSE, and must 


be told that such effects may occur even up to 14 days 
after the last dose. 


Please see prescribing information on a3ext page. 
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Antabuse’ 
(disulfiram) 





for help on the way back 


BRIEF SUMMARY 
(For full prescribing information, see package 
circular.) 
ANTABUSE* BRAND OF DISULFIRAM 
IN ALCOHOLISM 
INDICATION 
ANTABUSE is an aid in the management of selected 
chronic alcoholic patients who want to remain in a 
state of enforced sobriety so that supportive and 
psychotherapeutic treatment may be applied to best 
advantage. (Used alone, without proper motivation 
and without supportive therapy, ANTABUSE is not a 
cure for alcoholism, and it :s unlikely that it will have 
more than a brief effect on the drinking pattern of 
the chronic alcoholic.) 
CONTRAINDICATIONS 

Patients who are receiving or have recently received 
metronidazole, paraldehyde, alcohol, or alcohol- 
containing preparations, e g., cough syrups, tonics 
and the like, should not be civen ANTABUSE. 

ANTABUSE is contraindicated in the presence of 
severe myocardial disease or coronary occlusion, 
psychoses, and hypersensitivity to disulfiram or to 
other thiuram derivatives used in pesticides and 
rubber vulcanization 

WARNINGS 


ANTABUSE should never be administered to a 
patient when he is in a state of alcohol intoxica- 
tion or without his full knowledge. 

The physician should instruct relatives 
accordingly. 


The patient must be fully informed of the 
ANTABUSE-alcohol reaction. He must be strongly 
cautioned against surreptitious drinking while taking 
the drug and he must be fully aware of possible con- 
sequences. He should be warned to avoid alcohol in 
disguised form, i.e., in sauces, vinegars, cough mix- 
tures, and even aftershave lotions and back rubs 
He should also be warned that reactions may occur 
with alcohol up to 14 days after ingesting 
ANTABUSE. 

The ANTABUSE-ALCOHOL REACTION 
ANTABUSE plus alcohol, even small amounts, pro- 
duces flushing, throbbing in head and neck, throb- 
bing headache, respiratory difficulty, nausea, 
copious vomiting, sweating, thirst, chest pain, 
palpitation, dyspnea, hyperventilation, tachycardia, 
hypotension, syncope, marked uneasiness, weak- 
ness, vertigo, blurred vision, and confusion. In 
severe reactions there may be respiratory depres- 
Sion, cardiovascular collapse, arrhythmias, myocar- 
dial infarction, acute congestive heart failure, 
unconsciousness, convulsions, and death 

The intensity of the reaction varies with each indi- 
vidual, but is generally proportional to the amounts 
of ANTABUSE and alcohol ingested. Mild reactions 
may occur in the sensitive individual when the blood 
alcohol concentration is ircreased to as little as 5 to 
10 mg per 100 ml. Symptoms are fully developed at 
50 mg per 100 ml and unconsciousness usually 
— when the blood alcohol level reaches 125 to 
150 mg. 

The duration of the reaction varies from 30 to 60 
minutes to several hours in the more severe cases, 
or as long as there is alcohol in the blood. 

DRUG INTERACTIONS: Disulfiram appears to 
decrease the rate at which certain drugs are metabo- 
lized and so may increase the blood levels and the 
posso of clinical toxicity of drugs given concom- 
itantly. 

DISULFIRAM SHOULD BE USED WITH 
CAUTION IN THOSE PATIENTS RECEIVING 
PHENYTOIN AND ITS CONGENERS, SINCE THE 
CONCOMITANT ADMINISTRATION OF THESE 
TWO DRUGS CAN LEAD TO PHENYTOIN INTOXI- 
CATION. PRIOR TOADMINISTERING DISULFIRAM 
TO A PATIENT ON PHENYTOIN THERAPY. A 
BASELINE PHENYTOIN SERUM LEVEL SHOULD 
BE OBTAINED. SUBSEQUENT TO INITIATION OF 
DISULFIRAM THERAPY, SERUM LEVELS ON 
PHENYTOIN SHOULD BE DETERMINED ON DIF- 
FERENT DAYS FOR EVIDENCE OF AN INCREASE 
OR FOR A CONTINUING RISE IN LEVELS. 
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INCREASED PHENYTOIN LEVELS SHOULD BE 
TREATED WITH APPROPRIATE DOSAGE 
ADJUSTMENT. 

It may be necessary to adjust the dosage of oral 
anticoagulants upon beginning or stopping disul- 
firam, since disulfiram may prolomg prothrombin 
time 

Patients taking isoniazid when disulfiram is given 
should be observed for the appearance of unsteady 
gait or marked changes in menta! status and the 
disulfiram discontinued if such signs appear 

In rats, simultaneous ingestion of disulfiram and 
nitrite in the diet for 78 weeks has been reported to 
cause tumors, and it has been suggested that disul- 
firam may react with nitrites in the rat stomach to 
form a nitrosamine which is tumorigenic. Disulfiram 
alone in the diet of rats did not lead to such tumors 
The relevance of this finding to hu mans is not 
known at this time 
CONCOMITANT CONDITIONS: 3ecause of the 
possibility of an accidental ANTABUSE-alcohol 
reaction, ANTABUSE (disulfiram. should be used 
with extreme caution in patients with any of the fol- 
lowing conditions: diabetes mellitus, hypothyroidism, 
epilepsy, cerebral damage, chronic and acute 
nephritis, hepatic cirrhosis or insufficiency. 

USAGE IN PREGNANCY: The safe use of this drug 
in pregnancy has not been established. Therefore, 
ANTABUSE should be used during pregnancy only 
when, in the judgment of the physician, the probable 
benefits outweigh the possible risks 

Patients with a history of rubber contact derma- 
titis should be evaluated for hypersensitivity to 
thiuram derivatives before receiving ANTABUSE 
(See Contraindications). 

PRECAUTIONS 
It is suggested that every patient under treatment 
Carry an Identification Card, statimg that he is 
receiving ANTABUSE and describing the symptoms 
most likely to occur as a result of the ANTABUSE- 
alcohol reaction. In addition, this card should indi- 
cate the physician or institution tc be contacted in 
emergency. (Cards may be obtained from Ayerst 
Laboratories upon request.) 

Alcoholism may accompany or be followed by 
dependence on narcotics or sedatives. Barbiturates 
have been administered concurrently with 
ANTABUSE without untoward efiects, but the possi- 
bility of initiating a new abuse should be considered. 

Baseline and follow-up transaminase tests (10-14 
days) are suggested to detect any hepatic dysfunc- 
tion that may result with ANTABUSE therapy. In 
addition, a complete blood count and a sequential 
multiple analysis-12 (SMA-12) test should be made 
every six months. 

Patients taking ANTABUSE Tablets should not be 
exposed to ethylene dibromide or its vapors. This 
precaution is based on preliminary results of animal 
research currently in progress wnich suggests a 
toxic interaction between inhalec ethylene dibro- 
mide and ingested disulfiram resulting in a higher 
incidence of tumors and mortality in rats. Correla- 
tion of this finding to humans, however, has not 
been demonstrated. 

ADVERSE REACTIONS 
(See Contraindications, Warnings, and Precautions.) 
OPTIC NEURITIS, PERIPHERAL NEURITIS AND 
POLYNEURITIS MAY OCCUR FOLLOWING AD- 
MINISTRATION OF ANTABUSE 

Occasional skin eruptions are. as a rule, readily 
controlled by concomitant administration of an anti- 
histaminic drug. 

In a small number of patients, a transient mild 
drowsiness, fatigability, impotence, headache, 
acneform eruptions, allergic dermatitis, or a metallic 
or garlic-like aftertaste may be experienced during 
the first two weeks of therapy. These complaints 
usually disappear spontaneously with the continua- 
tion of therapy or with reduced dosage. 

Psychotic reactions have beer noted, attributable 
in most cases to high dosage, ccmbined toxicity 
(with metronidazole or isoniazid], or to the unmask- 
ing of underlying psychoses in patients stressed by 
the withdrawal of alcohol 


One case of cholestatic hepatitis has been 
reported, but its relationship to ANTABUSE 
(disulfiram) has not been unequivocally established 

DOSAGE AND ADMINISTRATION 
ANTABUSE should never be administered until the 
patient has abstained from alcohol for at least 12 
hours 
INITIAL DOSAGE SCHEDULE: In the first phase of 
treatment, a maximum of 500 mg daily is given in a 
single dose for one to two weeks. Although usually 
taken in the morning, ANTABUSE may be taken on 
retiring by patients who experience a sedative effect. 
Alternatively, to minimize, or eliminate, the sedative 
effect, dosage may be adjusted downward 
MAINTENANCE REGIMEN: The average mainte- 
nance dose is 250 mg daily (range, 125 to 500 mg); 
it should not exceed 500 mg daily 
NOTE: Occasional patients, while seemingly on ade- 
quate maintenance doses of ANTABUSE., report 
that they are able to drink alcoholic beverages with 
impunity and without any symptomatology. All 
appearances to the contrary, such patients must be 
presumed to be disposing of their tablets in some 
manner without actually taking them. Until such 
patients have been observed reliably taking their 
daily ANTABUSE tablets (preferably crushed and 
well mixed with liquid), it cannot be concluded that 
ANTABUSE is ineffective 
DURATION OF THERAPY: The daily uninterrupted 
administration of ANTABUSE must be continued 
until the patient is fully recovered socially and a basis 
for permanent self-control is established. Depencing 
on the individual patient, maintenance therapy may 
be required for months or even years 
TRIAL WITH ALCOHOL: During ear'y experience 
with ANTABUSE, it was thought advisable for each 
patient to have at least one supervised alcohol-drug 
reaction. More recently, the test reaction has been 
largely abandoned. Furthermore, such a test reac- 
tion should never be administered to a patient over 
50 years of age. A clear, detailed, and convincing 
description of the reaction is felt to be sufficient in 
most cases. 

However, where a test reaction is deemed neces- 
sary, the ssw gaa procedure is as follows 

After the first one to two weeks therapy with 500 
mg daily, a drink of 15 ml (120z) of 100 proof 
whiskey or equivalent is taken slowly. This test dose 
of alcoholic beverage may be repeated once only so 
that the total dose does not exceed 30 ml (1 oz) cf 
whiskey. Once a reaction develops, no more alcohol 
should be consumed. Such tests should be carried 
out only when the patient is hospitalized, or compar- 
able supervision and facilities, including oxygen, 
are available. 

MANAGEMENT OF ANTABUSE-ALCOHOL REAC- 
TION: In severe reactions, whether caused by an 
excessive test dose or by the patient's unsupervised 
ingestion of alcohol, supportive measures to restore 
blood pressure and treat shock should be instituted. 
Other recommendations include: oxygen, carbogen 
(95 per cent oxygen and 5 per cent carbon dioxide), 
vitamin C intravenously in massive doses (1 g), and 
ephedrine sulfate. Antihistamines have also beer 
used intravenously. Potassium levels should be 
monitored particularly in patients on digitalis since 
hypokalemia has been reported. 

HOW SUPPLIED 
ANTABUSE — No. 809 — Each tablet (scored) con- 
tains 250 mg disulfiram, in bottles of 100. No. 810— 
Each tablet cone contains 500 mg disulfiram, in 
bottles of 50 and 1,000. 7925 
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Ayerst. AYERST LABORATORIES 


New York, NY 10017 


OUR ANALYSIS MAY BE JUST 
WHAT YOUR PATIENT NEEDS. 


OPTIMUM PATIENT REMISSION THROUGH BLOOD LEVEL 
DETERMINATION FOR ALL MAJOR PSYCHOACTIVE DRUGS. 


When it comes to psychoactive drug therapy, it’s 
important to know youi patient's exact therapeutic 
plasma level for each psychoactive drug in order to 
obtain optimum remission. 

This is where National Psychopharmacology 
Laboratory can be of real service to you... and 
your patients. 

Under the supervision of our Clinical Director 
H. Dekirmenjian, Ph.D., NPL uses methods specifi- 
cally designed to monitor therapeutic levels with the 
highest degree of accuracy, specificity and sensitivity. 

NPL can make these blood level determina- 
tions for all the major psychoactive drugs listed 
below, as well as many others. 

Regie eae ee eK SS i ey Ss Soe ee 

ANTIPSYCHOTICS ANTIANXIETY ANTIDEPRESSANTS 

Acetophenazine Chlordiazepoxide Amitriptyline” 

Butaperazine Clorazepate Clomipramine * 

Chlorpromazine as Desmethyldiazapam | Desmethylclomipramine 

Chlorprothixene Diazapam* Desipramine 

Fluphenazine- Oxazepam Desmethyldoxepin 
decanoate LITHIUM Doxepin* 

Fluphenazine .2HC1 Plasma Lithium Imipramine” 

Haloperidol RBC Lithium Nortriptyline 

Loxapine MHPG Protriptyline 

Mesoridazine )-methoxvy-4- OT HERS 

Perphenazine hydroxy-phenethylene 

Piperacetazine glycol 

Thioridazine 

Thiothixene *The secondary amines automatically assayed 

Trifluoperazine with no extra charge. 


With the analysis our tests provide, you can 
often reduce unwanted side effects while maintain- 
ing good remission levels. 

In most cases, test results are returned to you 
within twenty-four hours. 

For detailed information write National 
Psychopharmacology Laboratory, Inc., 9401 Park- 
west Boulevard, Knoxville, Tennessee 37923. 

Or phone 1-800-251-9492. 


NOL 


NATIONAL PSYCHOPHARMACOLOGY LABORATORY, INC. 
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in from research laboratories all over the world. 
We now have everything we need to save 


about half the people who get cancer. 
Please don't quit on us now. 


We're halfway there. 
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We want to cure cancer in your lifet 


This space contributed by the publisher asa public service. 


And there are promising reports coming 





Brief Summary of Prescribing information 


Indications and Usage: Symptomatic relief of anxiety, tension, agitation, irritability and 
insomnia associated with anxiety neuroses and transient situational disturbances; anxiety 
associated with depressive symptoms and as a treatment of symptoms of anxiety if such symp- 
toms are a significant feature of functional or organic disorders, particularly gastrointestinal or 
cardiovascular. 

Effectiveness in long-term use, i.e., more than 4 months, has not been assessed by system- 
atic clinical studies. Reassess periodically usefulness of the drug for the individual patient. 


Contraindications: Known sensitivity to benzodiazepines or acute narrow-angle glaucoma. 


Warnings: Not recommended in primary depressive disorders or psychoses: As with all CNS- 
acting drugs, warn patients on lorazepam not to operate machinery or motar vehicles, and of 
diminished tolerance for alcohol and other CNS depressants. i g 

Physical and Psychological Dependence: Withdrawal symptoms like those noted withebarbi- 
turates and alcohol have occurred following abrupt discontinuance of benzodiazepines 
(including convulsions, tremor, abdominal and muscle cramps, vomiting and sweatinc). Addic- 
tion-prone individuals, e.g. drug addicts and alcoholics, should be under areful surveillance 
when on benzodiazepines because of their predisposition to habituation and dependence. 
Withdrawal symptoms have also been reported following abrupt discontinuance of benzodi- 
azepines taken continuously at therapeutic levels for several months. 


Precautions: In depression accompanying anxiety, consider possibility tal suicide. 

For elderly or debilitated patients, initial daily dosage should not exceed 2mg to avoid over- 
sedation 

Terminate dosage gradually since abrupt withdrawal of any antianxiety agent may result in 
symptoms like those being treated: anxiety, agitation, irritability, tension, insomnia and occa- 
sional convulsions ' 

Observe usual precautions with impaired renal or hepatic function. 

Where gastrointestinal or cardiovascular disorders coexist with anxiety, note that lorazepam 
has not been shown of significant benefit in treating gastrointestinal or cardiovascular compo- 
nent 
Esophageal dilation occurred in rats treated with lorazepam tdr more than 1 year at 
6mg/kg/day. No effect dose was 1.25mg/kg/day (approximately 6 times the maximum human 
therapeutic dose of 10mg/day). Effect was reversible only when treatment was withdrawn within 
2 months of first observation. Clinical significance is unknown; but use of lorazepam for pro- 
longed periods and in geriatric patients requires caution and frequent monitoring for symptoms 
of upper G.I. disease . 

Safety and effectiveness in children under 12 years have not been established 


ESSENTIAL LABORATORY TESTS: Some patients have developed leukopenia; some have had 
elevations of LDH. As with other benzodiazepines, periodic blood counts and liver function tests 
are recommended during long-term therapy 


CLINICALLY SIGNIFICANT DRUG INTERACTIONS: Benzodiazepines produce CNS depressant 
effects when administered with such medications as barbiturates or alcohol. 


CARCINOGENESIS AND MUTAGENESIS: No evidence of carcihogenic potential emerged in 
rats during an 18-month study. No studies regarding mutagenesis have been performed. 


PREGNANCY: Reproductive studies were performed in mice, !tats, and 2 strains of rabbits. 
Occasional anomalies (reduction of tarsals, tibia, metatarsals, malrotated limbs, gastroschisis, 
malformed skull and microphthalmia) were seen in drug-treated rabbits without relationship to 
dosage. Although all these anomalies were not present in the concurrent control group, they 
have been reported to occur randomly in historical controls. At 40mg/kg and higher, there was 
evidence of fetal resorption and increased fetal loss in rabbits which was not seen at lower 
doses. Clinical significance of these findings is not known. However, increased risk of congeni- 
tal malformations associated with use of minor tranquilizers (chlordiazepoxide, diazepam and 
meprobamate) during first trimester of pregnancy has been suggested in several studies. 
Because use of these drugs is rarely a matter of urgency, use of lorazepam during this period 
should almost always be avoided. Possibility that a woman of child-bearing potential may be 
pregnant at institution of therapy should be considered. Advise patients if they become preg- 
nant to communicate with their physician about desirability of discontinuing the drug 

in humans. blood levels from umbilical cord blood indicate placental transfer of lorazepam 
and its glucuronide 
NURSING MOTHERS: It is not known if oral lorazepam is excreted in human milk like other 
benzodiazepines. As a general rule, nursing should not be undertaken while on a drug since 
many drugs are excreted in milk. 


Adverse Reactions, if they occur, are usually observed at beginning of therapy and generally 
disappear on continued medication or on decreasing dose. In a sample of about 3,500 anxious 
patients. most frequent adverse reaction is sedation (15.9%), followed by dizziness (6.9%), 
weakness (4.2%) and unsteadiness (3.4%). Less frequent are disorientation, depression, nau- 
sea, change in appetite, headache, sleep disturbance, agitation, dermatological symptoms, eye 
function disturbance, various gastrointestinal symptoms and autonomic manifestations. Inci- 
dence of sedation and unsteadiness increased with age. Small decreases in blood pressure 
have been noted but are not clinically significant, probably being related to relief of anxiety. 


Overdosage: |n management of overdosage with any drug, bear in mind that multiple agents 
may have been taken. Manifestations of overdosage include somnolence, confusion and coma. 
induce vomiting and/or undertake gastric lavage followed by general supportive care, monitor- 
ing of vital signs and close observation. Hypotension, though unlikely, usually may be controlled 
with Levarterenol Bitartrate Injection U.S.P Usefulness of dialysis has not been determined 


e Ativan'c 


OM(lorazepam) 
Anxie 


Dosage: Individualize for maximum beneficial effects. Increase dose 
gradually when needed, giving higher evening dose before increasing 
daytime doses. Anxiety, usually 2-3mg/day given b.i.d. or t.i.d.; dosage 
may vary from 1 to 10mg/day in divided doses. For elderly or debili- 
tated, initially 1-2mg/day; insomnia due to anxiety or transient situa- 
tional stress, 2-4mg h.s. 


How Supplied: 0.5, 1.0 and 2.0mg tablets. 






Wyeth Laboratories 


Philadelphia, PA 19101 
Copyright € 1979, Wyeth Laboratories 
Div. of AHPC, N Y., N Y. All rights reserved 
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= You know what to expect from | 
antidepressant therapy 





You know that it generally takes two or 
three weeks for tricyclic therapy to begin 
working in depression...and that some 
side effects may be encountered. But, in 
all likelihood, your patient doesn’t. 


To lessen the time you spend in explana- 
tion and to increase patient compliance, 
we prepared a special patient information 
booklet. Entitled “COMING BACK FROM DEPRES- 
sion,” this booklet offers encouragement 
to depressed patients, helps you explain 
the basic facts about depression and 
outlines some of the things to be expected 
during therapy, the good and the bad. 


You can get a supply of this carefully 
written booklet simply by asking your 
Squibb Representative. And you can save 
your patients significant amounts of 
money by specifying Amitid on all your 
amitriptyline prescriptions. 


Amitid — a high quality, low cost 
amitriptyline from Squibb — is available 
in five separate strengths, and is bio- 
equivalent to the leading brand of amitrip- 
tyline. Amitid offers all the known 
clinical advantages of amitriptyline — 
relieving a wide range of depression- 


" .. DUt does your patient? 





associated symptoms. Yet Amitid is priced 
considerably lower than other leading 
brands;* bringing savings that should help 
ease the burden of depression for patients 
...]ust a little bit more! 


* Based on manufacturers! published prices as cf November, 1979. 


“DEPRESSION 





ss Amitid 
Amitriptyline Hydrochloride Tablets USP 


lowers the cost, not the quality, of antidepressant therapy 


Please see following page for brief summary. 
SQUIBB” 
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‘Amitid | Amitriptyline Hydrochloride Tablets USP) 





DESCRIPTION: Amitriptyline hydrochloride is a dibenzocycloheptadiene THE AMERICAN 

: Amitriptyline hydrochloride is a dibenz 

derivative available for oral administration as FILMLOK® tablets PSYCHIATRIC ASSOCIATION 
(FILMLOK is a Squibb trademark for veneer-coated tablets). PRESENTS 





INDICATIONS: For relief of symptoms of depression. Endogenous depres- 
sion is more likely to be alleviated than are other depressive states. 


CONTRAINDICATIONS: Contraindicated in patients with a history of 


hypersensitivity to amitriptyline. Do not administer concomitantly with a e ° 
monoamine oxidase (MAO) inhibitor since hyperpyretic crises, severe convul- = e 


sions, and deaths occurred when tricyclic antidepressants and MAO inhibitors 


were administered simultaneously. When an MAO inhibitor is to be replaced g 
by amitriptyline, allow 14 days to elapse after discontinuation of the former A NEW LOOK AT 
and then initiate amitriptyline cautiously and gradually increase dosage until 

optimum response is achieved. Amitriptyline is not recommended for use 

during the acute recovery phase following myocardial infarction. PSYCHI AT RIC 
WARNINGS: Amitriptyline may block antihypertensive action of gua- 

nethidine or similarly acting drugs. Use with caution in patients with history 

of seizures and (because of atropine-like action of amitriptyline) in patients 

with history of narrow-angle glaucoma (even average doses may precipitate an 

attack), increased intraocular pressure, or urinary retention. Closely watch 
patients with cardiovascular disorders since, in addition to having caused 
myocardial infarction and stroke, tricyclic antidepressants (including amitrip- 


tyline) particularly with high dosage have been reported to produce arrhyth- A LEADING FACULTY TEACHES: 


mias, sinus tachycardia, and prolongation of conduction time. Close supervi- : . : 
sion is required when amitriptyline is given to hyperthyroid patients or those @ New approaches to diagnosis using DSM-III 


on thyroid medication. Amitriptyline may impair mental and/or physical BI Characteristics of each DSM-III diagnostic class 


abilities required for performance of hazardous tasks such as operating Di à tenia f h :onifi discord i 
machinery or driving a motor vehicle. Bear in mind that in patients who may B Diagnostic criteria tor the most significant disorders in 














use alcohol excessively the potentiation may increase the danger inherent in each class: Affective Disorders * Schizophrenia * Neurotic 
any suicide attempt or overdosage. Disorders * Personality Disorders * Child Psychiatry 
Usage in Pregnancy: Safe use during pregnancy and lactation has not been B Principles used in establishing psychiatric diagnoses 


established; therefore, in administering the drug to pregnant patients, nursing 
mothers, or women who may become pregnant, weigh the possible benefits 
against the possible hazards to the mother and child. Animal reproduction 


B How to translate DSM-II into DSM-III 


studies have been inconclusive, and clinical experience has been limited. The format includes: lectures, workshops, clinical case 

Usage in Children: At the present time, not recommended for patients under simulations, and learning and self-assessment exercises 

12 years of age because of lack of experience with use in children. related to the case presentations. 

PRECAUTIONS: Schizophrenic patients may develop increased symptoms of 

psychosis; patients with paranoid symptomatology may have an exaggeration FEBRUARY 22-23, 1980 — HYATT REGENCY HOTEL 

of such symptoms; manic depressive patients may experience a shift to the HOUSTON, TEXAS 

manic phase. In these circumstances the dose of amitriptyline may be reduced 

or a major tranquilizer may be administered concurrently. This program is supported by an educational grant from 
Closely supervise and carefully adjust dosage in concomitant use with anti- Roche Laboratories. 

cholinergic or sympathomimetic drugs, including combination of epinephrine 

and local anesthetics. Paralytic ileus may occur with concomitant use of FOR ADDITIONAL INFORMATION CONTACT: 

tricyclic antidepressants and anticholinergic-type drugs. Caution is advised if Ms. Bobbi Taylor Or 

used concurrently with large doses of ethchlorvynol since transient delirium APA Symposia Office: AV/MD Ms. Anne Kienzle 

has been reported when one gram of that drug and 75 to 150 mg of amitrip- (800) 221-4468 (outside New York American Psychiatric 

tyline HCl were administered. Amitriptyline may enhance response to alcohol S 2 

and the effects of barbiturates and other CNS depressants. The possibility of tate) Association 

suicide in depressed patients remains during treatment and until significant (212) 421-6900 (New York State (202) 797-4973 

remission occurs. Potentially suicidal patients should not have easy access to only) 

large quantities of the drug. Prescriptions should be written for the smallest 

amount feasible. Limit concurrent administration of this drug and elec- As an organization accredited for CME, the APA designates 

troshock therapy to patients for whom it is essential since the hazards that this CME activity meets the criteria for 7 credit hours in 

associated with such therapy may be increased. Discontinue this drug, when C 1 of the PRA of the AMA d the CME à 

possible, several days before elective surgery. Both elevation and lowering of ategory | of the of the , and the requirements 

blood sugar levels have been reported. Use amitriptyline with caution in of the APA. 


presence of impaired liver function. 


ADVERSE REACTIONS: NOTE: A few of the adverse reactions listed below 
have not been reported with this specific drug, but each of the reactions REGISTRATION FORM FOR APA SYMPOSIUM 


should be considered when administering amitriptyline because of pharma- 


Waa nea 7 


cological similarities among tricyclic antidepressants. DSM-III: 
Cardiovascular: Hypotension, hypertension, tachycardia, palpitation, A NEW LOOK AT PSYCHIATRIC 
myocardial infarction, arrhythmias, heart block, and stroke. CNS and DIAGNOSIS 


Neuromuscular: Confusional states; disturbed concentration; disorientation; 
delusions; hallucinations; excitement; anxiety; restlessness; insomnia; 
nightmares; numbness; tingling, and paresthesias of the extremities; 
peripheral neuropathy; incoordination; ataxia; tremors; seizures; alteration in 
EEG patterns; extrapyramidal symptoms; tinnitus; and syndrome of inappro- 
priate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth, 
blurred vision, disturbance of accommodation, increased intraocular 
pressure, constipation, paralytic ileus, urinary retention, and dilatation of the 
urinary tract. Allergic: Skin rash, urticaria, photosensitization, and edema of 
face and tongue. Hematologic: Bone marrow depression including 
agranulocytosis, leukopenia, eosinophilia, purpura, and thrombocytopenia. 
Gastrointestinal: Nausea, epigastric distress, vomiting, anorexia, stomatitis, 
peculiar taste, diarrhea, parotid swelling, and black tongue. Rarely hepatitis 
(including altered liver function and jaundice). Endocrine: Testicular swelling 
and gynecomastia in the male, breast enlargement and galactorrhea in the 
female, increased or decreased libido, and elevation and lowering of blood 
sugar levels. Other: Dizziness, weakness, fatigue, headache, weight gain or 
loss, increased perspiration, urinary frequency, mydriasis, drowsiness, and 


I will attend the symposium in: 
O Houston, February 22-23, 1980 


MAKE CHECK PAYABLE TO: 
DSM-III: A New Look At Psychiatric Diagnosis 


Send $50.00 registration fee and this form to: 


APA Symposia Office: AV/MD 
850 Third Avenue 11th floor 
New York, New York 10022 


Full refund, less a $15.00 administrative fee will be made if 
WRITTEN notice of cancellation is received 12 days prior to the 
symposium. We are sorry we cannot accept telephone 
cancellations. 


alopecia. Withdrawal Symptoms: Abrupt cessation of treatment after pro- Name Title 
longed administration may produce nausea, headache, and malaise. These are 
not indicative of addiction. Address 





For full prescribing information, consult package insert. 


HOW SUPPLIED: Available for oral administration in tablets providing 10, 
25, 50, 75, and 100 mg amitriptyline hydrochloride. The 10, 25, and 50 mg 
tablets are available in bottles of 100 and 1000. The 75 and 100 mg tablets are 
available in bottles of 100. 


City State Zip 
Phone(  ) 
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Increase your professional library— 
order APA's three most recent 
Task Force Reports now 


` Electroconvulsive Therapy, Task Force Report 14 


Prepared by the APA Task Force on Electroconvulsive Therapy; Fred Frankel M.D., Chair- 
person 


This new report presents a comprehensive study of one of the most controversial issues in psychiatry 
today. The efficacy of ECT for affective disorders, schizophrenia, and for other mental illnesses is dis- 
cussed, as are its adverse effects. Chapters included contain information on the social, ethical, and 
legal aspects of ECT; the methods of its administration and the training and education which the use 
of it requires; and its physiological and biochemical concomitants. Possible future research is also 
discussed. 


The History of American Psychiatry: 
A Teaching and Research Guide, Task Force Report 15 


Prepared by the APA Committee on History, Library, and Museum; Daniel Blain, M.D. and 
Michael Barton, Ph.D. 


This report presents a compilation of reading and resource materials related to the history of the 
science of psychiatry and the learning and teaching of its historic development. Attention is given to 
the actions of citizens, professionals and government which have affected this historical development, 
and a chronology of psychiatry (primarily in the United States) is included. 


Relating Environment to Mental Health and lliness: 
The Ecopsychiatric Base, Task Force Report 16 


Prepared by the APA Task Force on the Ecopsychiatric Data Base; Jay T. Shurley, M.D.. 
Chairperson 


This report details the work of the Task Force in giving a conceptual framework to the linkage of en- 
vironment with mental health and illness. A comprehensive bibliography, sections of which are an- 
notated, is given. 


Send coupon to: 
Publication Sales Department 
American Psychiatric Association 
1700 18th St. N.W., Washington, D.C. 20009 
Please send me: 1 copies of Task Force Report 14, order #228, @ $7.50 ea. 
— — — Copies of Task Force Report 15, order #146, @ $4.00 ea. 
copies of Task Force Report 16, order #147, @ $4.00 ea. 


ENCLOSED IS TOTAL PAYMENT OF $ 


(All domestic orders amounting to $35.00 or less must be accompanied by payment. 
All foreign orders, regardless of dollar amount, must be accompanied by payment.) 


Name 
Address 
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maintenance therapy 


d 2 
300 mg scored tablets 


brand of 


lithium carbonate 


In manic-depressive patients with a history of mania, 'Eskalith' 
e prevents or diminishes the intensity of future episodes 

e can increase the intervals between episodes 

e helps patients function within normal limits 





Before prescribing, see complete prescribing information in SK&F above 3.0 mEq./1. may produce a complex clinical picture, irvolving 
literature or PDR. The following is a brief summary. multiple organs and systems. Serum levels should not exceed 2.0 
mEq./1. during acute phase. 

The following reactions appear to be related to serum lithium levels, 
including levels within the therapeutic range: Newromusculas—tremor, 
muscle hyperirritability (fasciculations, twitching, clonic movements of 
whole limbs), ataxia, choreo-athetotic movements, hyperactive deep 
tendon reflex; Central Nervous System—blackout spells, epileptiform 
seizures, slurred speech, dizziness, vertigo, incontinence of urine or 
feces, somnolence, psychomotor retardation, restlessness, co?fusion, 
stupor, coma; Cardiovascular—cardiac arrhythmia, hypotension, 
peripheral circulatory collapse; Gastrointestinal—anorexia, nausea, 
vomiting, diarrhea; Genitourinary—albuminuria, oliguria, polyuria, 
glycosuria; Dermatologic—drying and thinning of hair, alopecia, 
anesthesia of skin, chronic folliculitis, exacerbation of psoriasis, 


WARNING 
Lithium toxicity is closely related to serum lithium levels, and 
can occur at doses close to therapeutic levels. Facilities for 


prompt and accurate serum lithium determinations should be 
available before initiating therapy. 





INDICATIONS: Treatment of manic episodes of manic-depressive 
illness. Maintenance therapy prevents or diminishes the intensity 

of subsequent episodes in manic-depressive patients with a history 

of mania. 

WARNINGS: Lithium should generally not be given to patients with 
significant renal or cardiovascular disease, severe debilitation or 


dehydration, sodium depletion, or to patients receiving diuretics, xerosis cutis; Autonomic—blurred vision, dry mouth; Thyreid 

Lithium may prolong the effects of neuromuscular blocking agents. Abnormalities—euthyroid goiter and/or hypothyroidism (ine!uding 
Such agents should be given with caution to patients receiving lithium. myxedema) with lower T3 and Ts. I?! uptake may be elevated: rare 
Lithium therapy has been reported in some cases to be associated with cases of hyperthyroidism; EEG Changes—diffuse slowing, widening of 
morphologic changes in the kidneys. The relationship between such the frequency spectrum, potentiation and disorganization of background 
changes and renal function has not been established. rhythm; EKG Changes—reversible flattening, isoelectricity er inversion 
Caution patient and family to watch for diarrhea, vomiting, tremor, mild of T-waves; Miscellaneous—fatigue, lethargy, transient scotemata, 
ataxia, drowsiness, or muscular weakness as signs of lithium toxicity, dehydration, weight loss, tendency to sleep. 

and to discontinue therapy and contact a physician should they occur. Reactions unrelated to dosage include: transient EEG and EKG 
Patients receiving combined therapy with lithium and an antipsychotic changes, leukocytosis, headache, diffuse nontoxic goiter with or without 
should be monitored closely for early evidence of neurologic toxicity hypothyroidism, transient hyperglycemia. generalized pruritus with or 
and treatment discontinued promptly if such signs appear. Caution without rash, cutaneous ulcers, albuminuria, worsening of organic brain 
patients about activities requiring alertness (e.g., operating vehicles syndromes, excessive weight gain, edematous swelling of ank.es or 

or machinery). wrists, thirst or polyuria, sometimes resembling diabetes insip:dus, and 
Lithium should not be used in pregnancy, especially during the first metallic taste. A single case of a syndrome resembling Raynaud's has 
trimester, unless potential benefits outweigh possible hazards. Except in been reported. 

rare and unusual circumstances, nursing should not be undertaken while HOW SUPPLIED: 300 mg. capsules in bottles of 100. 

a patient is on lithium therapy, since lithium is excreted in human milk. 300 mg. scored tablets in bottles of 100. 

Not recommended for children under 12. 


Smith Kline &French Laboratories 
PRECAUTIONS: Lithium tolerance is greater during the acute manic LS PA L j 


phase and decreases when manic symptoms subside. 


Lithium therapy may lead to sodium depletion. Normal diet (including 
salt) and adequate fluid intake (2500-3000 ml.) must be maintained, at 
least during initial stabilization period. Protracted sweating or diarrhea 
can decrease tolerance; in such cases, administer supplemental 

fluid and salt. 

Sweating, diarrhea, and concomitant infection with elevated 
temperatures may require temporary reduction or cessation of dosage. 


Where hypothyroidism exists, thyroid function should be monitored 
during lithium stabilization and maintenance; where hypothyroidism 
occurs during stabilization and maintenance, supplemental thyroid 
treatment may be used. 


ADVERSE REACTIONS: Mild to moderate toxic reactions may occur 
at serum lithium levels from 1.5 to 2.5 mEq./1., and moderate to severe 
reactions at levels from 2.0 to 2.5 mEq./1. Fine hand tremor, polyuria, 
and mild thirst may occur during initial therapy and persist. Transient 
and mild nausea and general discomfort may also appear during initial 
therapy. These effects usually subside with continued treatment or 
temporary reduction or cessation of dosage. If persistent, discontinue 
dosage. Diarrhea, vomiting, drowsiness, muscular weakness, and lack 
of coordination may be early signs of toxicity and may occur at levels 
below 2.0 mEq./1. At higher levels, ataxia, giddiness, tinnitus, blurred 
vision. and a large output of dilute urine mav be seen. Serum levels 








In marked agitation with depression 
symptomatic relief may make the patient 
more accessible and responsive. 


Rapid relief of marked agitation in many patients 

The tranquilizer component alleviates symptoms of agitation and anxiety within a few days, 
without apparent dulling of mental acuity. Hypnotic effects from the tranquilizer component 
appear to be minimal, particularly in patients permitted to remain active. However, TRIAVIL 
may impair mental and/or physical abilities required for performance of hazardous tasks. 


Highly effective antidepressant action 

The antidepressant component relieves symptoms of depression such as poor concentration 
and feelings of hopelessness as well as early morning awakening; adequate relief of symptoms 
may take a few weeks or even longer. 


Helps break barriers to psychotherapy 
As symptoms are relieved, many patients often communicate more effectively, become more 
cooperat ve, and are able to return to normal daily activities. 


More prescribing convenience 

There are now five tablet strengths of TRIAVIL for ease of dosage adjustment. For man 
patients with agitation and depression, you can now initiate therapy with one TRIAVIL" 4-50, 
containing 4 mg perphenazine and 50 mg amitriptyline HCI, b.i.d. The regimen is simple, 
economical, and may well enhance patient compliance. 


Treatment with TRIAVIL— a balanced view: 
TRIAVIL is contraindicated in CNS depression from drugs, in the presence of evidence of 
bone marrow depression, and in patients hypersensitive to phenothiazines or amitriptyline. 
It should not be used during the acute recovery phase following myocardial infarction or 

in patients who have received an MAOI within two weeks. Patients with cardiovascular 
disorders should be watched closely. Not recommended in children or during pregnancy 
TRIAVIL may impair mental and/or physical abilities required for performance of hazardous 
tasks and may enhance the response to alcohol. Antiemetic effect may obscure toxicity 
due to overdosage of other drugs or mask other disorders. The possibility of suicide in 
depressed patients remains until significant remission occurs. Such patients should not 
have access to large quantities of the drug. Hospitalize as soon as possible any patient 
suspected of having taken an overdose. 





agitation with depression «S40. i 


Triavil 


containing perphenazine and amitriptyline HCI € 
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MSD 
MERCK 


SHARP: 
DOHME 


Copyright © 1979 by Merck & Co.. inc Please see following page for a brief summary of prescribing information. 
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More dosage strengths 
than any other formulation containing 
a tranquilizer and an antidepressant 


Triávil 


containing perphenazine and amitriptyline HCI 





Available: 

TRIAVIL* 2-25: Each tablet contains 

2 mg perphenazine and 25 mg amitriptyline HCI. 
TRIAVIL* 2-10: Each tablet contains 

2 mg perphenazine and 10 mg amitriptyline HCI. 
TRIAVIL* 4-50: Each tablet contains 

4 mg perphenazine and 50 mg amitriptyline HCI. 
TRIAVIL* 4-25: Each tablet contains 

4 mg perphenazine and 25 mg amitriptyline HCI. 
TRIAVIL* 4-10: Each tablet contains 

4 mg perphenazine and 10 mg amitriptyline HCI. 


CONTRAINDICATIONS: Central nervous system depression from drugs (bar- 
biturates, alcohol, narcotics, analgesics, antihistamines); evidence of bone mar- 
row depression; known hypersensitivity to phenothiazines or amitriptyline. Should 
not be given concomitantly with a monoamine oxidase inhibitor since hyperpyretic 
crises, severe convulsions, and deaths have occurred from such combinations. 
When used to replace a monoamine oxidase inhibitor, allow a minimum of 14 days 
to elapse before initiating therapy with TRIAVIL. Therapy should then be initiated 
Cautiously with gradual increase in dosage until optimum response is achieved. 
Not recommended for use during acute recovery phase following myocardial 
infarction. 

WARNINGS: TRIAVIL should not be given concomitantly with guanethidine or 
similarly acting compounds since TRIAVIL may block the antihypertensive action 
of such compounds. Use cautiously in patients with history of urinary retention, 
angle-closure glaucoma, increased intraocular pressure, or convulsive disorders. 
Dosage of anticonvulsive agents may have to be increased. In patients with 
angle-closure glaucoma, even average doses may precipitate an attack. Patients 
with cardiovascular disorders should be watched closely. Tricyclic antidepres- 
sants, including amitriptyline HCI, have been reported to produce arrhythmias, 
sinus tachycardia, and prolongation of conduction time, particularly in high doses. 
Myocardial infarction and stroke have been reported with tricyclic antidepressant 
drugs. Close supervision is required for hyperthyroid patients or those receiving 
thyroid medication. May impair mental and/or physical abilities required for 
performance of hazardous tasks, such as operating machinery or driving a motor 
vehicle. In patients who use alcohol excessively, potentiation may increase the 
danger inherent in any suicide attempt or overdosage. Not recommended in 
children or during pregnancy. 

PRECAUTIONS: Suicide is a possibility in depressed patients and may remain 
until significant remission occurs. Such patients should not have access to large 
quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use with caution in patients 
who have previously exhibited severe adverse reactions to other phenothiazines. 
Likelihood of some untoward actions is greater with high doses. Closely supervise 
with any dosage. The antiemetic effect of perphenazine may obscure signs of 
toxicity due to overdosage of other drugs or make more difficult the diagnosis of 
disorders such as brain tumor or intestinal obstruction. A significant, not otherwise 
explained, rise in body temperature may suggest individual intolerance to 
perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed, as its action is 

blocked and partially reversed by perphenazine. Phenothiazines may potentiate 
the action of central nervous system depressants (opiates, analgesics, antihis- 
tamines, barbiturates, alcohol) and atropine. In concurrent therapy with any of 
these, TRIAVIL should be given in reduced dosage. May also potentiate the action 
of heat and phosphorous insecticides. There is sufficient experimental evidence to 
conclude that chronic acministration of antipsychotic drugs which increase 
prolactin secretion has the potential to induce mammary neoplasms in rodents 
under the appropriate conditions. There are recognized differences in the 
physiological role of prolactin between rodents and humans. Since there are, at 
present, no adequate epidemiological studies, the relevance to human mammary 
cancer risk from prolonged exposure to perphenazine and other antipsychotic 
drugs is not known. 
Amitriptyline: |n manic-depressive psychosis, depressed patients may experi- 
ence a shift toward the manic phase if they are treated with an antidepressant. 
Patients with paranoid symptomatology may have an exaggeration of such 
symptoms. The tranquilizing effect of TRIAVIL seems to reduce the likelihood of this 
effect. When amitriptyline HCI is given with anticholinergic agents or sympatho- 
mimetic drugs, including epinephrine combined with local anesthetics, close 
supervision and careful adjustment of dosages are required. Paralytic ileus may 
occur in patients taking tricyclic antidepressants in combination with anticholiner- 
gic-type drugs. 
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Caution is advised if patients receive large doses of ethchlorvynol concurrently. 
Transient delirium has been reported in patients who were treated with 1 g of 
ethchlorvynol and 75-150 mg of amitriptyline HCI. 

Amitriptyline HCI may enhance the response to alcohol and the effects of 
barbiturates and other CNS depressants. 


e 
Concurrent administration of amitriptyline HCI and electroshock therapy may 


increase the hazards associated with such therapy. Such treatment should 
limited to patients for whom it is essential. Discontinue several days before elective 
surgery if possible. Elevation and lowering of blood sugar levels have both begn 
reported. Use with caution in patients with impaired liver function. 


ADVERSE REACTIONS: Similar to those reported with either constituent alone. 

azine: Extrapyramidal symptoms (opisthotonus, oculogyric crisis, 
hyperreflexia, dystonia, akathisia, acute dyskinesia, ataxia, parkinsonim) have 
been reported and can usually be controlled by the concomitant use of effective 
antiparkinsonian drugs and/or by reduction in dosage, but sometimes persist after 
discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term therapy or may 
occur after drug therapy with phenothiazines and related agents has been 
discontinued. The risk appears to be greater in elderly patients on high-dose 
therapy, especially females. Symptoms are persistent and in some patients appear 
to be irreversible. The syndrome is characterized by rhythmical involuntary 
movements of the tongue, face, mouth, or jaw. Involuntary movements of the 
extremities sometimes occur. There is no known treatment for tardive dyskinesia; 
antiparkinsonism agents usually do not alleviate the symptoms. It is advised that all 
antipsychotic agents be discontinued if the above symptoms appear. If treatment is 
reinstituted, or dosage of the particular drug increased, or another drug substi- 
tuted, the syndrome may be masked. Fine vermicular movements of the tongue 
may be an early sign of the syndrome. The full-blown syndrome may not develop 
if medication is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, erythema, 
urticaria, eczema, up to exfoliative dermatitis); other allergic reactions (asthma, 
laryngeal edema, angioneurotic edema, anaphylactoid reactions); peripheral 
edema; reversed epinephrine effect; hyperglycemia; endocrine disturbances 
(lactation, galactorrhea, gynecomastia, disturbances of menstrual cycle); altered 
cerebrospinal fluid proteins; paradoxical excitement; hypertension, hypotension, 
tachycardia, and ECG abnormalities (quinidine-like effect); reactivation of psy- 
chotic processes; catatonic-like states; autonomic reactions, such as dry mouth 
or salivation, headache, anorexia, nausea, vomiting, constipation, obstipation, 
urinary frequency or incontinence, blurred vision, nasal congestion, and a change 
in pulse rate; other adverse reactions reported with various phenothiazine 
compounds, but not with perphenazine, include grand mal convulsions, cerebral 
edema, polyphagia, pigmentary retinopathy, photophobia, skin pigmentation, and 
failure of ejaculation. 

The phenothiazine compounds have produced blood dyscrasias (pancyto- 
penia, thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophilia); 
and liver damage (jaundice, biliary stasis). 

Pigmentation of the cornea and lens has been reported to occur after long-term 
administration of some phenothiazines. Although it has not been reported in 
patients receiving TRIAVIL, the possibility that it might occur should be considered. 

Hypnotic effects, lassitude, muscle weakness, and mild insomnia have also 
been reported. 

Amitriptyline: Note: Listing includes a few reactions not reported for this drug, but 
which have occurred with other pharmacologically similar tricyclic antidepressant 
drugs and must be considered when amitriptyline is administered. Cardiovascu- 
lar: Hypotension; hypertension; tachycardia; palpitation; myocardial infarction; 
arrhythmias; heart block; stroke. CNS and Neuromuscular: Confusional states; 
disturbed concentration; disorientation; delusions; hallucinations; excitement; 
anxiety; restlessness; insomnia; nightmares; numbness, tingling, and paresthesias 
of the extremities; peripheral neuropathy; incoordination; ataxia; tremors; sei- 
zures; alteration in EEG patterns; extrapyramidal symptoms; tinnitus; syndrome of 
inappropriate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth; 
blurred vision; disturbance of accommodation; increased intraocular pressure; 
constipation; paralytic ileus; urinary retention; dilatation of urinary tract. Allergic: 
Skin rash; urticaria; photosensitization; edema of face and tongue. Hematologic: 
Bone marrow depression including agranulocytosis; leukopenia; eosinophilia: 
purpura; thrombocytopenia. Gastrointestinal: Nausea; epigastric distress; vomit- 
ing; anorexia; stomatitis; peculiar taste; diarrhea; parotid swelling; black tongue. 
Rarely hepatitis (including altered liver function and jaundice). Endocrine: Testic- 
ular swelling and gynecomastia in the male; breast enlargement and galactorrhea 
in the female; increased or decreased libido; elevated or lowered blood sugar 
levels. Other: Dizziness, weakness; fatigue; headache; weight gain or loss; 
increased perspiration; urinary frequency; mydriasis; drowsiness; alopecia. With- 
drawal Symptoms: Abrupt cessation after prolonged administration may produce 
nausea, headache, and malaise. These are not indicative of addiction. 

OVERDOSAGE: All patients suspected of having taken an overdosage should be 
admitted to a hospital as soon as possible. Treatment is symptomatic and 
supportive. However, the intravenous administration of 1-3 mg of physostigmine 
salicylate is reported to reverse the symptoms of tricyclic antidepressant poison- 
ing. Because physostigmine is rapidly metabolized, the dosage of physostigmine 
should be repeated as required particularly if life-threatening signs such as 
arrhythmias, convulsions, and deep coma recur or persist after the initial dosage of 
physostigmine. On this basis, in severe overdosage with perphenazine-amitrip- 
tyline combinations, symptomatic treatment of central anticholinergic effects with 
physostigmine salicylate should be considered. J8TR32 (DC6613215) 
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For more detailed information, consult your MSD Representative 
or see full Prescribing Information. Merck Sharp & Dohme, Division 
of Merck & Co., INC., West Point, Pa. 19486. 
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SURVEY OF PSYCHIATRY 


Presented 

at the American Psychiatric Association 
1979 Annual meeting 

by McLean Hospital 


Course Director: 

Shervert H. Frazier, MD 
Psychiatrist-in-Chief, McLean Hospital 
Professor of Psychiatry 

Harvarc Medical School 


A 16-hour review of the major areas of psychiatric 
theory, practice, and research. This course— 
presented by McLean Hospital at the APA 1979 
Annual Meeting —is now available as a convenient 
self-study course. The SURVEY OF PSYCHIATRY 
course provides a unique source of information, 
and offers an excellent opportunity for reinforcing 
previous learning and for updating current concepts 
in psychiatry, and may assist in preparing for 
certifying exams such as the American Board of 
Psychiatry and Neurology. 


Course components: 


= 14 original lectures recorded live and duplicated on 


audiocassettes 


Order Form 


Survey of Psychiatry 


Presented by McLean Hospital 
at the American Psychiatric Association 
1979 Annual Meeting 


Registration Fee: $100.00 
Orders outside the U.S.: $150.00 U.S.dollars only 


Name 
TInstitution 
Street 
City 
EN Mu ueris di 





# A study guide illustrated with tables, chars, and 
graphs; plus additional references for further study 

ma A test section and computerized answer sheet 
with self-addressed mailing envelope (for 
registrants desiring APA/AMA Category 1 credits) 


To obtain Category 1 credits, registrants must return 
the answer sheet for scoring. A certificate of 
Category 1 credits, the scored test, and a rraster 
answer sheet will then be issued. 


All components are packaged in a handsome, 
custom-designed case for easy portability and library 
storage. 


Credit Statement: 

As an institution accredited for continuing medical education, 
the American Psychiatric Association certifies that this 
continuing medical education offering meets the criteria for up 
to 16 credit hours in Category 1 of the Physician's Recognition 
Award of the American Medical Association providec it is used 
and completed as designed. 


Prices include postage and handling 


tlf paid by institution, please attach your purchase order. 
*NY State residents please add sales tax. 


Please make checks or money orders payable to: 


SURVEY OF PSYCHIATRY 
P.O. Box 516 Wyckoff Station 
Brooklyn, NY 11237 


AV/MD Educational Programs may be tax deductible. 
The COURSE will be available for delivery in the 
Fall of 1979. 
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BUT IT ALMOST ALWAYS STANE 


A focus on this somatic complaint may hinder 
exploration into underlying psychopathology’ 
Patients with insomnia often find it difficult to express and/or 
control their aggressive feelings. Sleep is seen as a loss of control and 

remaining awake helps alleviate this fear. Such patients frequently 
tend to focus on their insomnia, rejecting or denying the possibility 
of existing psychopathology. 

Psychotherapy, therefore, may be made more 
productive by the addition of a sleep medication 
for the insomnia. 


T. 
F Rx 
Ne 
a 5 
. ae C 
s ~~ 
D » 
at. 
f LT 
: ae 
Mos A. 
"tw 
TON ON 
LN NC 
> c5 n 
^n. 
T 
P. 
-a r 
TOR. 
ud S, 


é 
r 
M 
N 
< 
Aw 
A 
v 
x 
-y 
ay 
Sf ue 
fo, * 
>. 
x 
Phe 
CS 
7 


KBT ALS 
^» 1 97 CL 


ar 


For relief of insomnia, 

sleep laboratory studies have proven 
Dalmane"(flurazepamHCl/Roche) effective for 
just one night and effective through at least 
28 consecutive nights of administration. 


Results of six separate sleep laboratory studies have shown that Dalmane was 
significantly effective in improving sleep induction and maintenance during short, 
intermediate and longer-term use? Although the prolonged administration 
of Dalmane is seldom necessary, prolonged use should be accompanied by the 
appropriate patient evaluations, such as periodic blood counts and liver 
and kidney function tests. 


A double-blind study has proven Dalmane (fluyrazepam HC /Roche) 
effective for psychiatric patients with insomnia’ 
Forty-nine hospitalized male patients received either Dalmane or placebo. 
Compared to placebo, Dalmane reduced the time needed to fall asleep, reduced 
the number of awakenings and increased total sleep time? 
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WHEN YOU DECIDE A SLEEP 
MEDICATION IS INDICATED 
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flurazepamHCl/Roch 


30-MG AND 15-MG CAPSULES 


MORE PROVEN NIGHTS OF EFFICACY 
THAN ANY OTHER MEDICATION TESTED 
FOR INSOMNIA 


see next page for a summary of product information. 
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DALMANEc | 
flurazepam HCI / Roche 


One 30-mg capsule h.s. — usual adult dosage 

(15 mg may suffice in some patients). 

One 15-mg capsule h.s. — recommended initial dosage 
for elderly or debilitated patients. 


AWIDER MARGIN OF SAFETY 


Dalmane offers a safety profile comparably higher than many other sleep 
medications. There have been no reports of physical or psychological 
dependence when taken at recommended dosages. In controlled studies 
involving 2115 patients, the majority of side effects reported were of the 





sedative-type generally expected with a sleep medication. As with all medications 
in its class, Dalmane should be administered with caution to patients who are 
addiction-prone. Patients should also be cautioned about possible combined 
effects with alcohol and other CNS depressants. 


References: 


1. Kales A, Kales JD, Humphry FJ Il: Sleep and dreams, chap. 2.3, in Comprehensive 
Textbook of Psychiatry/ll, edited by Freedman AM, Kaplan HI, Sadock BJ, ed 2. 
Baltimore, The Williams & Wilkins Company, vol 1, 1976, pp. 114-128 

2. Kales A, et al: Clin Pharmacol Ther 19:576-583, May 1976 

3. Jacobson A, et al: Psychophysiology 7:345, Sep 1970 

4. Data on file, Medical Department, Hoffmann-La Roche Inc., Nutley NJ 


Before prescribing Dalmane (flurazepam 
HCI/Roche), please consult complete 
product information. a summary of which 
follows: 


Indications: Effect ve in all types of insom- 


nia characterized by difficulty in falling 
asleep, frequent nocturnal awakenings 
and/or early morning awakening; in pa- 
tients with recurring insomnia or poor 
sleeping habits; in acute or chronic medical 
situations requirirg restful sleep. Objec- 
tive sleep laboratory data have shown 
effectiveness for at least 28 consecutive 
nights of administration. Since insomnia 
is often transient and intermittent, pro- 
longed administration is generally not 
necessary or recommended. 
Contraindications: Known hypersensitivity 
to flurazepam HCI. 
Warnings: Caution patients about possible 
combined effects with alcohol and other 
CNS depressants. Caution against hazard- 
ousoccupations requiring complete mental 
alertness (e.g., operating machinery, 
driving). 
Usage in Pregnancy: Several studies 
of minor trancuilizers (chlordiaze- 
poxide, diazepam, and meproba- 
mate) suggest increased risk of 


ARA 


congenital malformations during 
the first trimester of pregnancy. 
Dalmane (flurazepam HCI/Roche), 
a benzodiazepine, has not been 
studied adequately to determine 
whether it may be associated with 
such an increased risk. Because use 
of these drugs is rarely a matter of 
urgency, their use duringthis period 
should almost always be avoided. 
Consider possibility of pregnancy 
when instituting therapy; advise 
patients to discuss therapy if they 
intend to or do become pregnant. 


Not recommended for usein personsunder 
15 years of age. Though physical and 
psychological dependence have not been 
reported on recommended doses, use 
caution in administering to addiction- 
prone individuals or those who might 
increase dosage. 

Precautions: In elderly and debilitated 
patients, it is recommended that the dos- 
age be limited to 15 mg to reduce risk of 
oversedation, dizziness, confusion and/or 
ataxia. Consider potential additive effects 
with other hypnotics or CNS depressants. 
Employ usual precautions in patients who 
are severely depressed, or with latent 


ROCHE PRODUCTS INC. 
Manati, Puerto Rico 00701 


depression or suicidal tendencies, or with 
impaired renal or hepatic function. 
Periodic blood counts and liver and kidney 
function tests are advised during repeated 
therapy. 

Adverse Reactions: Dizziness, drowsiness, 
lightheadedness, staggering, ataxia and 
falling have occurred, particularly in 
elderly or debilitated patients. Severe 
sedation, lethargy, disorientation and 
coma, probably indicative of drug intoler- 
ance or overdosage, have been re- 
ported. Also reported: headache, heart- 
burn, upset stomach, nausea, vomiting, 
diarrhea, constipation, Gl pain, nervous- 
ness, talkativeness, apprehension, 
irritability, weakness, palpitations, chest 
pains, body and joint pains and GU 
complaints. There have also been rare 
occurrences of leukopenia, granulocy- 
topenia, sweating, flushes, difficulty in 
focusing, blurred vision, burning eyes, 
faintness, hypotension, shortness of 
breath, pruritus, skin rash, dry mouth, 
bitter taste, excessive salivation, anorexia, 
euphoria, depression, slurred speech, 
confusion, restlessness, hallucinations, 
paradoxical reactions, e.g., excitement, 
stimulation and hyperactivity, andelevated 
SGOT, SGPT, total and direct bilirubins 
and alkaline phosphatase. 

Dosage: Individualize for maximum 
beneficial effect. 

Adults: 30 mg usual dosage; 15 mg may 
suffice in some patients. E/derly or debili- 
tated patients: 15 mg recommended ini- 
tially until response is determined. 
Supplied: Capsules containing 15 mg or 
30 mg flurazepam HCI. 


ANNOUNCING PUBLICATION OF 


. THE CHRONIC MENTAL PATIENT | 


: Report of a Conference held in January 1978 
Edited by 
John A. Talbott, M.D. 


with contributions by James T. Barter, M.D., Paul R. Friedman, J.D., Raymond Glasscote, 

M.A., Trevor D. Glenn, M.D., Norman V. Lourie, M.S.W., W. Walter Menninger, M.D., 

Arthur T. Meyerson, M.D., Kenneth Minkoff, M.D., Samuel Muszynski, M.S.W., Lucy D. | 
Ozarin, M.D., Gordon L. Paul, Ph.D., Ronald Peterson, Steven S. Sharfstein, M.D., Judith | 
Clark Turner, Jane Bloom Yohalem, J.D. | 


This 277-page Report of the Conference, sponsored by APA and President Certer's 
Commission on Mental Health, identifies the chronic mental patient population, spells out 
where they are and what their needs and rights are. It specifies what programs work and 
what programs do not work in meeting the needs of these patients. It elaborates on the ob- 
stacles to implementing effective programs and the economic issues involved. It delineates 
the pros and cons of case management and specifies responsibility for coordinating, im- 
plementing, and monitoring services to chronic mental patients. 


Finally, it proposes a Call to Action which opens with this statement: "There is no more 
urgent concern than the needs of the chronic mentally ill who suffer from severe, persist- 
ent, or recurrent mental illnesses with residual social and vocational disabilities. As a result 
of the deinstitutionalization programs of the past decade and the continuing growth of high 
risk populations that generate chronically ill, the problems associated with the care of these 
patients constitute a national crisis.” 


Since the Conference, the APA Assembly and the Board of Trustees have both ap- 
proved the ''Call to Action" which calls upon the APA to take the lead in undertaking pro- 
grams to elevate the prestige and value of work with chronic mentally ill patients. 


It follows that all APA members should be thoroughly versed in the current problems of 
this chronic patient population. This is best accomplished by reading this Conference Re- 
port now available from APA Publications Services at $11.00 a copy. 


Send coupon to: American Psychiatric Association 
Publication Sales 
1700 18th St., N.W. 
Washington, D.C. 20009 


Please send me — — — copy(ies) of The Chronic Mental Patient 
order #242, @ $11.00 ea. 


ENCLOSED IS TOTAL PAYMENT OF $ .. | | — 
(All domestic orders amounting to $35.00 or less must be accompanied by payment. All foreicn or- 
ders, regardless of dollar amount, must be accompanied by payment.) 
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Awake!for 


Morning inthe Bowl of Night 
Has flung the Stone 
that puts the Stars fo f light: 


EDWARD FITZGERALD 
THE RUBAIYAT OF OMAR KHAY YAM, STANZA I 


Brief Summary of Prescribing Information 
ADAPIN® (doxepin HCI) Capsules 
indications—Relief of symptoms of anxiety and depression 
Contraindications—Glaucoma, tendency toward urinary retention 
or hypersensitivity to doxepin 
Warnings—Adapin has not been evaluated for safety in pregnancy 
No evidence of harm to the animel fetus has been shown in repro- 
ductive studies. There are no data concerning secretion in human 
milk. nor on effect in nursing irfants 

Usage in children under 12 years of age is not recommended 
MAO inhibitors should be discontinued at least two weeks prior to 
the cautious initiation of therapy with this drug, as serious side- 
effects and death have been reported with the concomitant use of 
certain drugs and MAO inhibitors 
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In patients who may use alcohol excessively potentiation may 
increase the danger inherent in any suicide attempt or overdosage 
Precautions—Drowsiness may occur and patients should be 
cautioned against driving a motor vehicle or operating hazardous 
machinery. Since suicide is an inherent risk in depressed patients 
they should be closely supervised while receiving treatment. Al- 
though Adapin has shown effective tranquilizing activity. the possi- 
bility of activating or unmasking latent psychotic symptoms should 
be keptin mind 
Adverse Reactions—Dry mouth. blurred vision and constipation 
have been reported. Drowsiness has also been observed 

Adverse effects occurring infrequently include extrapyramidal 
symptoms, gastrointestinal! reactions, secretory effects such as 
Sweating, tachycardia and hypotension. Weakness. dizziness 
fatigue. weight gain. edema. paresthesias. flushing. chills. tin- 


nitus, photophobia, decreased libido, rash and pruritus may also 
occur 
Dosage and Administration—!n mild to moderate anxiety andor 
depression: 25 mg t.i.d. Increase or decrease the dosage according 
to individual response. Daily dosage. up to 150 mg may be taken at 
bedtime without loss of effectiveness. Usual optimum daily dosage 
is 75 mg to 150 mg per day not to exceed 300 mg per day 
Antianxiety effect usually precedes the antidepressant effect by 
two or three weeks 


How Supplied—Each capsule contains doxepin, as the hy- 
drochloride: 10 mg, 25 mg, 50 mg, and 100 mg capsules in bottles 
of 100 and 1000 

For complete prescribing information please see package insert 
or PDR 





in anxiety/depression... 


a good. awakening 
from a good night’ sleep 


Most depressed patients experience some form of sleep 
disturbance. Adapin® helps relieve the accompanying 
anxiety, and restores a more normal sleep pattern right from 
the start of therapy. 


O convenient, flexible therapy 

The usual optimal dose is 75 to 150 mg daily. The entire dose 
may be given at night without loss of ieee effect. 
Adapin is available as 10 mg, 25 mg, 50 mg, and 100 mg 


capsules. 


Adapin 
(doxe apart | » ? 


useful adjunctive 
therapy in your 
psychiatric practice 





When they see life 
in shades of blue... 


help them see life 


in all its colors 
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The Joint Information Service of the American Psychiatric Association 
and the Mental Health Association releases Two New Volumes That |^ 


Focus on the 


Elderly 


This carefully documented book reports a field study of ten programs, four in America 
and six in England and Scandinavia, which serve as practical demonstrations of 
S creative mental health services for the elderly. They include: 

Creative e a novel "Neighborhood Family" providing vigorous support to elderly residents of 
several trailer parks 

e a high school for the elderly which sends its students abroad for study trips 

e a "Human Development Project" that focuses on responding to the psychological 
needs of the elderly 

e a carefully coordinated system of "respite hospitalization," which promotes the 











Elderly health of the elderly while allowing maximum use of hospital beds and family resources 
e a "Lucy Booth," patterned after the Peanuts comic strip, which provides easy 
Raymond Glasscote access to many kinds of services 
Jon E. Gudeman e and many other innovative, successful approaches. 
Donald Miles Each program is subjected to intensive scrutiny. The resulting document becomes a 
PREFACE BY IACK WEINBERG handbook, and, as well, a forum through which some of the world's most experienced 
practitioners of "the psychiatry of old age" present their views. 
Dr. Wilma Donohue, director of the International Center for Social Gerontology, 
characterizes this volume as “a masterful job of putting everything in relief . . . the 


guidelines for action are right here." 
190 pages. Casebound. Price $8.50. 





OLD FOLKS 


Concerned about the very bad reputation that nursing homes have received from 
many quarters in recent years, the Joint Information Service set up a field study to AT HOMES 
visit a systematically chosen sample of nursing homes, and board-and-care homes as sy poene Aro rione o AR 
well, to see to what extent the care of and the quality of life for the patients differed 
from the geriatrics units of state hospitals. Altogether, sixty nursing homes and 31 


board-and-care homes in ten locales were visited, in each case by the senior author Dakan lisek 

accompanied by two mental health professionals. M e 
The teams were surpised to learn that care and quality of life in many of the nursing Alex Butterfield, de. Ruth Lewis 

and board-and-care homes they visited were better—sometimes dramatically better— erp asc d eec ane 


than that in the mental health facilities and often at lower cost. E MERO WT 
This unique publication provides an overview of all facilities visited plus vignettes | B 
of approximately half. Federal and state rules and regulations are also expertly syn- 


thesized into brief and readable style. THE JOINT INFORMATION SERVICE 
148 pages. Casebound. Price $6.50 





Publication Sales Division 

American Psychiatric Association 

1700 18th St., N.W., Washington, D.C. 20009 
Please send: copies of Creative Mental Health Services for the Elderly @ $8.50 per copy 

— . .. copies of Old Folks at Homes @ $6.50 per copy 

sets (one copy of each volume) at the special combination price of $13.50 (a savings of $1.50 
over the regular combined price of $15.00) 

ENCLOSED IS TOTALPAYMENTOF$. /— | .  — 

(All domestic orders amounting to $35.00 or less must be accompanied by payment. All foreign orders, regard- 
less of dollar amount, must be accompanied by payment.) 
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California's 


METROPOLITAN 


Treatment Center provides wide 
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ngeles area 


A CLIMATE OF PROFESSIONAL GROWTH 


Y FOR PSYCHIATRISTS... 

\ e Potential for university 

\ appointment 

\ e Research program—acute 
N admissions 


* Malpractice coverage 

è Excellent benefit plans 

e Tax-deferred investment plans 

e Regular hours—limited OD 

e No office overhead 

* New staff Augmentations 

e Near major universities and 
cultural attractions 

e $48,972-$52,836 
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GME EEE 


Stan Nielsen, Chief 

Manpower Management and 
Development Branch 

2260 Park Towne Circle, P.O. Box 254829 
Sacramento, California 95825 

(916) 920-7157 
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CONSULTATION / 
LIAISON 
PSYCHIATRIST 


Board eligible or certified person wanted for 
full time academic position at a new, develop- 
ing mecical center. Teaching and clinical 
responsibilities. 


Send c.v. to: 
Jonathan Rothman, M.D. 
Psychiatry Department 
95 Lake Avenue North 
Worcester, MÀ 01605 


An Affirmative Action/Equal Opportunity 
Employer 


University of 
Massachusetts 
Medical Center | 








range of psychiatric services for Los S : 


NR 


Py 777, Mtt 
a ARRA 
UYU EEL “XI 


GROVE SCHOOL 


ESTABLISHED 1934 
A residential treatment center jor 


e 1.Q. NORMAL & GIFTED 
e AGES: 12—18 
e GRADES: 6—12 


e 12 MONTH PROGRAM 
STATE ACCREDITED 


e DIPLOMA AWARDED 
COLLEGE ADMITTED 

e STUDENTS: 80 

e STAFF: 50 


e PSYCHIATRISTS: 6; 
PSYCHOLOGISTS: 2; 
TEACHERS: 22; 
PSYCHIATRIC SOCIAL 
WORKER 


e 2 INDIVIDUAL THERAPY 
SESSIONS WEEKLY 

e GROUP, RELATIONSHIP, & 

MILIEU THERAPY 


























MADISON, CONNECTICUT 
(203) 245-2778 


Brochure upon Request 






ALABAMA MENTAL HEALTH INSTITUTE 





Alabama Mental Health Department is currenty recruiting 
General Primary Care Physicians and Psychiatrists. Positions are 
available in 11 locations, including Montgomery, Mobile and 
Tuscaloosa. We offer competitive salaries, 40 hour work week, a 
liberal benefits package, free health package and paid interviewing 
and relocation expenses. Alabama, with year sound good 
weather, offers excellent recreation advantages, including theatre 
and the arts. Alabama is the place where good living and gracious 
manners are still the lifestyle. Our consultants can provide more 
information on interviewing qualified candidates. To find out more 
about these exciting opportunities, call our toll-free number listed 
below: 





. Alabama Mental Health Instititue 
JACKSON e COKER 
Jel 448-PA N. Shallowford Road 
s Suite 1040 
EJ Atlanta, Georgia 30338 
404-393-1210 


Call Toll Free Outside of Georgia 1-800-241-3971 
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He has 
five years 
to fight for 
your life 











He is an American Heart Association 
Established Investigator, funded for five 
years to work on some phase of Car- 
diovascular disease. He and his asso- 
ciates are researching ways to recognize 
a heart attack before severe damage 
occurs. 


His ultimate goal is to decrease the 
present toll from cardiovascular diseases. 
Of the four Americans that die every 
minute this year from all causes, two will 
die from these diseases. 

He is one of over 1,400 scientists sup- 
ported by the American Heart Association 
who are fighting for your life. 

But we need more money for more 
research that may produce earlier detec- 
tion and better methods of treatment and 
prevention of cardiovascular diseases. 

When a Heart Association volunteer 
asks for your money, think of the 1,400 
scientific invesiigators. Help them fight 
for your life. 


Please give generously to the 
American Heart Association $) 


WE’RE FIGHTING FOR YOUR LIFE 
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Brief Summary of Prescribing Information 


Indications and Usage: Symptomatic relief of anxiety, tension, agitation, irritability and 
insomnia associated with anxiety neuroses and transient situational disturbances, anxiety 
associated with depressive symptoms and as a treatment of symptoms of anxiety if such symp- 
toms are a significant feature of functional or organic disorders, particularly gastrointestinal or 
cardiovascular 

Effectiveness in long-term use, i.e.. more than 4 months, has not been assessed by system- 
atic clinical studies. Reassess periodically usefulness of the drug for the individual patient 


Contraindications: Known sensitivity to benzodiazepines or acute narrow-angle glaucoma 


Warnings: Not recommended in primary depressive disorders or psychoses. As with all cns? 
acting drugs, warn patients on lorazepam not to operate machinery or motor vehicies, and of 
diminished tolerance for alcohol and other CNS depressants. . 

Physical and Psychological Dependence: Withdrawal symptoms like those noted with barbi- 
turates and alcohol have occurred following abrupt discontinuance of benzodiazepines 
(including convulsions. tremor, abdominal and muscle cramps, vomiting and sweating). Addic- 
tion-prone individuals, e.g. drug addicts and alcoholics, should be under careful surveillance 
when on benzodiazepines because of their predisposition to habituation and dependence. 
Withdrawal symptoms have also been reported following abrupt discontinuance cf benzodi- 
azepines taken continuously at therapeutic levels for several months. 


Precautions: In depression accompanying anxiety. consider possibility for suicide. 

For elderly or debilitated patients, initial daily dosage should not exceed 2mg to avoid over- 
sedation 

Terminate dosage gradually since abrupt withdrawal of any antianxiety agent may result in 
symptoms like those being treated: anxiety, agitation, irritability, tension, insomnia and occa- 
sional convulsions 

Observe usual precautions with impaired renal or hepatic function 

Where gastrointestinal or cardiovascular disorders coexist with anxiety, note that lorazepam 
has not been shown of significant benefit in treating gastrointestinal or cardiovascular compo- 
nent 

Esophageal dilation occurred in rats treated with lorazepam for more than 1 year at 
6mg kg day No effect dose was 1.25mg/kg /day (approximately 6 times the maximum human 
therapeutic dose of 10mg. day). Effect was reversible only when treatment was withdrawn within 
2 months of first observation. Clinical significance is unknown, but use of lorazepam for pro- 
longed periods and in geriatric patients requires caution and frequent monitoring for symptoms 
of upper G I disease 

Safety and effectiveness in children under 12 years have not been established 


ESSENTIAL LABORATORY TESTS: Some patients have developed leukopenia; some have had 
elevations of LDH. As with other benzodiazepines, periodic blood counts and liver function tests 
are recommended during long-term therapy 


CLINICALLY SIGNIFICANT DRUG INTERACTIONS: Benzodiazepines produce CNS depressant 
effects when administered with such medications as barbiturates or alcohol 


CARCINOGENESIS AND MUTAGENESIS: No evidence of carcinogenic potential emerged in 
rats during an 18-month study. No studies regarding mutagenesis have been performed. 


PREGNANCY. Reproductive studies were performed in mice, rats, and 2 strains of rabbits. 
Occasional anomalies (reduction of tarsals, tibia, metatarsals, malrotated limbs, gastroschisis, 
malformed skull and microphthalmia) were seen in drug-treated rabbits without relationship to 
dosage Although all these anomalies were not present in the concurrent control group, they 
have been reported to occur randomly in historical controls. At 40mg/kg and higher, there was 
evidence of fetal resorption and increased fetal loss in rabbits which was not seen at lower 
doses Clinical significance of these findings is not known. However, increased risk of congeni- 
tal malformations associated with use of minor tranquilizers (chlordiazepoxide, diazepam and 
meprobamate) during first trimester of pregnancy has been suggested in several studies. 
Because use of these drugs is rarely a matter of urgency, use of lorazepam during this period 
should almost always be avoided. Possibility that a woman of child-bearing potential may be 
pregnant at institution of therapy should be considered. Advise patients if they become preg- 
nant to communicate with their physician about desirability of discontinuing the drug 

In humans. blood levels from umbilical cord blood indicate placental transfer of lorazepam 
and its glucuronide 
NURSING MOTHERS It is not known if oral lorazepam is excreted in human milk like other 
benzodiazepines. As a general rule. nursing should not be undertaken while on a drug since 
many drugs are excreted in milk 
Adverse Reactions, if they occur, are usually observed at beginning of therapy and generally 
disappear on continued medication or on decreasing dose. In a sample of about 3,500 anxious 
patients. most frequent adverse reaction is sedation (15.9%), followed by dizziness (6.9%), 
weakness (4 2%) and unsteadiness (3.4%). Less frequent are disorientation, depression, nau- 
sea. change in appetite. headache, sleep disturbance, agitation, dermatological symptoms, eye 
function disturbance. various gastrointestinal symptoms and autonomic manifestations. Inci- 
dence of sedation and unsteadiness increased with age. Small decreases in blood pressure 
have been noted but are not clinically significant, probably being related to relief o* anxiety. 
Overdosage: In management of overdosage with any drug, bear in mind that multiple agents 
may have been taken. Manifestations of overdosage include somnolence, confusion and coma. 
Induce vomiting and/or undertake gastric lavage followed by general supportive care, monitor- 
ing of vital signs and close observation. Hypotension. though unlikely, usually may be controlled 
with Levarterenol Bitartrate Injection U.S.P Usefulness of dialysis has not been determined 


Ativan’ 


for, orazepam) 
Anxie 


Dosage: Individualize for maximum beneficial effects. Increase dose 
gradually when needed, giving higher evening dose before increasing 
daytime doses. Anxiety, usually 2-3mg/day given b.i.d. or t.i.d.; dosage 
may vary from 1 to 10mg/day in divided doses. For elderly or debili- 
tated, initially 1-2mg/day; insomnia due to anxiety or transient situa- 
tional stress, 2-Amg h.s. 


How Supplied: 0.5, 1.0 and 2.0mg tablets. 





Wyeth Laboratories 


| Ec 


Copyright © 1979, Wyeth Laboratories 
Div. of AH PC, N.Y.. N.Y. Al! rights reserved 
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Ativan. 


associated with depressive symptoms 
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In clinically significant depression 


because 


Re 


therapeutic effects — = 


may vary... 
prescribe 


TABLETS: 10 mg, 25 mg, 50 mg, 75 mg. 100 mg, and 150 mg 


INJECTION: 10 mg per mi 


Elavil 
(Amitriptyline HI MSD 


— and specify | 
no substitution 


1. Ostroff RB, Docherty JP: Tricyclics, bioequivalence, and clinical response. Am J Psychiatry 135:1560- 1561. 1978 
2. Weddington WJ: More on pidequivalence of tricyclics Am J Psychiatry 136:464-465. 1979 

3. Notice of proposed rule making on bioequivalence requir 
Register 43:6965-6969 (Feb 1”) 1978 
Contraindications: Known hypersensitivity. Should not be given concomitantly with a 
monoamine oxidase inhibitor since hyperpyretic crises, severe convulsions, and deaths 
have occurred. When used to replace a monoamine oxidase inhibitor, allow a minimum 
of 14 days to elapse before initiating therapy with amitriptyline HCI. Initiate dosage of 
amitriptyline HCI cauticus!y with gradual increase in dosage until optimum response is 
achieved. Not recommended during the acute recovery phase following myocardial in- 
farction. 

Warnings: May block the antihypertensive action of guanethidine or similarly acting 
compounds. Should be used with caution in patients with a history of seizures or a his- 
tory of urinary retention, or with angle-closure glaucoma or increased intraocular pres- 
sure; in patients with angle-closure glaucoma, even average doses may precipitate an 
attack. Patients with cardiovascular disorders should be watched closely; arrhythmias, 
sinus tachycardia and prolongation of the conduction time have been reported, particu- 
larly with high doses; myocardial infarction and stroke have been reported with drugs of 
this class. Close supervision is required for hyperthyroid patients or those receiving thy- 
roid medication. May impair mental and/or physical abilities required for performance 
of hazardous tasks, such as operating machinery or driving a motor vehicle. In patients 
who use alcohol excessively, potentiation may increase the danger inherent in any Sui- 


Copyright © 1979 by Merck & Co., Inc. 
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cide attempt or overdosage. Safe use during pregnancy and lactation has not been es- 
tablished; in pregnant patients, nursing mothers, or women who may become pregnant, 
weigh possible benefits against possible hazards to mother and child. Not recom- 
mended for patients under 12 years of age. 


Precautions: Schizophrenic patients may develop increased symptoms of psychosis; 
patients with paranoid symptomatology may have an exaggeration of such symptoms; 
manic depressive patients may experience a shift to the manic phase. In these circum- 
stances, the dose of amitriptyline HC! may be reduced or a major tranquilizer, such as 
perphenazine, may be administered concurrently. 

When given with anticholinergic agents or sympathomimetic drugs, including epineph- 
rine combined with local anesthetics, close supervision and careful adjustment of dos- 
ages are required; paralytic ileus may occur in patients taking tricyclic antidepressants 
in combination with anticholinergic-type drugs. Use cautiously in patients receiving 
large doses of ethchlorvynol, since transient delirium has been reported on concurrent 
administration. May enhance the response to alcohol and the effects of barbiturates and 
other CNS depressants. The possibility of suicide in depressed patients remains until 
significant remission occurs. Potentially suicidal patients should not have access to 
large quantities of this drug. Prescriptions should be written for the smallest amount 
feasible. Concurrent electroshock therapy may increase the hazards associated with 
such therapy; such treatment should be limited to patients for whom it is essential. 
When possible, discontinue the drug several days before elective surgery. Both elevation 


and lowering of blood sugar levels have been reported. Use with caution in patients with 
impaired liver function. 

Adverse Reactions: Note: Included in this listing are a few adverse reactions not re- 
ported with this specific drug. However, pharmacological similarities among the tricyclic 
antidepressant drugs require that each reaction be considered when amitriptyline is ad- 
ministered. Cardiovascular: Hypotension, hypertension, tachycardia, palpitation, myo- 
cardial infarction, arrhythmias, heart block, stroke. CNS and Neuromuscular: Contu- 
sional states; disturbed concentration; disorientation; delusions; hallucinations; excite- 
ment; anxiety; restlessness; insomnia; nightmares; numbness, tingling, and paresthe- 
sias of the extremities; peripheral neuropathy; incoordination; ataxia; tremors; seizures; 
alteration in EEG patterns; extrapyramidal symptoms; tinnitus; syndrome of inappro- 
priate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth, blurred vision, 
disturbance of accommodation, increased intraocular pressure, constipation, paralytic 
ileus, urinary retention, dilatation of urinary tract. Al/ergic: Skin rash, urticaria, photo- 
sensitization, edema of fece and tongue. Hematologic: Bone marrow depression includ- 
ing agranulocytosis, leukopenia, eosinophilia, purpura, thrombocytopenia. Gastro- 
intestinal: Nausea, epigastric distress, vomiting, anorexia, stomatitis, peculiar taste, di- 
arrhea, parotid swelling, black tongue, rarely hepatitis (including altered liver function 
and jaundice). Endocrine: Testicular swelling and gynecomastia in the male, breast 
enlargement and galactorrhea in the female, increased or decreased libido, elevation and 
lowering of blood sugar levels. Other: Dizziness, weakness, fatigue, headache, weight 


gain or loss, increased perspiration, urinary frequency, mydriasis, drowsiness, alopecia. 
Withdrawal Symptoms: Abrupt cessation of treatment after prolonged administraticn 
may produce nausea, headache, and malaise; these are not indicative of addiction. 
Overdosage: Hospitalize as soon as possible all patients suspected of having taken an 
overdose. Treatment is symptomatic and supportive. In addition, the intravenous acmin- 
istration of 1 to 3 mg physostigmine salicylate is reported to reverse the symptoms of 
tricyclic antidepressant poisoning. Because physostigmine is rapidly metabolized, ‘he 
dosage should be repeated as required, particularly if life-threatening signs such as ar- 
rhythmias, convulsions, and deep coma recur or persist after the initial dosage of 
physostigmine. 

How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in-single-unit 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg amitripty- 
line HCl, in single-unit packages of 100 and bottles of 100 and 1000; tablets containing 
75 mg and 100 mg amitriptyline HCI, in single-unit packages of 100 and bcttles of 100; 
tablets containing 150 mg amitriptyline HCI, in single-unit packages of 100 end bottles 
of 30 and 100; for intramuscular use, in 10-ml vials containing per ml: 10 mg amitripty- 
line HCI, 44 mg dextrose, 1.5 mg methylparaben and 0.2 mg propylparaber as preserva- 


tives, and water for injection q.s. 1 ml. MSD 
For more detailed information, consult your MSD representative or — 
see full prescribing information. Merck Sharp & Dohme, Division of ERCK 
Merck & Co., Inc., West Point, Pa. 19486 LANI 
J9EL30(116] 
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Prolixin® Injection 

Fluphenazine Hydrochloride Injection USP 
for crisis control individualized 

rapid action, short duration, less medication. 
Allows titration for patient differences. 


Prolixin® Tablets 
Fluphenazine Hydrochloride Tablets USP 


for the maintenance of "dependable" patients 
affords simplified therapy individualized with four 
potencies available for titration. 


Prolixin® Elixir 

Fluphenazine Hydrochloride Elixir USP 

for patients who “cheek” or resist solid 
medication 

assures compliance and individualized therapy 
with the same titration flexibility as the tablets. 


Prolixin Decanoate® 
Fluphenazine Decanoate Injection 


for the long-term management of the drug- 
reluctant patient and poor absorbers of oral 
medications 

delivers medication as prescribed; facilitates 
absorption where orals sometimes fail: enables 
you to tailor therapy to contact need. 
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Chronic Drug Defaulters 


Prolixin Decanoate* 
Fluphenazine Decanoate Injection 
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Poor Absorbers 
of Oral Medications 


Prolixin Decanoate® 
Fluphenazine Decanoate Injection 


Paranoid Schizophrenics 


Prolixin Decanoate® 
Fluphenazine Decanoate Injection 


Right for schizophrenia | 
Right from the start Prolixin 
i ee penne, $E d 


Please see next page for brief summaries 
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PROLIXIN® (Fluphenazine Hydrochloride) 

TABLETS/ELIXIR/INJECTION 

Prolixin Tablets (Fluphenazine Hydrochloride Tablets USP) provide 1, 2.5, 5or 10 mg 
fluphenazine hydrochloride per tablet. Prolixin 2.5, 5, and 10 mg tablets contain FD&C Yellow 
No. 5 (tartrazine). Prolixin Elixir (Fiuphenazine Hydrochloride Elixir USP) provides 0.5 mg 
fluphenazine hydrochloride per ml (2.5 mg per 5 ml teaspoonful) with 14% alcohol by volume. 
Prolixin Injection (Fluphenazine Hydrochloride Injection USP) provides 2.5 mg fluphenazine 
hydrochloride per ml; it contains 0.1% methylparaben and 0.01% propylparaben as 
preservatives. 
CONTRAINDICATIONS: In presence of suspected or established subcortical brain damage. In 
patients who have a blood dyscrasia or liver damage, or who are receiving large doses of hyp- 
notics, or who are comatose or severely depressed. In patients who have shown hypersen- 
sitivity to fluphenazine; cross-sensitivity to phenothiazine derivatives may occur. 

WARNINGS: Mental and physical abilities required for driving a car or operating heavy 
machinery may be impaired Dy use of this drug. Potentiation of effects of alcohol may occur. 
Safety and efficacy in children have not been established because of inadequate experience in 
use in children. s 

Usage in Pregnancy: Safety for use during pregnancy has not been established; weigh 
possible hazards against potential benefits if administering this drug to pregnant patients. 
PRECAUTIONS: Caution must be exercised if another phenothiazine compound caused 
cholestatic jaundice, dermatoses or other allergic reactions because of the possibility of cross- 
sensitivity. Prolixin Tablets (Fluphenazine Hydrochloride Tablets USP) 2.5, 5, and 10 mg con- 
tain FD&C Yellow No. 5 (tartrazine) which may cause allergic-type reactions (including bron- 
chial asthma) in certain susceptible individuals. Although the overall incidence of FD&C Yellow 
No. 5 (tartrazine) sensitivity in the general population is low, it is frequently seen in patients 
who also have aspirin hypersensitivity. When psychotic patients on large doses of a pheno- 
thiazine drug are to undergo surgery, hypotensive phenomena should be watched for; less 
anesthetics or central nervous system depressants may be required. Because of added anti- 
cholinergic effects, fluphenazine may potentiate the effects of atropine. 

Use fluphenazine cautiously in patients exposed to extreme heat or phosphorus insec- 
ticides. in patients with a history of convulsive disorders since grand mal convulsions have 
occurred; and in patients with soecial medical disorders such as mitral insufficiency or other 
cardiovascular diseases, and pheochromocytoma. Bear in mind that with prolonged therapy 
there is the possibility of liver damage, pigmentary retinopathy, lenticular and corneal deposits, 
and development of irreversible dyskinesia. 

There is sufficient experimental evidence to conclude that chronic administration of anti- 
psychotic drugs which increase prolactin secretion has the potential to induce mammary 
neoplasms in rodents under the appropriate conditions. There are recognized differences in 
the physiological role of prolactin between rodents and humans. Since there are, at present, no 
adequate epidemiological studies, the relevance to human mammary cancer risk from pro- 
longed exposure to fluphenezine hydrochloride and other antipsychotic drugs is not known. 

Periodic checking of hepetic and renal functions and blood picture should be done. Monitor 
renal function of patients on long-term therapy; if BUN becomes abnormal, discontinue 
fluphenazine. “Silent pneumonias” are possible. 

Abrupt Withdrawal: In general, phenothiazines do not produce psychic dependence. 
However, gastritis, nausea and vomiting, dizziness, and tremulousness have been reported 
following abrupt cessation cf high dose therapy; reports suggest that these symptoms can be 
reduced if concomitant antiparxinsonian agents are continued for several weeks after the 
phenothiazine is withdrawn. 

ADVERSE REACTIONS: Central Nervous System—Extrapyramidal symptoms are most fre- 
quently reported. Most often these symptoms are reversible, but they may be persistent. They 
include pseudoparkinsonism, dystonia, dyskinesia, akathisia, oculogyric crises, opisthotonos, 
hyperreflexia. The incidence and severity of such reactions will depend more on individual 
patient sensitivity, but dosage level and patient age are also determinants. As these reactions 
may be alarming, the patient should be forewarned and reassured. These reactions can usually 
be controlled by administration of an anti-parkinsonian drug such as benztropine mesylate and 
by subsequent reduction in dosage. 

Persistent Tardive Dyskiresia: As with all antipsychotic agents, persistent and sometimes 
irreversible tardive dyskinesia may appear in some patients on long-term therapy or may occur 
after discontinuation of drug. The risk seems greater in elderly patients, especially females, on 
high dosages. The syndrome is characterized by rhythmical involuntary movements of tongue, 
face, mouth, or jaw (e.g., protrusion of tongue, puffing of cheeks, puckering of mouth, chewing 
movements) and may be accompanied by involuntary movements of extremities. There is no 
known effective therapy for tardive dyskinesia; usually the symptoms are not alleviated by anti- 
parkinsonism agents. If the symptoms appear, discontinuation of all antipsychotic agents is 
suggested. The syndrome may be masked if treatment is reinstituted, or drug dosage increased, 
or a different antipsychotic agent used. Reports are that fine vermicular movements of the 
tongue may be an early sign of the syndrome which may not develop if medication is stopped at 
that time. 

Phenothiazine derivatives have been known to cause restlessness, excitement, or bizarre 
dreams; reactivation or aggravation of psychotic processes may be encountered. If 
drowsiness or lethargy occur, the dosage may need to be reduced. Dosages, far in excess of 
the recommended amounts, may induce a catatonic-like state. 

Autonomic Nervous System— Hypertension and fluctuations in blood pressure have been 
reported. Although hypotension is rarely a problem, patients with pheochromocytoma, cerebral 
vascular or renal insufficiency or severe cardiac reserve deficiency such as mitral insufficiency 
appear to be particularly prone to this reaction and should be observed carefully. Supportive 
measures including intravenous vasopressor drugs should be instituted immediately should 
severe hypotension occur, Levarterenol Bitartrate Injection is the most suitable drug; 
epinephrine should not be used since phenothiazine derivatives have been found to reverse its 
action, Nausea, loss of appetite, salivation, polyuria, perspiration, dry mouth, headache and 
constipation may occur. Reducing or temporarily discontinuing the dosage will usually control 
these effects. Blurred vision, glaucoma, bladder paralysis, fecal impaction, paralytic ileus, 
tachycardia, or nasal congestion have occurred in some patients on phenothiazine derivatives. 

Metabolic and Endocrine—Weight change, peripheral edema, abnormal lactation, 
gynecomastia, menstrual irregularities, false results on pregnancy tests, impotency in men 
and increased libido in women have occurred in some patients on phenothiazine therapy. 

Allergic Reactions—Itching, erythema, urticaria, seborrhea, photosensitivity, eczema and 
exfoliative dermatitis have Deen reported with phenothiazines. The possibility of anaphylactoid 
reactions should be borne in mind. 

Hematologic—Blood dyscrasias including leukopenia, agranulocytosis, thrombocytopenic 
or nonthrombocytopenic purpura, eosinophilia, and pancytopenia have been observed with 
phenothiazines. If soreness of the mouth, gums or throat or any symptoms of upper respiratory 
infection occur and confirmatory leukocyte count indicates cellular depression, therapy should 
be discontinued and other appropriate measures instituted immediately. 

Hepatic—Liver damage manifested by cholestatic jaundice, particularly during the first 
months of therapy, may occur. treatment should be discontinued. A cephalin flocculation 
increase, sometimes accompanied by alterations in other liver function tests, has been 
reported in patients who have nad no clinical evidence of liver damage. 

Others—Sudden deaths have been reported in hospitalized patients on phenothiazines. 
Previous brain damage or seizures may be predisposing factors. High doses should be avoided 
in known séizure patients. Shortly before death, several patients showed flare-ups of psychotic 
behavior patterns. Autopsy findings have usually revealed acute fulminating pneumonia or 
pneumonitis, aspiration of gastric contents, or intramyocardial lesions. Although not a general 
feature of fluphenazine, potentiation of central nervous system depressants such as opiates, 
analgesics, antihistamines. barbiturates, and alcohol may occur. 

Systemic lupus erythematosus-like syndrome, hypotension severe enough to cause fatal 
cardiac arrest, altered electrocardiographic and electroencephalographic tracings, altered 
cerebrospinal fluid proteins, cerebral edema, asthma, laryngeal edema, and angioneurotic 
edema; with long-term use. skin pigmentation and lenticular and corneal opacities have 
occurred with phenothiazir es. 

For full prescribing information, consult package inserts. 

HOW SUPPLIED: Tab/ets— 1 mg in bottles of 50 and 500; 2.5 mg and 5 mg in bottles of 50 and 
500 and in Unimatic* cartons of 100; 10 mg in bottles of 50 and 500. Elixir—in bottles of 

473 ml (1 pint) and in 60 m! dropper-assembly bottles with dropper calibrated at 0.5 ml (0.25 
mg), 1 ml (0.5 mg), 1.5 mi (0.75 mg), and 2 ml (1 mg). /njection—in multiple-dose vials of 10 ml. 
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-PROLIXIN DECANOATE® 
Fluphenazine Decanoate Injection 


Prolixin Decanoate (Fluphenazine Decanoate Injection) provides 25 mg fluphenazine 
decanoate per ml in a sesame oil vehicle with 1.2% (w/v) benzyl alcohol as a preservative. 
CONTRAINDICATIONS: In presence of suspected or established subcortical brain damage. In 
patients who have a blood dyscrasia or liver damage, or who are receiving large doses of hyp- 
notics, or who are comatose or severely depressed. In patients who have shown hypersen- 
sitivity to fluphenazine; cross-sensitivity to phenothiazine derivatives may occur. d 

Not intended for use in children under 12. 

WARNINGS: Mental and physical abilities required for driving a car or operating heavy 
machinery may be impaired by use of this drug. Physicians should be alert to the possibility 
that severe adverse reactions may occur which require immediate medical attention. Potentia- 
tion of effects of alcohol may occur. Safety and efficacy in children have not been establi$hed 
because of inadequate experience in use in children. 

Usage in Pregnancy: Safety for use during pregnancy has not been established; weigh 
possible hazards against potential benefits if administering this drug to pregnant patients. 
PRECAUTIONS: Caution must be exercised if another phenothiazine compound cgused 
cholestatic jaundice, dermatoses or other allergic reactions because of the possibility of cross- 
sensitivity. When psychotic patients on large doses of a phenothiazine drug are to undergo 
surgery, hypotensive phenomena should be watched for; less anesthetics or central nervous 
system depressants may be required. Because of added anticholinergic effects, fluphenazine 
may potentiate the effects of atropine. 

Use fluphenazine decanoate cautiously in patients exposed to extreme heat or phosphorus 
insecticides; in patients with a history of convulsive disorders since grand mal convulsions 
have occurred; and in patients with special medical disorders such as mitral insufficiency or 
other cardiovascular diseases, and pheochromocytoma. Bear in mind that with prolonged 
therapy there is the possibility of liver damage, pigmentary retinopathy, lenticular and corneal 
deposits, and development of irreversible dyskinesia. 

Fluphenazine decanoate should be administered under the direction of a physician 
experienced in the clinical use of psychotropic drugs. Periodic checking of hepatic and renal 
functions and blood picture should be done. Renal function of patients on long-term therapy 
should be monitored; if BUN becomes abnormal, treatment should be discontinued. ‘Silent 
pneumonias” are possible. 

There is sufficient experimental evidence to conclude that chronic administration of antipsy- 
chotic drugs which increase prolactin secretion has the potential to induce mammary 
neoplasms in rodents under the appropriate conditions. There are recognized differences in the 
physiological role of prolactin between rodents and humans. Since there are, at present, no 
adequate epidemiological studies, the relevance to human mammary cancer risk from pro- 
longed exposure to fluphenazine decanoate and other antipsychotic drugs is not known. 
ADVERSE REACTIONS: Central Nervous System—Extrapyramidal symptoms are most fre- 
quently reported. Most often these symptoms are reversible, but they may be persistent. They 
include pseudoparkinsonism, dystonia, dyskinesia, akathisia, oculogyric crises, opisthotoncs, 
hyperreflexia. Muscle rigidity sometimes accompanied by hyperthermia has been reported 
following use of fluphenazine decanoate. One can expect a higher incidence of such reactions 
with fluphenazine decanoate than with less potent piperazine derivatives or straight-chain 
phenothiazines. The incidence and severity will depend more on individual patient sensitivity, 
but dosage level and patient age are also determinants. As these reactions may be alarming, 
the patient should be forewarned and reassured. These reactions can usually be controlled by 
administration of an antiparkinsonian drug such as benztropine mesylate and by subsequent 
reduction in dosage. 

Persistent Tardive Dyskinesia: As with all antipsychotic agents, persistent and sometimes 
irreversible tardive dyskinesia may appear in some patients on long-term therapy or may occur 
after discontinuation of drug. The risk seems greater in elderly patients, especially females, on 
high dosages. The syndrome is characterized by rhythmical involuntary movements of tongue, 
face, mouth, or jaw (e.g., protrusion of tongue, puffing of cheeks, puckering of mouth, chewing 
movements) and may be accompanied by involuntary movements of extremities. There is no 
known effective therapy for tardive dyskinesia; usually the symptoms are not alleviated by anti- 
parkinsonism agents. If the symptoms appear, discontinuation of all antipsychotic agents is 
suggested. The syndrome may be masked if treatment is reinstituted, or drug dosage increased, 
or a different antipsychotic agent used. Reports are that fine vermicular movements of the 
tongue may be an early sign of the syndrome which may not develop if medication is stopped at 
that time. 

Phenothiazine derivatives have been known to cause restlessness, excitement, or bizarre 
dreams; reactivation or aggravation of psychotic processes may be encountered. If 
drowsiness or lethargy occur, the dosage may need to be reduced. Dosages, far in excess of 
the recommended amounts, may induce a catatonic-like state. 

Autonomic Nervous System—Hypertension and fluctuations in blood pressure have been 
reported. Although hypotension is rarely a problem, patients with pheochromocytoma, cerebral 
vascular or renal insufficiency or severe cardiac reserve deficiency such as mitral insufficiency 
appear to be particularly prone to this reaction and should be observed carefully. Supportive 
measures including intravenous vasopressor drugs should be instituted immediately should 
severe hypotension occur; Levarterenol Bitartrate Injection is the most suitable drug; 
epinephrine should not be used since phenothiazine derivatives have been found to reverse its 
action. Nausea, loss of appetite, salivation, polyuria, perspiration, dry mouth, headache and 
constipation may occur. Reducing or temporarily discontinuing the dosage will usually control 
these effects. Blurred vision, glaucoma, bladder paralysis, fecal impaction, paralytic ileus, 
tachycardia, or nasal congestion have occurred in some patients on phenothiazine derivatives. 

Metabolic and Endocrine— Weight change, peripheral edema, abnormal lactation, 
gynecomastia, menstrual irregularities, false results on pregnancy tests, impotency in men 
and increased libido in women have occurred in some patients on phenothiazine therapy. 

Allergic Reactions—Itching, erythema, urticaria, seborrhea, photosensitivity, eczema and 
exfoliative dermatitis have been reported with phenothiazines. The possibility of anaphylactoid 
reactions should be borne in mind. 

Hematologic—Blood dyscrasias including leukopenia, agranulocytosis, thrombocytopenic 
or nonthrombocytopenic purpura, eosinophilia, and pancytopenia have been observed with 
phenothiazines. If soreness of the mouth, gums or throat or any symptoms of upper respiratory 
infection occur and confirmatory leukocyte count indicates cellular depression, therapy should 
be discontinued and other appropriate measures instituted immediately. 

Hepatic—Liver damage manifested by cholestatic jaundice, particularly during the first months 
of therapy, may occur; treatment should be discontinued. A cephalin flocculation increase, 
sometimes accompanied by alterations in other liver function tests, has been reported in 
patients who have had no clinical evidence of liver damage. 

Others—Sudden deaths have been reported in hospitalized patients on phenothiazines. 
Previous brain damage or seizures may be predisposing factors. High doses should be avoided 
in known seizure patients. Shortly before death, several patients showed flare-ups of psychotic 
behavior patterns. Autopsy findings have usually revealed acute fulminating pneumonia or 
pneumonitis, aspiration of gastric contents, or intramyocardial lesions. Although not a general 
feature of fluphenazine, potentiation of central nervous system depressants Such as opiates, 
analgesics, antihistamines, barbiturates, and alcohol may occur. 

Systemic lupus erythematosus-like syndrome, hypotension severe enough to cause fatal 
cardiac arrest, altered electrocardiographic and electroencephalographic tracings, altered 
cerebrospinal fluid proteins, cerebral edema, asthma, laryngeal edema, and angioneurotic 
edema; with long-term use, skin pigmentation and lenticular and corneal opacities have 
occurred with phenothiazines. Local tissue reactions occur only rarely with injections of 
fluphenazine decanoate. 

For full prescribing information, consult package insert. 

HOW SUPPLIED: 1 mi Unimatic® single-dose preassembled syringes and cartridge-needle 
units and 5 mi vials. 
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wide APA mailings. 
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1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 
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And without a 
phenothiazine. 








Limbitrol is indicated for the 
treatment of patients with & | 
moderate to severe depression A SCS 
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The therapeutic response to ese nah ne Cee SCOT 
Limbitrol occurs earlier and with MI NO Sese, Qon cote 
fewer treatment failures than posco M. 
when either amitriptyline or : BeOS _ wide or 
. . . ote ro en 9 yw 
chlordiazepoxide is used alone. ROO tco Sore 


Symptoms likely to respond in 
the first week of treatment in- à, 
clude: insomnia, feelings of guilt N T AaS 
or worthlessness, agitation, L? oM 
psychic and somatic anxiety, p 
suicidal ideation and anorexia. 
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Limbitrol. 

Dual therapy with greater 
specificity...without classical 
phenothiazine drawbacks. 











sy, ae K Table 10-25 each containing 10 mg chiordiazepoxide and 25 mg 
gap ts amitriptyline (as the hydrochloride salt) IV 


Tablets 5-125 22er aint #025 


Please see summary of product information on last page of this advertisement. 





LIMBITROL ® TABLETS Tranquilizer-Antidepressant How fo initiate and 


Before prescribing, please consult complete product information, a summary of which follows: i i 
Indications: Relief of moderate to severe depression associated with moderate to severe anxiety. maintain therapy 
Contraindications: Known hypersensitivity to benzodiazepines or tricyclic antidepressants. Do not 


use with monoamine oxidase (MAO) inhibitors or within 14 days following discontinuation of MAO Select dosage strength appropriate for each patient , 
inhibitors since ONDE crises, severe convulsions and deaths have occurred with concom- O Limbitrol 5-12.5 is recommended to minimize drows- 8 
itant use; then inifiate cautiously, gradually increasing dosage until optimal response is achieved. 


Contraindicated during acute recovery phase following myocardial infarction. iness and for elderly patients 


Warnings: Use with great care in patients with history of urinary retention or angle-closure O Limbitrol 10-25 may be indicated for patients who 
glaucoma. Severe constipation may occur in patients taking tricyclic antidepressants and tolerate medication without undue side effects 
anticholinergic-type drugs. Closely supervise cardiovascular patients. (Arrhythmias, sinus : : 
tachycardia and prolongation of conduction time reported with use of tricyclic antidepressants, Specify daily dosage based on symptom severity * 
asper ayy W cos yocant se ap vi eua i: m ne of this Aes ‘oA drugs. ) G An initial dosage of three tablets is recommended 
sage in Pregnancy: Use of minor tranquilizers during the first trimester shou i ; 
almost always be avoided because of increased risk of congenital malformations as ^ Wein yi a increased fo six tablets or decreased 
suggested in several studies. Consider possibility of pregnancy when instituting O Iwo taDIeIS dally as necessary TP 
therapy; advise patients to discuss therapy if they intend to or do become pregnant. CO Once a satisfactory response is obtained, patients 
Since physical and psychological dependence to chlordiazepoxide have been reported rarely, use should be continued on the smallest dose required to 


caution in administering Limbitrol to addiction-prone individuals or those who might increase 


dosage; withdrawal symptoms following discontinuation of either component alone have been maintain remission 


reported (nausea, headache and malaise for amitriptyline; symptoms [including convulsions | Utilize dosage options to best accommodate indi- 
similar to those of barbiturate withdrawal for chlordiazepoxide) vidual patient needs 
Precautions: Use with caution in patients with o history of seizures, in hyperthyroid patients or as i _ 
those on thyroid medication, and in patients with impaired renal or hepatic function. Because of O T.I.D. or Q.1.D., familiar regimens most suited for . 
the possibility of suicide in depressed patients, do not permit easy access to large quantities in patients who tolerate medication without undue drowsi- 
these patients. Caution patients about possible combined effects with alcohol and other CNS ness 
depressants and against hazardous occupations requiring complete mental alertness (€.g., ; 
operating machinery, driving). Periodic liver function tests and blood counts are recommended B Two tablets one hour before bedtime and one tablet 
during prolonged treatment. Amitriptyline component may block action of guanethidine or similar midday may minimize daytime drowsiness and help 
BAD Gorcoriiont use with other psychotropic drugs has no! been evtuaied: seda- relieve a common target symptom — insomnia 
y itive. Discontinue several days before surgery. Limit concomitant adminis- i ; 

tration of ECT to (J Entire dosage h.s. to take maximum advantage of 
essential treat- the sedative effect 
ment. See Warn- * a 
ings for precau- 
“see Your guide to patient managemen 
vidi ^ NA : : * : eee 
should no 
taken during the 
se’ when you decide medication is needed 
Not recommend- 
ed in children . 
under 12. 
In the elderly and debilitated, limit to smallest effective dosage to preclude ataxia, oversedation, How fo make each patient an 
confusion or anticholinergic effects. informed patient 
Adverse Reactions: Most frequently reported are those associated with either component alone: 
drowsiness, dry mouth, constipation, blurred vision, dizziness and bloating. Less frequently i ^ : ili ; 
occurring reactions include vivid dreams, impotence, tremor, confusion and nasal congestion. l. Discuss with patients the probability that they will 
Many depressive symptoms including anorexia, fatigue, weakness, restlessness and lethargy experience drowsiness, especially during the first week. 
ot fee yt os = aos of bolh ipa and amitriptyline. Granulocytopenia, jaundice 2. Reassure your patients that drowsiness is one indica- 
and hepatic dysfunction have been observed rarely. j ication i j j 
This list includes adverse reactions not reported with Limbitro! but requiring consideration because id. e te medication 3 working and that it los help 
they have been reported with one or both components or closely related drugs: aneviate Their insomnia. l l 
Cardiovascular: Hypotension, hypertension, tachycardia, palpitations, myocardial infarction, ar- 3. Encourage patients to report if drowsiness becomes 
rhythmias, heart block, stroke. — | | | troublesome so that, if necessary, dosage schedule can 
Psychiatric: Euphoria, apprehension, poor concentration, delusions, hallucinations, hypomania ; 

| be adjusted. 
and increased or decreased libido. 1 : 
Neurologic: Incoordination, ataxia, numbness, tingling and paresthesias of the extremities, ex- 4. Caution patients about the combined effects with 
pride symptoms, syncope, changes in EEG patterns. | i2 alcohol or other CNS depressants. Let them know that 
Uno, iro isturbance of accommodation, paralytic ileus, urinary retention, dilatation of the additive effects may produce a harmful level of seda- 
Allergic: Skin rash, urticaria, photosensitization, edema of face and tongue, pruritus. tion and CNS depression. — — "i 
Hematologic: Bone marrow depression including agranulocytosis, eosinophilia, purpura, throm- 5. Caution patients about activities requiring ccmplete 
bocytopenia. mental alertness, such as operating machinery or driv- 


Gastrointestinal: Nausea, epigastric distress, vomiting, anorexia, stomatitis, peculiar taste, 






diarrhea, black tongue. Ing a car. i ; ; à; 
Endocrine: Testicular swelling and gynecomastia in the male, breast enlargement, galactorrhea 6. Warn pregnant patients and patients of chilcbearing 
and minor menstrual irregularities in the female and elevation and lowering of blood sugar levels. age that the safety of Limbitrol in pregnancy has not yet 
Other: Headache, weight gain or loss, increased perspiration, urinary frequency, mydriasis, jaun- been established 
dice, alopecia, parotid swelling. 
Overdosage: Immediately hospitalize patient suspected of having taken an overdose. Treatment is Please see complete product disclosure for other pertinent information. 
symptomatic and supportive. IV. administration of 1 to 3 mg physostigmine salicylate has been 
reported to reverse the symptoms of amitriptyline poisoning. See complete product information for Limbitrol should not be used under the 
manifestation and treatment. following circumstances: es 
Dosage: Individualize according to symptom severity and patient response. Reduce to smallest nin , Aer. ee oe bao 
effective dosage when satisfactory response is obtained. Larger portion of daily dose may be taken 1. Hypersensitivity to benzodiazepines © » ss 
a pemi Single h.s. dose may suffice for some patients. Lower dosages are recommended for or tricyclic antidepressants. 
the elderly. pO i i 
Limbitrol 10-25, initial dosage of three to four tablets daily in divided doses, increased up to six : Y vig! ele. with M e 
tablets or decreased to two tablets daily as required. Limbitrol 5-12.5, initial dosage of three to four INNIDHOF. 10 replace an | In- 
tablets daily in divided doses, for patients who do not tolerate higher doses. hibitor with Limbitrol, discontinue 
How Supplied: White, fiim-coated tablets, each containing 10 mg chlordiazepoxide and 25 mg MAO inhibitor for a minimum of 14 worl 
amitriptyline (as the hydrochloride salt) and blue, film-coated tablets, each containing 5 mg davs before cautiously initiatin ee S 
chlordiazepoxide and 12.5 mg amitriptyline (as the hydrochloride salt) — bottles of 100 and 500; ays: y g x 
Tel-E-Dose * packages of 100, available in trays of 4 reverse-numbered boxes of 25, and in boxes Limbitrol therapy. Lidl lhe 0-25 
containing 10 strips of 10; Prescription Paks of 50. 3. During the acute recovery 
phase following myocardial sg te 
infarction. ere 
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In moderate depression and anxiety 


Limbitrole 


Relief without a phenothiazine 
A80 


Anxiety symptoms dispelled, yet not drowsy by day. 


Tranxene c 


(CLORAZEPATE DIPOTASSIUM) 4306cB 
CAPSULES, 3.75, 7.5, and 15 mg 
TRANXENE-SD SINGLE DOSE TABLETS, 
11.25 and 22.5 mg 


Brief Summary 





INDICATIONS — TRANXENE is indicated for the 
symptomatic relief of anxiety associated with anxiety 
neurosis, in other psychoneuroses in which anxiety 
symptoms are prominent features, and as an adjunct 
in disease states in which anxiety is manifested. 


TRANXENE is indicated for the symptomatic relief 
of acute alcohol w thdrawal. 


The effectiveness of TRANXENE in long-term use, 
that is, more than 4 months, has not been assessed 
by systematic clinical studies. The physician should 
reassess periodically the usefulness of the drug for 
the individual patient. 


CONTRAINDICATIONS — TRANXENE is contraindi- 
cated in patients with a known hypersensitivity to the 
drug, and in those with acute narrow angle glaucoma. 


WARNINGS — TRANXENE is not recommended for 
use in depressive neuroses or in psychotic reactions. 


Patients on TRANXENE should be cautioned against 
engaging in hazardous occupations requiring mental 
alertness, such as operating dangerous machinery 
including motor vehicles. 


Since TRANXENE has a central nervous system 
depressant effect, patients should be advised against 
the simultaneous use of other CNS-depressant drugs, 
and cautioned that the effects of alcohol may be 
increased. 


Because of the lack of sufficient clinical experi- 
ence, TRANXENE is not recommended for use in 
patients less than 18 years of age. 


Physical and Psychological Dependence: 
Withdrawal symptoms (similar in character to those 
noted with barbiturates and alcohol) have occurred 
following abrupt discontinuance of clorazepate. Symp- 
toms of nervousness, insomnia, irritability, diarrhea, 
muscle aches and memory impairment have followed 
abrupt withcrawal after long-term use of high dosage. 


Caution should be observed in patients who are 
considered to have a psychological potential for drug 
dependence. 


Evidence of drug dependence has been observed in 
dogs and rabbits which was characterized by convul- 
sive seizures when the drug was abruptly withdrawn 
or the dose was reduced; the syndrome in dogs could 
be abolished by administration of clorazepate. 


Usage in Pregnancy: 

An increased risk of congenital malformations asso- 
ciated with the use of minor tranquilizers (chlordia- 
zepoxide, diazepam, and meprobamate) during the 
first trimester of pregnancy has been suggested in 
several studies. TRANXENE, a benzodiazepine deriva- 
tive, has not been studied adequately to determine 
whether it, too, may be associated with an increased 


risk of fetal abnormality. Because use of these drugs 
is rarely a matter of urgency, their use during this 
period should almost always be avoided. The possi- 
bility that a woman of childbearing potential may be 
pregnant at the time of institution of therapy should 
be considered. Patients should be advised that if they 
become pregnant during therapy or intend to become 
pregnant they should communicate with their physi- 
cian about the desirability of discontinuing the drug. 


Usage during Lactation: 

TRANXENE should not be given to nursing mothers 
since it has been reported that nordiazepam is ex- 
creted in human breast milk. 


PRECAUTIONS — In those patients in which a degree 
of depression accompanies the anxiety, suicidal 
tendencies may be present and protective measures 
may be required. The least amount of drug that is 
feasible should be available to the patient. 

Patients on TRANXENE for prolonged periods 
should have blood counts and liver function tests 
periodically. The usual precautions in treating patients 
with impaired renal or hepatic function should also 
be observed. 

In elderly or debilitated patients, the initial dose 
should be small, and increments should be made 
gradually, in accordance with the response of the 
patient, to preclude ataxia or excessive sedation. 


ADVERSE REACTIONS — The side effect most fre- 
quently reported was drowsiness. Less commonly 
reported (in descending order of occurrence) were: 
dizziness, various gastrointestinal complaints, ner- 
vousness, blurred vision, dry mouth, headache, and 
mental confusion. Other side effects included in- 
somnia, transient skin rashes, fatigue, ataxia, geni- 
tourinary complaints, irritability, diplopia, depression 
and slurred speech. 

There have been reports of abnormal liver and 
kidney function tests and of decrease in hematocrit. 

Decrease in systolic blood pressure has been 
observed. 


DOSAGE AND ADMINISTRATION 
For the symptomatic relief of anxiety: 
TRANXENE is administered orally. The capsules may 
be given in divided doses. The usual daily dose is 30 
mg. The dose should be adjusted gradually within the 
range of 15 to 60 mg daily in accordance with the 
response of the patient. In elderly or debilitated 
patients it is advisable to initiate treatmcnt at a daily 
dose of 7.5 to 15 mg. 

TRANXENE capsules may also be administered as 
a single dose daily at bedtime; the recommended 
initial dose is 15 mg. After the initial dose, the 
response of the patient may require adjustment of 
subsequent dosage. Lower doses may be indicated in 
the elderly patient. Drowsiness may occur at the 
initiation of treatment and with dosage increment. 

TRANXENE-SD tablets (22.5 mg) may be admin- 
istered as a single dose every 24 hours. This tablet 
is intended as an alternate dosage form for the con- 
venience of patients stabilized on a dose of 7.5 mg 
capsules three times a day. TRANXENE-SD tablets 





should not be used to initiate therapy. 


TRANXENE-SD HALF STRENGTH tablets (11.25 
mg) may be administered as a single dose every 24 
hours. 


For the symptomatic relief of 

acute alcohol withdrawal: 

Recommended scheauie: 1st 24 hours, 30 mg 
TRANXENE initially, followed by 30 to 60 mg in 
divided doses; 2nd 24 hours, 45 tc 90 mg in divided 
doses; 3rd 24 hours, 22.5 to 45 mg in divided doses; 
4th day, 15 to 30 mg in divided doses. Thereafter 
gradually reduce to 7.5 to 15 mg daily, and discon- 
tinue as soon as condition is stab e. Maximum daily 
dose is 90 mg. Avoid excessive -educticns in total 
drug on successive days. 


DRUG INTERACTIONS — if TRANXENE is to be 
combined with other drugs acting on the central 
nervous system, careful consideration should be 
given to the pharmacology of the agents to be em- 
ployed. Animal experience indicatss that TRANXENE 
prolongs the sleeping time after hexobarbital or after 
ethyl alcohol, increases the inhibitory effects of 
chlorpromazine, but does not exhibit monoamine 
oxidase inhibition. Clinical studies have shown in- 
creased sedation with concurrent hypnotic medica- 
tions. The actions of the benzociazepines may be 
potentiated by barbiturates, narcotics, phenothiazines, 
monoamine oxidase inhibitors or other antidepres- 
sants. 

If TRANXENE is used tc treat anxiety associated 
with somatic disease states, careful attention must 
be paid to possible drug interaction with concomitant 
medication. 


MANAGEMENT OF OVERDOSAGE — Overdosage is 
usually manifested by varying degrees of CNS de- 
pression ranging from slight seda'ion to coma. As in 
the management of overdosage with any drug, it 
should be borne in mind that poem agents may 
have been taken. 

There are no specific antidotes for the benzodiaze- . 
pines. The treatment of overdosage should consist of 
the general measures employed in the management of 
overdosage of any CNS depressant. Gastric evacua- 
tion either by the induction of 2mesis, lavage, or 
both, should be performed immediately. General sup- 
portive care. including frequent monitoring of the 
vital signs and close observatior of the patient, is 
indicated. Hypotension, though rarely reported, may 
occur with large overdoses. In such cases the use of 
agents such as Levophed® Bitartrate (levarterenol 
bitartrate injection, USP) or Aramine® Injection 
(metaraminol bitartrate injection USP) should be 
considered. 

While reports indicate that incividuals have sur- 
vived overdoses of TRANXENE (ciorazepate dipotas- 
sium) as high as 450 to 675 mg, these doses are not 
necessarily an accurate indication of the amount of 
drug absorbed since the time interval between inges- 
tion and the institution of treatment was not always 
known. Sedation in varying degrees was the most 
common physiological manifestation of TRANXENE 
overdosage. Deep coma when it occurred was usually 
associated with the ingestion ef other drugs in 
addition to TRANXENE. 9073314 


Anxiety symptoms dispelled, 
yet not drowsy by day. 
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3.75, 7.5, and 

15 mg capsules 
11.25 and 22.5 mg 
single-dose tablets 







Lets you calm most patients 
without oversedating them. 


c) As with all benzodiazepines, patients should be cautioned against hazardous 
tasks requiring mental alertness. See overleaf for brief summary. 
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Back to work. She went into the hospital 
with a psychiatric emergency but left more 
like herself —delusions, hallucinations, and 
other psychotic target symptoms effectively 
managed with ‘Thorazine’. And ‘Thorazine’ 
maintenance can help keep her out of the 
hospital in the future. 

From initial psychiatric emergency through 


CHLORPROMAZINE 





Tablets: 
50 and 100 mg 
of the HCI 


maintenance treatment, “Thorazine’ offers 
effective antipsychotic therapy with 18 con- 
venient dosage forms ard strengths. This 
means you can precisely tailor dosage to the 
individual patient's needs — increasing 
or decreasing as the situation demands. 
‘Thorazine’. The most widely tested and 
highly flexible antipsychotic available today. 


Helps return psychotic patients to reality 


Before prescribing, see complete prescribing 
information in SK&F literature or PDR. The 
following is a brief summary. 









Indications 
Based on a review of this drug by the 
National Academy of Sciences — National 
Research Council and/or other information, 
FDA has classified the indications as follows: 


Effective: For the management of manifesta- 
tions of psychotic disorders. For control of the 
manifestations of manic-depressive illness 
(manic phase). 

Probably effective: For the control of 
moderate to severe agitation, hyperactivity or 
aggressiveness in disturbed children. 

Possibly effective: For control of excessive 
anxiety, tension and agitation as seen in 
neuroses. 

Final classification of the less-than-effective 
indications requires further investigation. 


















Contraindications: Comatose states, presence of 
large amounts of C.N.S. depressants, or bone 
marrow depression. 


Warnings: The possibility of extrapyramidal 
reactions from "Thorazine' may confuse the diag- 
nosis of Reye's syndrome or other encephalopathy. 
Therefore, avoid use in children or adolescents 
with suspected Reye's syndrome. 


Avoid using in patients hypersensitive (e.g., blood 
dyscrasia, jaundice) to any phenothiazine. Caution 
patients about activities requiring alertness (e.g.. 
operating vehicles or machinery) especially during 
the first few days' therapy. Avoid concomitant 

use with alcohol. May counteract antihypertensive 
effect of guanethidine and related compounds. 


Use in pregnancy only when essential. There are 
reported instances of jaundice or prolonged 
extrapyramidal signs in newborn whose mothers 
had received chlorpromazine. Chlorpromazine is 
excreted in the breast milk of nursing mothers. 


Precautions: Use cautiously in persons with 
cardiovascular, liver or chronic respiratory disease, 
or with acute respiratory infections. Patients with 
a history of hepatic encephalopathy due to 
cirrhosis have increased sensitivity to the C.N.S. 
effects of "Thcrazine'. Due to cough reflex suppres- 
sion, aspiraticn of vomitus is possible. May 
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prolong or intensify the action of C.N.S. depres- 
sants, organophosphorus insecticides, heat, 
atropine and related drugs. (Reduce dosage of 
concomitant C.N.S. depressants.) Anticonvulsant 
action of barbiturates is not intensified. Anti- 
emetic effect may mask signs of toxic drug over- 
dosage or obscure diagnosis of conditions such as 
intestinal obstruction, brain tumor, and Reye's 
syndrome (see Warnings). Discontinue high-dose, 
long-term therapy gradually. 


Patients on long-term therapy, especially high 
doses, should be evaluated periodically for possible 
adjustment or discontinuance of drug therapy. 


Adverse Reactions: Drowsiness, cholestatic 
jaundice, agranulocytosis, eosinophilia, leu- 
kopenia, hemolytic anemia, thrombocytopenic 
purpura and pancytopenia; postural hypotension, 
tachycardia, fainting, dizziness and, occasionally, 
a shock-like condition; reversal of epinephrine 
effects; EKG changes have been reported, but 
relationship to myocardial damage is not con- 
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firmed; neuromuscu ar (ex rapyramidal) reactions; 
pseudo-parkinsonism, moter restlessness, 
dystonias, persisten: tardive dyskinesia, hyper- 
reflexia in the newborn; psychotic symptoms, 
catatonic-like states. cerebral edema; convulsive 
seizures; abnormality of the cerebrospinal fluid 
proteins; urticarial neactions and photosensitivity, 
exfoliative dermatiti&, contact dermatitis; lactation 
and breast engorgement (in females on large 
doses), false positive pregnancy tests, amenorrhea, 
gynecomastia: hyperglycemia, hypoglycemia, 
glycosuria; dry mou, nasa! congestion, constipa- 
tion, adynamic ileus, urinery retention, miosis, 
mydriasis; after pro«onged substantial doses. skin 
pigmentation, epithelial keratopathy, lerticular 
and corneal deposits and pigmentary retinopathy, 
visual impairment; mild fever (after large I.M. 
dosage); hyperpyrexia; increased appetite and 
weight; a systemic lupus erythematosus-like 
syndrome; peripherzl edema. 


NOTE: Sudden death in patients taking pheno- 
thiazines (apparent-y due tc cardiac arrest cr 
asphyxia due to failure of cough reflex) has been 
reported, but no caasal relationship has been 
established. 


Supplied: Tablets, 30 mg., 25 mg., 50 mg., 100 mg. 
and 200 mg., in botties of 100; Single Unit Packages 
of 100 (intended for institutional use only). 
Spansule? capsules, 30 mg., 75 mg., 150 mg., 

200 mg. and 300 mg., in bottles of 50; in Single 
Unit Packages of 100 (intended for institutional 
use only). 

Injection, 25 mg./ml.; Syrup, 10 mg./5 ml.; 
Suppositories, 25 mg. and 200 mg. 

Concentrate (intended for institutional use only), 
30 mg./ml. and 100 mg. /ml. 


Smith Kline &French Laboratories ©1980 
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Information for Contributors 


GENERAL POLICIES 


Manuscripts are accepted for consideration with the un- 
derstanding that they represent original material, have not 
been published previously, and are not being considered for 


= publication elsewhere. Papers with multiple authors are re- 
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viewed with the assumption that all authors have approved 
them. 


Copyright 


The Journal requires express transfer of copyright to the 
American Psychiatric Association so that the author(s) and 


the Association are protected from misuse of copyrighted 


material. Authors of accepted papers will be asked to sign 
the following statement: 

In consideration of the American Journal of Psychiatry's tak- 
ing action in reviewing and editing my submission [include title 
here] the author(s) undersigned hereby transfers, assigns, or 
otherwise conveys all copyright ownership to the American 
Psychiatric Association in the event that such work is pub- 
lished by the American Psychiatric Association. 

- Work done as part of an individual's duties as a federal 
employee is in the public domain. In such cases the follow- 
ing wording should be used: 

. The work described in [include title here] was done as part 
of my (our) employment with the federal government and is 
therefore in the public domain. 

In addition, authors must obtain letters of permission 
from publishers for use of extensive quotations (more than 
500 words) and of tables and figures that originally appeared 
elsewhere. 


Patient Anonymity 


Ethical as well as legal considerations require careful at- 
tention to the protection of a patient's anonymity in case 
reports and elsewhere. Identifying information such as 
names, initials, hospital numbers, and dates must be avoided. 
In addition, authors should disguise identifying information 


= about a patient's characteristics and personal history. 


Manuscripts that report the results of experimental inves- 
tigation with human subjects must include a statement that 
informed consent was obtained after the procedure(s) had 
been fully explained. 


Review Process 


Papers are reviewed by at least two experts to determine 
the originality, validity, and significance of content and con- 
clusions. Authors will usually be advised within 3-4 months 


— ef the decision on their paper, although delays are some- 





- times unavoidable. Reviewers’ comments will be returned 


with rejected manuscripts if they are judged to be useful to 
the authors. All reviewers remain anonymous. 


SUBMISSION OF MANUSCRIPTS 


Manuscripts should be submitted in quadruplicate to John C. 
Nemiah, M.D., Editor, American Journal of Psychiatry , 1700 
Eighteenth St., N.W., Washington, D.C. 20009. All corre- 
spondence will be sent to the first-named author unless 


otherwise specified. Papers that are not accompanied T 
appropriate cover letter, including the copyright transfer 
statement, will not be reviewed until such a statement WA 
ceived. 

Authors will be notified as soon as possible of the receipt 
of their paper; at this time, the paper will be assigned a num- 
ber that must be included in all further correspondence. It is 
imperative that authors of papers under consideration notify 
the Journal of changes of address. 


Annual Meeting Papers 


The Journal has first refusal rights for numbered papers 
accepted for presentation at the Association's annual meet- 
ings. Authors of annual meeting papers should follow in- 
structions they will receive in a letter from the Editor before 
the meeting. Annual meeting papers may be submitted for 
review before the meeting only if they are in final form, i.e., 
are ready for review. Authors must not submit their papers 
before the meeting if they expect any substantive revisions 
due to discussion at the meeting, further research, etc. These 
papers are subject to the same peer review criteria as other 
submissions, and not all papers can be published in the Jour- 
nal. Authors who wish to submit their papers elsewhere 
must secure permission from the Editor. The Journal will 
assign its own number to each paper received for review; 
this number must appear in any further communications 
about the paper. The copyright transfer statement described 
above must accompany annual meeting papers submitted for 
review. 


Length 


The length of submitted material should not exceed the 
following specifications unless a special arrangement has 
been made with the Editor. Regular articles—3,800 words or 
the equivalent, including references, tables, and figures 
(about 15 manuscript pages). Brief Communications—2,500 
words or equivalent (about 10 manuscript pages). Clinical 
and Research Reports—1,000 words, 10 references, 1 table 
(no figures can be used in this section). Letters to the Edi- 
tor—500 words, 5 references. The number of words, tables, 
and figures should be noted on the title page. 


TYPES OF ARTICLES 
Overviews 


Overview articles attempt to bring together important rele- 
vant information on a topic of general interest to psychiatry. 
They are usually written at the invitation of the Editor; au- 
thors who have ideas for overview articles are advised to 
check with the Editor to ensure that a similar work is not in 
preparation. Overviews should not exceed 25 double-spaced 
pages (about 7,500 words) and should have no more than 100 
references. All overviews, including those written by in- 
vitation, are given the same peer review received by other 
papers. 


Regular Articles and Brief Communications 


The primary difference between these two types of papers 
is length. The "brief communication" designation does not 
imply less sophisticated or complete work: it merely means 
that the content can be expressed within the upper limit of 
2.500 words. There is no difference in the review procedure 
or scheduling of these articles. Authors who submit unneces- 
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.. willMot be accepted as regular articles or Brief Communica- 
Is | tions; hese papers should be submitted as Clinical and Re- 
. search Reports 





e This section contains very brief articles (maximum of 
.. 1.000 words, 10 references, 1 table, and no figures) reporting 
.. mew research findings, including preliminary data from pilot 
. Studies, and case reports that 1) describe new syndromes, 2) 
. casta new light on established ones, 3) indicate a new thera- 
= peutic procedure of potential value, or 4) describe adverse 
_ effects or previously unreported complications of drugs or 
_ therapeutic interventions. Because of the stringent criteria 
_ for this section, authors can expect more rapid publication 
than is possible in other sections. Submitted papers that sub- 
-stantially exceed the stated maximum length or contain fig- 
. ures will be returned to the author unreviewed. 


. Prompt Publication Policy 
m. _ Articles submitted for prompt publication can be of either 
— regular or Brief Communication length (a "prompt pub- 
lication policy” is automatically in effect for Clinical and Re- 
"search Reports). These papers are given priority in sched- 
.. uling; however, authors should be aware that the minimum 
~ publication time is four months. Prompt publication papers 
= must meet stringent criteria of originality and be of major, 
-~ immediate importance to the field. Authors must state their 
reasons for wanting rapid review in a cover letter to the 
Editor. It is important to think carefully about the nature 
of the paper before requesting prompt publication; a paper 
may be delayed if it is submitted inappropriately. 


Other Sections 


Letters to the Editor. Brief letters (maximum of 500 words 
and 5 references) will be considered if they include the nota- 
tion *‘for publication" in the upper right corner. Letters criti- 
cal of an article published in the Journal will automatically 
be sent to the authors for reply. The Journal is unable to 
notify authors of receipt of letters or to return those not pub- 
lished. All letters are subject to editing. Letters must be 

. typed double-spaced throughout on letter-size bond paper: 
. two copies are required. Letters that are not typed appropri- 
ately or do not conform to Journal reference style will be 
returned to the author for revision. 
. Book Reviews. Books for review or listing may be sent di- 
rectly to the Editor, American Journal of Psychiatry, 1700 
Eighteenth St., N.W., Washington, D.C. 20009. Book re- 
. views are usually solicited by the editor. Authors interested 
in reviewing a particular book are urged to contact the edito- 
rial office to see if the Editor wishes the book to be reviewed 
and to ascertain whether it has been previously assigned to 
another reviewer. Reviews are usually less than 500 words 
. long, seldom contain references, and will be edited. 
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TYPING AND ARRANGING THE PAPER 


All manuscripts must be typed in upper- and lowercase on 
E one side only of 22 x 28 cm (8% x 11 inches) nonerasable 








































spaced throughout. All 4 margins must be 334 cm (1% i ich- 
es). The manuscript should be arranged in the following Dr- 
der, with each numbered item begi nning a new page: 1) title - 
page, 2) précis, 3) text, 4) references, 5) tables, 6) footnotes: 
to text, and 7) figure captions. All pages must be numbered, — 
with the title page as number 1. Please consult the followin g 
section on Journal style specifications for criteria for each > 
part of the paper. T 
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Title Page E 
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Title. The title should be informative but as brief as 
possible. Headline style (declarative sentences} should be 
avoided. Abbreviations and acronyms are rarely used 
titles. : | 
By-line. Authors named in the by-line should be limited to 
principal researchers and/or writers; collaborators can be -— 
knowledged in a footnote. Degrees (other than honorary or - 
undergraduate degrees) should be included efter the authors’ — 
names. d a0 
Previous presentation. If the paper has been presented - 
orally, please give the name of the meeting, the place, and- 
inclusive dates. CHAP. 
Author affiliations. The authors' position titles and affilia- 
tions should be given in a paragraph using complete sen- 
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tences. A full address is necessary only for the author who is 
to receive reprint requests. | ^ OON 
Acknowledgments. Acknowledgments should be ina sepa- 
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number. Individual acknowledgments should be as brief asii 
possible. Acknowledgments of companies that supplied 
drugs are used only in the case of experimenta! drugs prim 
those unavailable in this country. tee Fe: DIM 
Other requirements. The number of words, tables, and B^ 


ures should appear in the upper right corner and a phone : | 
number for the corresponding author ir the lower right. 1 a 
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The précis should be up to 100 words for regular articles — 
and Brief Communications (no précis is used in the C inical — 
and Research Reports section). The précis sFould be a single - 
paragraph using complete, connected sentences, acti e mEn 
- nara. EM 
verbs, and the third person. In most cases, the précis re- "d 
places a summary. (E 
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Text ia di " 
Headings and subheadings should be inserted at reason- 
able intervals in all types of papers. Footnotes to text materi- _ 
al should be typed on a separate page at the end of the manu- 
script. Summaries are rarely desirable, although a final —— 
"Comment" or "Conclusions" section may be used. The  - 
body of the paper should be written in the active voice and — — 
first person where appropriate. > UR Ge 
Statistics. Authors should be sure that statistics used are fas 
both necessary and appropriate. Statis-ical tests should be - At 
described and a reference citation given if the tests are not 
generally known. It is not sufficient to say "'differences be- — — 
tween the groups were significant." In cases of lengthy com- — 
plicated analyses, the authors may summarize results and - 
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indicate that details are available from them on request. 

Abbreviations. All abbreviations (cther than those for 
metric units) should be explained the first time they are used. 
Idiosyncratic abbreviations should be avoided: overuse of 
abbreviations may hinder rather than facilitate readability. 

Drugs. Generic rather than trade names of drugs should be 
used; trade names may be given parenthetically if necessary. 

Units of measurement. All measurements should be in 
metric units; standard abbreviations are used. 


References 


References should be restricted to closely pertinent mate- 
rial; a complete review of the literature is rarely desirable. 
Accuracy of citation is the author's responsibility. Refer- 
ences should conform exactly to the original spelling, ac- 
cents, punctuation, etc. Authors should be sure that all refer- 
ences listed have been cited in text; no bibliographies can be 
used. 

References are numbered and listed by their order of ap- 
pearance in text; the text citation is followed by the appro- 
priate reference number in parentheses. Do nor arrange the 
list alphabetically. 

Personal communications, unpublished manuscripts, man- 
uscripts submitted but not yet accepted, and similar unpub- 
lished items should not appear in the reference list. Such ci- 
tations may be noted in text or in a footnote. It is the au- 
thor’s responsibility to obtain permission to refer to another 
individual’s unpublished observations. Manuscripts that are 
actually ‘‘in press’’ may be cited as such in the reference list; 
the name of the journal must be included. 

Type references in the style shown below and on the next 
page, double-spaced throughout (not just a line between 
references). List up to three authors; designate one or more 
authors past the third “et al." Abbreviations of journal 
names should conform to the style used in /ndex Medicus; 
journals not indexed there should not be abbreviated. 


1. Berne E: Principles of Group Treatment. New York, Oxford 
University Press, 1966, p 26 

2. Blackwell B, Marley E, Price J, et al: Hypertensive interactions 
between monoamine oxidase inhibitors and foodstuffs. Br J Psy- 
chiatry 113:349-365, 1967 

3. Gold PW, Goodwin FK: Urinary free cortisol in depression 
and mania. Presented at the 130th annual meeting of the Amer- 
ican Psychiatric Association, Toronto, Ont, Canada, May 2-6, 
1977 

4. Brosin H: Communication systems of the consultation process, 
in The Psychiatric Consultation. Edited by Mendel W, Solomon 
P. New York, Grune & Stratton, 1968 


Tables 


Tables should be self-explanatory and should supplement 
rather than duplicate text. Authors may be asked to delete 
tables that present data which could be given succinctly in 
text or repeat information in the Results section. Tables are 
generally reserved for data presentation and not used as lists 
or charts. They should be no wider than 120 typewriter char- 
acters, including spaces. Consult recent issues of the Journal 
for table style. Please note that no vertical rules or internal 
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horizontal rules are used. It is usually desirable to give both e 


numbers and percentages where applicable. All units of meá- 
surement must be specified within the table. Metric medgure- 
ments are used in tables and throughout the text. Eachfablé 
should be identified numerically and include a concise titlé. 


Figures l 

Figures should be used only for data that cannot be ade- 
quately presented in text or tabular form. Figures should be 
submitted as glossy prints with one photocopy attached to 
each manuscript copy. The author's name and the title of the 
paper should appear on a gummed label affixed to the back 
of each glossy. All figures should be able.to withstand re- 
duction to about 8 cm (3% inches). Authors are urged to 
consider carefully the necessity of figures; they may be 
asked to delete figures that repeat information available in 
text. It is often advisable to obtain professional assistance 
in the preparation of figures. 


PROCESSING OF ACCEPTED MANUSCRIPTS 


Authors will be notified of acceptance of their papers; pa- 
pers will then be edited and sent to the first-named (or corre- 
sponding) author for corrections and answers to editorial 
queries. No galley proofs are sent to authors, so the edited 
manuscript should be read with extreme care. Prompt return 
of edited manuscripts is essential. Authors who expect to be 
away from their offices for a long period or who change ad- 
dress after notification of acceptance should so inform the 
Journal office. 

Manuscripts are accepted with the understanding that the 
Editor has the right to make revisions aimed at greater con- 
ciseness, clarity, and conformity with Journal style. 


PERMISSION TO REPRINT 


Written permission to reprint material published in the 
Journal must be secured from the APA Publications Serv- 
ices Division, 1700 Eighteenth St., N. W., Washington, D.C. 
20009; there is usually a charge for such permission, except 
in cases of nonprofit classroom or library reserve use by 
instructors and educational institutions, or of an author who 
wishes to reprint his/her own material. Requests will be 
facilitated if they are accompanied by written permission 
from the author of the material. 


REPRINTS 


No reprints are furnished gratis. An order form for re- 
prints will be sent to authors prior to publication of their pa- 
pers. Reprints are usually mailed to authors about six weeks 
after publication of the article. Reprint orders from others 
should be directed to the APA Publications Services Di- 
vision; inclusion of a letter of permission from the senior 
author and a brief statement of the intended use of the re- 
prints will expedite the processing of such requests. 
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Protecting your Prescriptions 


Recently, physicians—and, particularly, those new in private practice—are being ap- 
proached by persons exhibiting varying extremes of drug-seeking behavior. Identifying these 
patients can become a problem; however, there are several clues which can alert you to the 
possibility that a patient may be a drug misuser/abuser: 


* when an unfamiliar patient tells you that a controlled product he wants from you 
was previously prescribed for him by another physician (either in private practice 
or in a hospital) who is currently unavailable 


* when an unfamiliar patient states that he is the patient of another physician fcr 
whom you may occasionally cover and wishes a prescription for a controlled 
product renewed 


When either of these situations occurs, it is a good idea to ask the patient for the name of 
the physician or hospital and attempt to verify the story. If the patient tends to avoid answering 
your questions, it generally indicates a problem. Often with this type of patient, your prescrip- 
tion blank is the prime target. The following are some suggested guidelines to follow to insure 
its safety and proper use. 


CUT OUT AND SAVE 


————————————————————————————————- 


The Well-Protected Prescription 
GUIDELINES 


. otore all unused prescription pads in a 6. Write out the actual amount of mecica- 
safe place where they cannot be easily tion prescribed in addition to using an 
stolen Arabic or Roman numeral—this discour- 

ages alterations 

. Minimize the number of pads in use at 
one time 

. Do not use your prescription blanks for 


. Have prescription blanks numbered writing notes or memos which can oe 
consecutively when printed so that you erased and the blanks used again 
can tell if some sheets are missing 


4. Never sign prescription blanks in ad- . Do not leave prescription pads in unat- 
vance tended examining rooms, office areas or 


in your bag or car where they can be 
5. Write prescriptions in ink or indelible easily picked up 
pencil to prevent changes 


Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 
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Navane ( thiothixene ) has proved to be of significat —— — 
»enetit at each phase in rehabilitation of the patie Ec oe dus 


with psychotic symptoms: from admission, houal 
lischarge, and beyond. E C C 
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ı rapid return to the community... EDU 
Navane achieves rapid relief of acutely disruptive e 3 KS 
symptoms and facilitates early discharge for most d Xe SENS 
yatients. In excited, agitated psychotic patients, Do pes ee 

Navane has produced improvement within an houg | 
ninimal symptomatology after three hours, and com: 
yaratively brief hospitalization for most patients. E mm 


ind continued long-term improvement... RECTE 
On an outpatient basis, Navane exerts a significat | 

ong-term beneficial effect on patient functioning, | 

especially in the areas of social and vocational 

“adjustment in the community. Initial improvement is. 








naintained with Navane and has been shown to |» 


ncrease over time.’ s 
rarely compromised by adverse reactions... 
With Navane, effectiveness is rarely compromised — - 
"y oversedation or drowsiness. AY potcngsive crises 
ind other cardiovascular reactions" are seldom : 
eported. Anticholinergie' side cttects sich as dry 
nouth or constipation arc rare. If extrapyramidal 
symptoms occur they are usually readily controlled 
xy dosage adjustments or antiparkinson agents. 


‘or à brief summary of Navanc prescribing information, including adverse reactions and « 'ontraindications 


lease sce last page of this advertisement. 
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Rapid return to the community 


Navane (thiothixene) (thiothixene hydrochloride) / 


Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20 mg Concentrate: 5 mg/ml Intramuscular: 2 mg/ml 


BRIEF SUMMARY OF 

PRESCRIBING INFORMATION 

Navane* (thiothixene) 

Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20 mg 

(thiothixene hydrochloride) Concentrate: 5 mg/ml, 
Intramuscular: 2 mg/ml 

Contraindications. Navane (thiothixene) is contraindicated in 
patients with circulatory collapse, comatose states, central nervous 
system depression due to any cause, and blood dyscrasias. Navane 
is contraindicated in individuals who have shown hypersensitivity 
to the drug. It is not known whether there is a cross-sensitivity 
between the thioxanthenes and the phenothiazine derivatives, but 
this possibility should be considered. 

Warnings. Usage in Pregnancy— Safe use of Navane during 
pregnancy has not been established. Therefore, this drug should be 
given to pregnant patients only when, in the judgment of the 
physician, the expected benefits from the treatment exceed the 
possible risks to mother and fetus. Animal reproduction studies and 
clinical experience to date have not demonstrated any teratogenic 
effects. 

In the animal reproduction studies with Navane, there was some 
decrease in conception rate and litter size, and an increase in 
resorption rate in rats and rabbits, changes which have been 
similarly reported with other psyzhotropic agents. After repeated 
oral administration of Navane to rats (5 to 1S mg/kg/day), rabbits 
(3to 50 mg/kg/day), and monkeys(1to3 mg/kg/day) before and 
during gestation, no teratogenic effects were seen. (See Precau- 
tions.) 

Usage in Children— The use of Navane in children under 12 
years of age is not recommended »ecause safety and efficacy in the 
pediatric age group have not been established. 

As is true with many CNS drugs, Navane may impair the mental 
and/or physical abilities required for the performance of poten- 
tially hazardous tasks such as driving a car or operating machinery, 
especially during the first few days of therapy. Therefore, the 
patient should be cautioned accordingly. 

As in the case of other CNS-acting drugs, patients receiving 
Navane should be cautioned about the possible additive effects 
(which may include hypotension) with CNS depressants and with 
alcohol. 

Precautions. An antiemetic effect was observed in animal studies 
with Navane; since this effect may also occur in man; it is possible 
that Navane may mask signs of overdosage of toxic drugs and may 
obscure conditions such as intestinal obstruction and brain tumor. 

In consideration of the known capability of Navane and certain 
other psychotropic drugs to precipitate convulsions, extreme 
caution should be used in patients with a history of convulsive 
disorders or those in a state of alcohol withdrawal since it may 
lower the convulsive threshold. Although Navane potentiates the 
actions of the barbiturates, the dosage of the anticonvulsant therapy 
should not be reduced when Navane is administered concurrently. 

Caution as well as careful adjustment of the dosage is indicated 
when Navane is used in conjunction with other CNS depressants 
other than anticonvulsant drugs. 

Though exhibiting rather weak anticholinergic properties, 
Navane should be used with caution in patients who are known or 
suspected to have glaucoma, or who might be exposed to extreme 
heat, or who are receiving atropine or related drugs. 

Use with caution in patients with cardiovascular disease. 

Also, careful observation snould be made for pigmentary 
retinopathy, and lenticular pigmentation (fine lenticular pigmenta- 
tion has been noted in a small number of patients treated with 
Navane for prolonged periods). Blood dyscrasias (agranulocyto- 
sis, pancytopenia, thrombocytopenic purpura), and liver damage 
(jaundice, biliary stasis) have been reported with related drugs. 

Undue exposure to sunlight should be avoided. Photosensitive 
reactions have been reported in »atients on Navane. 

Intramuscular Administratior — As with all intramuscular prep- 
arations, Navane Intramuscular should be injected well within the 
body of a relatively large muscle. The preferred sites are the upper 
outer quadrant of the buttock (i.e., gluteus maximus) and the 
mid-lateral thigh. 

The deltoid area should be used only if well developed, such as in 

certain adults and older children, and then only with caution to 
avoid radial nerve injury. Intramuscular injections should not be 
made into the lower and mid-thirds of the upper arm. As with all 
intramuscular injections, aspiration is necessary to help avoid 
inadvertent injection into à blocd vessel. 
Adverse Reactions. Nore: Not all of the following adverse 
reactions have been reported with Navane (thiothixene). However, 
since Navane has certain chemical and pharmacologic similarities 
to the phenothiazines, all of the known side effects and toxicity 
associated with phenothiazine therapy should be borne in mind 
when Navane is used. 

Cardiovascular effects: Tachycardia, hypotension, lightheaded- 
ness, and syncope. In the event hypotension occurs, epinephrine 
should not be used as a pressor agent since a paradoxical further 
lowering of blood pressure may result. Nonspecific EKG changes 
have been observed in some patients receiving Navane. These 
changes are usually reversible and frequently disappear on 
continued Navane therapy. The incidence of these changes is lower 
than that observed with some phenothiazines. The clinical 
significance of these changes is not known. 

CNS effects: Drowsiness, usually mild, may occur although it 
usually subsides with continuation of Navane therapy. The 
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incidence of sedation appears similar to that of the piperazine group 
of phenothiazines, but less than that of certain aliphatic 
phenothiazines. Restlessness, agitation and insomnia have been 
noted with Navane (thiothixene). Seizures and paradoxical exacer- 
bation of psychotic symptoms have occurred with Navane 
infrequently. 

Hyperreflexia has been reported in infants delivered from 
mothers having received structurally related drugs. 

In addition, phenothiazine derivatives have been associated 
with cerebral edema and cerebrospinal fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo-parkinsonism, 
akathisia, and dystonia have been reported. Management of these 
extrapyramidal symptoms depends upon the type and severity. 
Rapid relief of acute symptoms may require the use of an injectable 
antiparkinson agent. More slowly emerging symptoms may be 
managed by reducing the dosage of Navane and/or administering 
an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: As with all antipsychotic agents 
tardive dyskinesia may appear in some patients on long term 
therapy or may occur after drug therapy has been discontinued. The 
risk seems to be greater in elderly patients on high-dose therapy, 
especially females. The symptoms are persistent and in some 
patients appear to be irreversible. The syndrome is characterized 
by rhythmical involuntary movements of the tongue, face, mouth 
or jaw (e.g., protrusion of tongue, puffing of cheeks, puckering of 
mouth, chewing movements). Sometimes these may be accompa- 
nied by involuntary movements of extremities. 

There is no known effective treatment for tardive dyskinesia: 
antiparkinsonism agents usually do not alleviate the symptoms of 
this syndrome. It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment, or increase the 
dosage of the agent, or switch to a different antipsychotic agent, the 
syndrome may be masked. 

It has been reported that fine vermicular movements of the 
tongue may be an early sign of the syndrome and if the medication 
is stopped at that time, the syndrome may not develop. 

Hepatic effects: Elevations of serum transaminase and alkaline 
phosphatase, usually transient, have been infrequently observed in 
some patients. No clinically confirmed cases of jaundice attribut- 
able to Navane have been reported. 

Hematologic effects: As is true with certain other psychotropic 
drugs, leukopenia and leukocytosis, which are usually transient, 
can occur occasionally with Navane. Other antipsychotic drugs 
have been associated with agranulocytosis. eosinophilia, hemo- 
lytic anemia, thrombocytopenia and pancytopenia. 

Allergic redactions: Rash, pruritus, urticaria, photosensitivity 
and rare cases of anaphylaxis have been reported with Navane. 
Undue exposure to sunlight should be avoided. Although not 
experienced with Navane, exfoliative dermatitis and contact 
dermatitis (in nursing personnel) have been reported with certain 
phenothiazines. 

Endocrine disorders: Lactation, moderate breast enlargement 
and amenorrhea have occurred in a small percentage of females 
receiving Navane. If persistent, this may necessitate a reduction in 
dosage or the discontinuation of therapy. Phenothiazines have been 
associated with false positive pregnancy tests, gynecomastia, 
hypoglycemia, hyperglycemia, and glycosuria. 

Autonomic effects: Dry mouth, blurred vision, nasal conges- 
tion, constipation, increased sweating, increased salivation, and 
impotence have occurred infrequently with Navane therapy. 
Phenothiazines have been associated with miosis, mydriasis, and 
adynamic ileus. 

Other adverse reactions: Hyperpyrexia, anorexia, nausea, 
vomiting, diarrhea, increase in appetite and weight, weakness or 
fatigue, polydipsia and peripheral edema. 

Although not reported with Navane, evidence indicates there is a 
relationship between phenothiazine therapy and the occurrence of 
a systemic lupus erythematosus-like syndrome. 

NOTE: Sudden deaths have occasionally been reported in 

patients who have received certain phenothiazine derivatives. In 
some cases the cause of death was apparently cardiac arrest or 
asphyxia due to failure of the cough reflex. In others, the cause 
could not be determined nor could it be established that death was 
due to phenothiazine administration. 
Dosage and Administration. Dosage of Navane should be 
individually adjusted depending on the chronicity and severity of 
the condition. In general, small doses should be used initially and 
gradually increased to the optimal effective level, based on patient 
response. 

Some patients have been successfully maintained on once-a-day 
Navane therapy. 

Usage in children under 12 years of age is not recommended 
because safe conditions for its use have not been established. 

Navane Intramuscular Solution— For Intramuscular Use Only. 
Where more rapid control and treatment of acute behavior is 
desirable, the intramuscular form of Navane may be indicated. It is 
also of benefit where the very nature of the patient's sympto- 
matology, whether acute or chronic, renders oral administration 
impractical or even impossible. 

For treatment of acute symptomatology or in patients unable or 
unwilling to take oral medication, the usual dose is 4 mg of Navane 
Intramuscular administered 2 to 4 times daily. Dosage may be 
increased or decreased depending on response. Most patients are 
controlled on a total daily dosage of 16 to 20 mg. The maximum 


recommended dosage is 30 mg/day. An oral form should supplant 
the injectable form as soon as possible. It may be necessary to 
adjust the dosage when changing from the intramuscular to oral 
dosage forms. Dosage recommendations for Navane (thiothixene) 
Capsules and Concentrate appear in the following paragraphs. 

Navane Capsules; Navane Concentrate — |n milder conditions, 
an initial dose of 2 mg three times daily. If indicated, a subsequent 
increase to 15 mg/day total daily dose is often effective. 

In more severe conditions, an initial dose of 5 mg twice daily. 

The usual optimal dose is 20 to 30 mg daily. If indicated, an 

increase to 60 mg/day total daily dose is often effective. Exceed- 
ing a total daily dose of 60 mg rarely increases the beneficial 
response. 
Overdosage. Manifestations include muscular twitching, drowsi- 
ness, and dizziness. Symptoms of gross overdosage may include 
CNS depression, rigidity, weakness, torticollis, tremor, salivation, 
dysphagia, hypotension, disturbances of gait, or coma. 

Treatment: Essentially symptomatic and supportive. For Navane 
oral, early gastric lavage is helpful. For Navane oral and 
Intramuscular, keep patient under careful observation and maintain 
an open airway, since involvement of the extrapyramidal system 
may produce dysphagia and respiratory difficulty in severe 
overdosage. If hypotension occurs, the standard measures for 
managing circulatory shock should be used (I. V. fluids and/or 
vasoconstrictors). 

If a vasoconstrictor is needed, levarterenol and phenylephrine 
are the most suitable drugs. Other pressor agents, including 
epinephrine, are not recommended, since phenothiazine deriva- 
tives may reverse the usual pressor action of these agents and cause 
further lowering of blood pressure. 

If CNS depression is present, recommended stimulants include 
amphetamine, dextroamphetamine, or caffeine and sodium ben- 
zoate. Stimulants that may cause convulsions (c.g. picrotoxin or 
pentylenetetrazol) should be avoided. Extrapyramidal symptoms 
may be treated with antiparkinson drugs. 

There are no data on the use of peritoneal or hemodialysis, but 
they are known to be of little value in phenothiazine intoxication. 
How Supplied. Navane (thiothixene) is avaiable as capsules 
containing | mg, 2 mg, 5 mg, and 10 mg of thiothixene in bottles 
of 100, 1,000, and unit-dose pack of 100(10 x 10's). Navane is also 
available as capsules containing 20 mg of thiothixene in bottles of 
100, 500, and unit-dose pack of 100 (10 x 10's). 

Navane (thiothixene hydrochloride) Concentrate is available in 
120 ml (4 oz.) bottles with an accompanying dropper calibrated at 
2 mg, 4 mg, 5 mg, 6 mg. 8 mg. and 10 mg, and in 30 ml (1 oz.) 
bottles with an accompanying dropper calibrated at 2 mg, 4 mg, 
and 5 mg. Each ml contains thiothixene hydrochloride equivalent 
to 5 mg of thiothixene. Contains alcohol, U.S P. 7.0% v/v (small 
loss unavoidable). 

Navane (thiothixene hydrochloride) Intramuscular solution is 
available in a2 ml amber glass vial in packageso* 10 vials. Each ml 
contains thiothixene hydrochloride equivalent te 2 mg of thiothix- 
ene, dextrose 5% w/v, benzyl alcohol 0.9% w/v, and propyl 
gallate 0.02% w/v. 
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organic brain syndrome, presented as a scientific exhibit at the 
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For additional information on Navane, 
please consult your Roerig representative or 
write to: Roerig Medical Department, 235 East 
42nd Street, New York, NY 10017. 
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is a quarterly review devoted to the psychoanalytic exploration of man in its 
broadest possible sense, without adherence to the tenets of any one 
school. It is the official organ of The American Academy of Psychoanalysis 
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Published Quarterly 
Volume 8, 1980 $25.00 
Outside U.S. add $8.00 for postage and handling. 


-— — — ee eee G—A ee ee — — ——— — —— — — — — — ee — ee ee ee ee ee ee ee ee ee ——À ee — — a 
“Mai to: Subscription Department 0-8432 x 
John Wiley & Sons 
605 Third Avenue 


New York, New York 10016 


Please enter a one year subscription to The Journal of The American 
Academy of Psychoanalysis, Volume 8, 1980. My check for $ 
is enclosed. 


Name 


Address 


-———— — Ó2—u—"—— — —— — -—A)— — — 


EVE -7- 0-0 IO rs. ..— JPostal Gage 


\ Payment for international orders must be made in U.S. currency. 





1 
N 


rore S E ee eee 


A15 


aces Ohl halite ae 9 aer 
m 





ki marked agitation with depression 
symptomatic relief may make the patient 
more accessible and responsive. 


Rapid relief of marked agitation in many patients 

The tranquilizer component alleviates symptoms of agitation and anxiety within a few days, 
without apparent dulling of mental acuity. Hypnotic effects from the tranquilizer component 
appear to be minimal, particularly in patients permitted to remain active. However, TRIAVIL 
may impair mental and/or physical abilities required for performance of hazardous tasks. 


Highly effective antidepressant action 

The antidepressant component relieves symptoms of depression such as poor concentration 
and feelings of hopelessness as well as early morning awakening; adequate relief of symptoms 
may take a few weeks or even longer. 


Helps break barriers to psychotherapy 
As symptoms are relieved, many patients often communicate more effectively, become more 
cooperative, and are able to return to normal daily activities. 


More prescribing convenience 

There are now five tablet strengths of TRIAVIL for ease of dosage adjustment. For man 
patients with agitation and depression, you can now initiate therapy with one TRIAVIL' 4-50, 
containing 4 mg perphenazine and 50 mg amitriptyline HCI, b.i.d. The regimen is simple, 
economical, and may well enhance patient compliance. 


Treatment with TRIAVIL— a balanced view: 
TRIAVIL is contraindicated in CNS depression from drugs, in the presence of evidence of 
bone marrow depression, and in patients hypersensitive to phenothiazines or amitriptyline. 
It should not be used during the acute recovery phase following myocardial infarction or 

in patients who have received an MAOI within two weeks. Patients with cardiovascular 
disorders should be watched closely. Not recommended in children or during pregnancy. 
TRIAVIL may impair mental and/or physical abilities required for performance of hazardous 
tasks and may enhance the response to alcohol. Antiemetic effect may obscure toxicity 
due to overdosage of other drugs or mask other disorders. The possibility of suicide in 
depressed patients remains until significant remission occurs. Such patients should not 
have access to large quantities of the drug. Hospitalize as soon as possible any patient 
suspected of having taken an overdose. 
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All 


More dosage strengths 
than any other formulation containing 
a tranquilizer and an antidepressant 


dual-action 


Tria 


containing perphenazine and amitriptyline HCI 


Available: 

TRIAVIL” 2-25: Each tablet contains 

2 mg perphenazine and 25 mg amitriptyline HCI. 
TRIAVIL” 2-10: Each tablet contains 

2 mg perphenazine anc 10 mg amitriptyline HCI. 
TRIAVIL* 4-50: Each tablet contains 

4 mg perphenazine and 50 mg amitriptyline HCI. 
TRIAVIL” 4-25: Each tablet contains 

4 mg perphenazine and 25 mg amitriptyline HCI. 
TRIAVIL” 4-10: Each tablet contains 

4 mg perphenazine anc 10 mg amitriptyline HCI. 


CONTRAINDICATIONS: Central nervous system depression from drugs (bar- 
biturates, alcohol, narcotics, analgesics, antihistamines); evidence of bone mar- 
row depression; known hypersensitivity to phenothiazines or amitriptyline. Should 
not be given concomitantly with a monoamine oxidase inhibitor since hyperpyretic 
crises, severe convulsions, and deaths have occurred from such combinations. 
When used to replace amonoamine oxidase inhibitor, allow a minimum of 14 days 
to elapse before initiating therapy with TRIAVIL. Therapy should then be initiated 
cautiously with gradual increase in dosage until optimum response is achieved. 
Not recommended for use during acute recovery phase following myocardial 
infarction. 

WARNINGS: TRIAVIL should not be given concomitantly with guanethidine or 
similarly acting compounds since TRIAVIL may block the antihypertensive action 
of such compounds. Use cautiously in patients with history of urinary retention, 
angle-closure glaucoma, increased intraocular pressure, or convulsive disorders. 
Dosage of anticonvulsive agents may have to be increased. In patients with 
angle-closure glaucoma, even average doses may precipitate an attack. Patients 
with cardiovascular disorders should be watched closely. Tricyclic antidepres- 
sants, including amitriptyline HCl, have been reported to produce arrhythmias, 
sinus tachycardia, and prolongation of conduction time, particularly in high doses. 
Myocardial infarction and stroke have been reported with tricyclic antidepressant 
drugs. Close supervision is required for hyperthyroid patients or those receiving 
thyroid medication. May impair mental and/or physical abilities required for 
performance of hazardous tasks, such as operating machinery or driving a motor 
vehicle. In patients who use alcohol excessively, potentiation may increase the 
danger inherent in any suicide attempt or overdosage. Not recommended in 
children or during pregnancy. 

PRECAUTIONS: Suicide is a possibility in depressed patients and may remain 
until significant remission occurs. Such patients should not have access to large 
quantities of this drug. 

Perphenazine: Shoulc not be used indiscriminately. Use with caution in patients 
who have previously exhibited severe adverse reactions to other phenothiazines. 
Likelihood of some untoward actions is greater with high doses. Closely supervise 
with any dosage. The antiemetic effect of perphenazine may obscure signs of 
toxicity due to overdosage of other drugs or make more difficult the diagnosis of 
disorders such as brain tumor or intestinal obstruction. A significant, not otherwise 
explained, rise in body temperature may suggest individual intolerance to 
perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed, as its action is 

blocked and partially reversed by perphenazine. Phenothiazines may potentiate 
the action of central nervous system depressants (opiates, analgesics, antihis- 
tamines, barbiturates, alcohol) and atropine. In concurrent therapy with any of 
these, TRIAVIL should be given in reduced dosage. May also potentiate the action 
of heat and phosphorous insecticides. There is sufficient experimental evidence to 
conclude that chronic administration of antipsychotic drugs which increase 
prolactin secretion has the potential to induce mammary neoplasms in rodents 
under the appropriate conditions. There are recognized differences in the 
physiological role of prolactin between rodents and humans. Since there are, at 
present, no adequate epidemiological studies, the relevance to human mammary 
cancer risk from prolanged exposure to perphenazine and other antipsychotic 
drugs is not known. 
Amitriptyline: |n manic-depressive psychosis, depressed patients may experi- 
ence a shift toward the manic phase if they are treated with an antidepressant. 
Patients with paranoid symptomatology may have an exaggeration of such 
symptoms. The tranqui izing effect of TRIAVIL seems to reduce the likelihood of this 
effect. When amitriptyl ne HCI is given with anticholinergic agents or sympatho- 
mimetic drugs, including epinephrine combined with local anesthetics, close 
supervision and careful adjustment of dosages are required. Paralytic ileus may 
occur in patients taking tricyclic antidepressants in combination with anticholiner- 
gic-type drugs. 
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Caution is advised if patients receive large doses of ethchlorvy@ol concurrently. 
Transient delirium has been reported in patients who were tre&ed with 1 g of 
ethchlorvynol and 75-150 mg of amitriptyline HCI. 

Amitriptyline HCl may enhance the response to alcohol and 
barbiturates and other CNS depressants. 

Concurrent administration of amitriptyline HCI and electroshock therapy may 
increase the hazards associated with such therapy. Such treatment should be 
limited to patients for whom it is essential. Discontinue several days betole eleftive 
surgery if possible. Elevation and lowering of blood sugar levels have botrbeen 
reported. Use with caution in patients with impaired liver function. 


ADVERSE REACTIONS: Similar to those reported with either consttueht alone. 
Perphenazine: Extrapyramidal symptoms (opisthotonus, oculogyric crisis, 
hyperreflexia, dystonia, akathisia, acute dyskinesia, ataxia, parkinsonism) have 
been reported and can usually be controlled by the concomitant use of effective 
antiparkinsonian drugs and / or by reduction in dosage, but sometimes persist after 
discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term therapy or may 
occur after drug therapy with phenothiazines and related agents has been 
discontinued. The risk appears to be greater in elderly patients on high-dose 
therapy, especially females. Symptoms are persistent and in some patients appear 
to be irreversible. The syndrome is characterized by rhythmical involuntary 
movements of the tongue, face, mouth, or jaw. Involuntary movements of the 
extremities sometimes occur. There is no known treatment for tardive dyskinesia; 
antiparkinsonism agents usually do not alleviate the symptoms. It is advised that all 
antipsychotic agents be discontinued if the above symptoms appear If treatment is 
reinstituted, or dosage of the particular drug increased, or another drug substi- 
tuted, the syndrome may be masked. Fine vermicular movements cf the tongue 
may be an early sign of the syndrome. The full-blown syndrome may not develop 
if medication is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, erythema, 
urticaria, eczema, up to exfoliative dermatitis); other allergic reactions (asthma, 
laryngeal edema, angioneurotic edema, anaphylactoid reactions); peripheral 
edema; reversed epinephrine effect; hyperglycemia; endocrine disturbances 
(lactation, galactorrhea, gynecomastia, disturbances of menstrual cvcle); altered 
cerebrospinal fluid proteins; paradoxical excitement; hypertension, hypotension, 
tachycardia, and ECG abnormalities (quinidine-like effect); reactivation of psy- 
chotic processes; catatonic-like states; autonomic reactions, such es dry mouth 
or salivation, headache, anorexia, nausea, vomiting, constipation, obstipation, 
urinary frequency or incontinence, blurred vision, nasal congestion, and a change 
in pulse rate; other adverse reactions reported with various phenothiazine 
compounds, but not with perphenazine, include grand mal convulsions, cerebral 
edema, polyphagia, pigmentary retinopathy, photophobia, skin pigmentation, and 
failure of ejaculation. 

The phenothiazine compounds have produced blood dyscrasias (pancyto- 
penia, thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophilia); 
and liver damage (jaundice, biliary stasis). 

Pigmentation of the cornea and lens has been reported to occur after long-term 
administration of some phenothiazines. Although it has not been reported in 
patients receiving TRIAVIL, the possibility that it might occur should be considered. 

Hypnotic effects, lassitude, muscle weakness, and mild insomnia have also 
been reported. 

Amitriptyline: Note: Listing includes a few reactions not reported for this drug, but 
which have occurred with other pharmacologically similar tricyclic artidepressant 
drugs and must be considered when amitriptyline is administered. Cardiovascu- 
lar: Hypotension; hypertension; tachycardia; palpitation; myocardial infarction; 
arrhythmias; heart block; stroke. CNS and Neuromuscular: Confusional states; 
disturbed concentration; disorientation; delusions; hallucinations; excitement; 
anxiety; restlessness; insomnia; nightmares; numbness. tingling, and paresthesias 
of the extremities; peripheral neuropathy; incoordination; ataxia; tremors; sei- 
zures; alteration in EEG patterns; extrapyramidal symptoms; tinnitus; syndrome of 
inappropriate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth; 
blurred vision; disturbance of accommodation; increased intraocular pressure; 
constipation; paralytic ileus; urinary retention; dilatation of urinary tract. Allergic: 
Skin rash; urticaria; photosensitization; edema of face and tongue. Hematologic: 
Bone marrow depression including agranulocytosis; leukopenia; eosinophilia; 
purpura; thrombocytopenia. Gastrointestinal: Nausea; epigastric distress; vomit- 
ing; anorexia; stomatitis; peculiar taste; diarrhea; parotid swelling; black tongue. 
Rarely hepatitis (including altered liver function and jaundice). Endocrine: Testic- 
ular swelling and gynecomastia in the male; breast enlargement and galactorrhea 
in the female; increased or decreased libido; elevated or lowered blood sugar 
levels. Other: Dizziness, weakness; fatigue; headache; weight gain or loss; 
increased perspiration; urinary frequency; mydriasis; drowsiness; alopecia. With- 
drawal Symptoms: Abrupt cessation after prolonged administration may produce 
nausea, headache, and malaise. These are not indicative of addicticn. 

OVERDOSAGE: All patients suspected of having taken an overdosage should be 
admitted to a hospital as soon as possible. Treatment is symptomatic and 
supportive. However, the intravenous administration of 1-3 mg of physostigmine 
salicylate is reported to reverse the symptoms of tricyclic antidepressant poison- 
ing. Because physostigmine is rapidly metabolized, the dosage of pnysostigmine 
should be repeated as required particularly if life-threatening signs such as 
arrhythmias, convulsions, and deep coma recur or persist after the initial dosage of 
physostigmine. On this basis, in severe overdosage with perphenazine-amitrip- 
tyline combinations, symptomatic treatment of central anticholinergic effects with 
physostigmine salicylate should be considered. J8TR22 (DC6613215) 
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For more detailed information, consult your MSD Representative 
or see full Prescribing Information. Merck Sharp & Dohme, Division 
of Merck & Co., INC., West Point, Pa. 19486. 


_/ Modern Legal Medicine, 





This is the only comprehensive textbook which fully integrates 
forensic science, legal medicine, and forensic psychiatry—a truly 
interdisciplinary work! 


Here are some of the ways it will help you in your day-to-day 

practice: 

e |t contains practical information on the medicolegal system. 

e |t covers aspects of forensic science and legal medicine you 
won't find anywhere else. 

e itemphasizes pertinent legal aspects of clinical, scientific, and 
investigative areas of medicine. 

e |t gives you immediate access to today's best thinking as 
written by 56 nationally respected experts in the fields of law, 
medicine, psychiatry, and the forensic sciences. 


Order your copy now. Your 30-day return privilege is guaranteed. 


1310 pp. 282 ill. $79.50. February 1980. 


Yes, in Modern Legal Medicine, Psychiatry, and Forensic Sci- 
ence, you will find an abundance of information which applies to 
your psychiatric practice. You will refer again and again to its 
discussion of topics such as correctional psychiatry, the predic- 
tion of dangerousness and its implications for treatment, 
pedophilia, exhibitionism, worker's compensation litigation, and 
the courtroom presentation of psychiatric and psychological evi- 
dence. 


By William J. Curran, JD, LLM, SMHyg, Frances Glessner 
Lee Professor of Legal Medicine, Harvard University Medical 
School and School of Public Health; Chairman, Massachusetts 
State Medicolegal Investigation Committee, Boston, Mas- 
sachusetts; 


A. Louis McGarry, MD, Professor of Clinical Psychiatry, 
State University of New York at Stony Brook; Director, Division of 
Forensic Services, Nassau County Medical Center, East Meadow, 
New York; and 


Charles S. Petty, MD, Director, Southwestern Institute of 
Forensic Sciences at Dallas; Chief Medical Examiner, Dallas 
County; Professor of Pathology and Forensic Sciences, Univer- 
sity of Texas Southwestern Medical School at Dallas, Dallas, 
Texas. 


With contributions by Marvin E. Aronson, MD; Charles R. Baxter, MD; 
James A. Benz, MD; Joseph P. Buckley, MS; L. Maximilian Buja, MD; 
Maureen Casey, BA; John I. Coe, MD; Murray L. Cohen, PhD; Jonathan O. 
Cole, MD; Joseph H. Davis, MD; Harold W. Demone, Jr., PhD; Risa G. 
Dickstein, JD; Vincent J.M. DiMaio, MD; Simon Dinitz, PhD; Amiram 
Elwork, PhD; Russell S. Fisher, MD; James C. Garriott, PhD; Thomas P. 
Hackett, MD; Ellen L. Heck, BS, MT; Elaine Hilberman, MD; Charles S. 
Hirsch, MD; Larry B. Howard, PhD; Julian Kivowitz, MD; Robert E. Litman, 
MD; William T. Lowry, PhD; Morton F. Mason, PhD; William A. Meissner, 
MD; Herbert C. Modlin, MD; Carol C. Nadelson, MD; Malkah T. Notman, 
MD; Charles P. O'Brien, MD, PhD; George V.C. Parker, PhD; Joseph L. 
Peterson, DCrim; Seymour Pollack, MD; Earl F. Rose, MD, LLB; Loren H. 
Roth, MD, MPH; Joseph C. Rupp, MD, PhD; Fay A. Saber, JD, MPH; Bruce 
Dennis Sales, PhD, JD; Stanley M. Schwartz, DMD; R. Kirkland 
Schwitzgebel EdD, JD; Theoharis K. Seghorn, PhD; Laurence R. Simson, 
Jr., MD; Irving C. Stone, Jr., PhD; William Q. Sturner, MD; Donald L. Tasto, 
PhD; Oscar l. Tosi, PhD, ScD; Charles F. Vorkoper, MSSW; James T. 
Weston, MD; George E. Woody, MD; Ronald K. Wright, MD; Norman E. 
Zinberg, MD; Ross E. Zumwalt, MD. 
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ational Aspects, Training, and Qualifications in Forensic Psychiatry e 
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tions and Reports e Psychological Testing in Legal Settings e Predic- 
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ESTABLISHED 1934 


A residential treatment center Jor 
emotionally disturbed adolescent boys 


e |.Q. NORMAL & GIFTED 
e AGES: 12—18 
e GRADES: 6—12 


e 12 MONTH PROGRAM 
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A Major Work by 
Marmor and Woods! 


The Interface between the 
Psychodynamic and 
Behavioral Therapies 


edited by Judd Marmor, M.D. 

and Sherwyn M. Woods, M.D., Ph.D. 

University of Southern California School of Medicine 
and Southern California Psychoanalytic Institute 


“It is clearly just as insufficient for the dynamic 
psychotherapist to ignore the rich literature on 
behavioral learning as for the behavioral therapist to 
ignore the manner in which unconscious processes 
and conflicts shape such learning.” 

—from the Preface 


€ Includes twenty-five classic theoretical and clinical 
papers on this topic € Offers incisive commentary on 
each paper by the editors 


A volume in Critical Issues in Psychiatry. 398 pp., 
illus., 1980, $22.50 


Plenum Medical Book Company 
227 West 17th Street, New York, N.Y. 10011 
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Lithobid 


Slow-Release Lithium Carbonate 3 $. 


Before prescribing, see complete prescribing information in Rowell literagure. ye 
following is a brief summary. 





WARNING 
Lithium toxicity is closely related to serum lithium levels, and can occfir at 
doses close to therapeutic levels. Facilities for prompt and accurate serum 
lithium determinations should be available before initiating therapy. 





Indications: Treatment of manic episodes of manic-depressive illness. Maintenance 
therapy prevents or diminishes the intensity of subsequent episodes in manic- 
depressive patients with a history of mania. 


Warnings: Lithium should generally not be given to patients with Significant renal or 
Cardiovascular disease, severe debilitation or dehydration, sodium depletion, or to 
patients receiving diuretics. 


Lithium therapy has been reported in some cases to be associated with morphologic 
changes in the kidneys. 


Caution patient and family to watch for diarrhea, vomiting, tremor, mild ataxia, drowsi- 
ness, or muscular weakness as signs of lithium toxicity, and to discontinue therapy 
and contact a physician should they occur. Patients receiving combined therapy with 
lithium and an antipsychotic should be monitored closely for early evidence of neuro- 
logic toxicity and treatment discontinued promptly if such signs appear. Caution 
patients about activities requiring alertness (e.g., operating vehicles or machinery). 


Lithium should not be used in pregnancy, especially during the first trimester, unless 
potential benefits outweigh possible hazards. 


Not recommended for children under 12. 


Precautions: Lithium tolerance is greater during the acute manic phase and decreases 
when manic symptoms subside. 


Lithium therapy may lead to sodium depletion. Normal diet (including salt) and adequate 
fluid intake (2500-3000 ml) must be maintained, at least during initial stabilization 
period. Protracted sweating or diarrhea can decrease tolerance; in such cases, 
administer supplemental fluid and salt. 


Each tablet contains 40 mg of sodium chloride, equivalent to 15.7 mg of sodium. 


Sweating, diarrhea, and concomitant infection with elevated temperatures may require 
temporary reduction or cessation of dosage. 


Adverse Reactions: Mild to moderate toxic reactions may occur at serum lithium 
levels from 1.5 to 2.5 mEq/L, and moderate to severe reactions at levels from 2.0 to 
2.5 MEQ/L. Fine hand tremor, polyuria, and mild thirst may occur during initial therapy 
and persist. Transient and mild nausea and general discomfort also appear during 
initial therapy. These effects usually subside with continued treatment or temporary 
reduction or cessation of dosage. If persistent, discontinue dosage. 


Diarrhea, vomiting, drowsiness, muscular weakness, and lack of coordination may be 
early signs of toxicity and may occur at levels below 2.0 mEq/L. At higher levels, 
ataxia, giddiness, tinnitus, blurred vision, and a large output of dilute urine may be 
seen. Serum levels above 3.0 mEq/L may produce a complex clinical picture, involving 
multiple organs and systems. Serum levels should not exceed 2.0 mEq/L during 
acute phase. 


The following reactions appear to be related to serum lithium levels, including levels 
within the therapeutic range: Neuromuscular — tremor, muscle hyperirritability (fascicu- 
lations, twitching, clonic movements of whole limbs), ataxia, choreo-athetotic move- 
ments, hyperactive deep tendon reflex; Central Nervous System—blackout spells, 
epileptiform seizures, slurred speech, dizziness, vertigo, incontinence of urine or 
feces, somnolence, psychomotor retardation, restlessness, confusion, stupor, coma: 
Cardiovascular—cardiac arrhythmia, hypotension, peripheral circulatory collapse; 
Gastrointestinal — anorexia, nausea, vomiting, diarrhea; Genitourinary — albuminuria, 
Oliguria, polyuria, glycosuria; Dermatologic—drying and thinning of hair, alopecia, 
anesthesia of skin, chronic folliculitis, exacerbation of psoriasis, xerosis cutis: 
Autonomic — blurred vision, dry mouth; Thyroid Abnormalities — euthyroid goiter and/or 
hypothyroidism (including myxedema) with lower T; and T4. 1131 uptake may be elevated; 
EEG Changes — diffuse slowing, widening of the frequency spectrum, potentiation and 
disorganization of background rhythm; EKG Changes — reversible flattening, isoelec- 
tricity or inversion of T-waves; Miscellaneous — fatigue, lethargy, transient scotomata, 
dehydration, weight loss, tendency to sleep. 


Reactions unrelated to dosage include: transient EEG and EKG changes, leukocytosis, 
headache, diffuse nontoxic goiter with or without hypothyroidism, transient hyper- 
glycemia, generalized pruritus with or without rash, cutaneous ulcers, albuminuria, 
worsening of organic brain syndromes, excessive weight gain, edematous swelling 
of ankles or wrists, thirst or polyuria, sometimes resembling diabetes insipidus, and 
metallic taste. A single case of a syndrome resembling Raynaud's has been reported. 


Dosage and Administration: Acute Mania — 900 mg b.i.d. or 600 mg t.i.d. (1800 mg 
per day) usually will provide serum lithium levels ranging between 1.0 and 1.5 mEq/L. 
Serum levels should be determined twice per week until serum level and clinical 
condition have been stabilized. 


Long-Term Control — 900 mg to 1200 mg per day in two or three divided doses usually 
will maintain serum lithium levels at 0.6 to 1.2 mEq/L. Serum lithium levels should 
be monitored at least every two months. 


How Supplied: 300 mg peach-colored tablets, imprinted "ROWELL 7514" in red. 
are supplied in bottles of 100 and 1000. 


LABORATORIES, INC. 
BAUDETTE, MINN. 56623 


Do lithium 
dosage 
schedules 
keep your 
patients 
going around 
in circles? 
Lithobid 


Slow-Release Lithium 
Carbonate 300 mg. 


Slow-Release Lithobid enables twice-a-day 
dosing as a practical route to better patient 
compliance. Patients on conventional 
lithium dosage forms can be converted to 
new Lithobid at the same daily dose, 
divided b.i.d. All patients on long-term 
lithium maintenance therapy will 
appreciate the convenience of this 
reduced dosage frequency. 


Conventional tablets or capsules cause 
serum lithium spikes. New Lithobid blunts 
these peaks and keeps post-absorption 
serum levels within bounds. 


& 


ROWELL 


LABORATORIES, INC. 
BAUDETTE, MINN. 56623 


Now you can convert (=... 
your lithium patients ` 
to this convenient, 
new b.i.d. dosage. 


Please see preceding page for brief 
summary of prescribing information 





“You've been 
lied to, Doctor... 
by the alcoholic. 


As actor Patrick O'Neal recalls it 

“Tied to my doctor. I lied to my family 
and I lied to myself. 

"I didn't know then, as an active alcoholic 
that denial is a symptom of the disease of 
alcoholism. Nobody told me. Not even my 
doctors (and there were many). 

"It could be that they didn't know it 
either. Didn't know how to look past my 
lies to make the diagnosis. 

"It's tough to do this, I know...when 
you're not being told the truth. But, the 
medical profession has a fantastic oppor- 
tunity —to heal, to save lives, and to pre- 
serve the quality of lives —by seeing what's 
really the truth, and having the courage to 
confront the patient with it. 

"Of course, when you do this, you run 
the risk of patient denial. But I believe this 
confrontation is really in the patient's 
best interest. And when he finally realizes 
this... he'll bless you for it. 

"So take this small risk. Because there is 
no gain without risk...right? Save a drunk. 
Tell him the truth. 

"I would have appreciated it. And I love 
you for having read this and for reading 
what follows, written by Dr. Stanley 
Gitlow. He confronted me.’ 


Paro 





Guiding the alcoholic patient 
into a total treatment program... 


“In accepting this challenge, the physician should be assured that, working within the framework 
of a total treatment program, the prognosis for rehabilitation is usually excellent and the experience 
most gratifying... for the physician as well as his newly productive, enormously grateful patient.” 


Stanley E. Gitlow, M.D. 


Formerly President, American Medical Society on Alcoholism, 
Clinical Professor of Medicine, The Mount Sinai School 


of Medicine, New York, N. Y. 


1. Recognition 


Whenever compulsive drinking is caus- 
ing trouble in a marriage, on the job, or 
with close friends — and when the 
patient continues to drink despite these 
repeated difficulties in personal rela- 
tionships —the diagnosis of alcoholism 
is nearly always justified. 


2. Confrontation 


‘You may very well offend the patient;' 
according to Dr. Gitlow, "especially if 
you're the first to confront him with the 
reality of his alcoholism. But it's a risk 
that must be taken. Even if your first 
efforts are not successful, you're actually 
making it easier for the second...or the 
third...doctor who confronts him.” 
And once the patient recognizes and 
accepts his problem, through tactful yet 
forthright confrontations, he has 
taken his first positive step toward 
rehabilitation. 


3. Rehabilitation 


The physician, after his diagnosis is 
made and ultimately accepted by the 
patient, must then decide the extent of 
his own personal involvement in the 
total recovery program. He may elect to: 
(A) refer the patient for detoxification... 
to another physician, hospital, or alco- 
holism program featuring integrated 
medical services. 

(B) personally assist the patient to 
achieve a state free of alcohol...before 
referring him to the resources of a total 
treatment program. 

(C) accept the challenge of full treat- 
ment responsibility following diagnosis 
and detoxification. 

This involves investigation and 
evaluation of community resources for 
assistance in formulating a long-term 
recovery plan with the patient's 
participation. 

Recommended throughout the long- 
term rehabilitation process may be the 
valuable support of ANTABUSE® (disul- 
firam)...especially in patients who have 
the desire to stop drinking but lack the 
willpower. 

Under the deterrent protection of 
ANTABUSE, these alcoholic patients 
may have a better chance of taking 
advantage ofthetotaltreatment program. 


Antabuse 
(disulfiram) 


for help on the way back 


o The alcoholic patient's willingness to 
start on ANTABUSE can be e valid 
indicator of his motivation to come to 
grips with his addiction. 

o His abstinence from alcohol while on 
ANTABUSE is based on education — 

the patient's awareness of the highly 
discomforting reactions that can occur. 
Ingestion of even the slightes- amount of 
alcohol can cause previously admin- 
istered ANTABUSE to block normal 
degradation of the alcohol...sharply 
increasing the concentration of acetal- 
dehyde in the blood by 5 to 19 times 

and triggering a most unpleasant 
experience* 

o His willingness to stay on ANTABUSE 
can be an expression of commitment 

to actively cooperate in a long-range 
total treatment program. 


*Note: The patient must be giver a clear and detailed 


account of the effects of ingesting even a small amount 
of alcohol after he has taken ANTABUSE, anc must 
be told that such effects may occur even up to 14 days 
after the last dose. 


Please see prescribing information on next page. 


Antabuse’ 
(disulfiram) 





for help on the way back 


BRIEF SUMMARY 
(For full prescribing information, see package 
circular.) 
ANTABUSE® BRAND OF DISULFIRAM 
IN ALCOHOLISM 
INDICATION 
ANTABUSE is an aid in the management of selected 
chronic alcoholic patients who want to remain in a 
state of enforced sobriety so that supportive and 
psychotherapeutic treatment may be applied to best 
advantage. (Used alone, without proper motivation 
and without supportive therapy, ANTABUSE is not a 
cure for alcoholism, and it is unlikely that it will have 
more than a brief effect on the drinking pattern of 
the cnronic alcoholic.) 
CONTRAINDICATIONS 

Patients who are receiving or have recently received 
metronidazole, paraldehyde, alcohol, or alcohol- 
containing preparations, e.g., cough syrups, tonics 
and the like, should not be given ANTABUSE. 

ANTABUSE is contraindicated in the presence of 
severe myocardial disease or coronary occlusion, 
psychoses, and hypersensitivity to disulfiram or to 
other thiuram derivatives used in pesticides and 
rubber vulcanization. 

WARNINGS 


ANTABUSE should never be administered to a 
patient when he is in a state of alcohol intoxica- 
tion or without his full knowledge. 

The physician should instruct relatives 
accordingly. 


The patient must be fully informed of the 
ANTABUSE-alcohol reaction. He must be strongly 
cautioned against surreptitious drinking while taking 
the drug and he must be fully aware of possible con- 
sequences. He should be warned to avoid alcohol in 
disguised form, i.e., in sauces, vinegars, cough mix- 
tures, and even aftershave lotions and back rubs. 
He should also be warned that reactions may occur 
with alcohol up to 14 days after ingesting 
ANTABUSE. 

The ANTABUSE-ALCOHOL REACTION: 
ANTABUSE plus alcohol, even small amounts, pro- 
duces flushing, throbbing in head and neck, throb- 
bing headache, respiratory difficulty, nausea, 
copious vomiting, sweating, thirst, chest pain, 
palpitation, dyspnea, hyperventilation, tachycardia, 
hypotension, syncope, marked uneasiness, weak- 
ness, vertigo, blurred vision, and confusion. In 
severe reactions there may be respiratory depres- 
sion, cardiovascular collapse, arrhythmias, myocar- 
dial infarction, acute congestive heart failure, 
unconsciousness, convulsions, and death. 

The intensity of the reaction varies with each indi- 
vidual, but is generally proportional to the amounts 
of ANTABUSE and alcohol ingested. Mild reactions 
may occur in the sensitive individual when the blood 
alcohol concentration is increased to as little as 5 to 
10 mg per 100 ml. Symptoms are fully developed at 
50 mg per 100 ml and unconsciousness usually 
results when the blood alcohol level reaches 125 to 
150 mg. 

The duration of the reaction varies from 30 to 60 
minutes to several hours in the more severe cases, 
or as long as there is alcohol in the blood. 

DRUG INTERACTIONS: Disulfiram appears to 
decrease the rate at which certain drugs are metabo- 
lized and so may increase the blood levels and the 
possputy of clinical toxicity of drugs given concom- 
itantly. 

DISULFIRAM SHOULD BE USED WITH 
CAUTION IN THOSE PATIENTS RECEIVING 
PHENYTOIN AND ITS CONGENERS, SINCE THE 
CONCOMITANT ADMINISTRATION OF THESE 
TWO DRUGS CAN LEAD TO PHENYTOIN INTOXI- 
CATION. PRIORTO ADMINISTERING DISULFIRAM 
TO A PATIENT ON PHENYTOIN THERAPY, A 
BASELINE PHENYTOIN SERUM LEVEL SHOULD 
BE OBTAINED. SUBSEQUENT TO INITIATION OF 
DISULFIRAM THERAPY, SERUM LEVELS ON 
PHENYTOIN SHOULD BE DETERMINED ON DIF- 
FERENT DAYS FOR EVIDENCE OF AN INCREASE 
OR FOR A CONTINUING RISE IN LEVELS. 
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INCREASED PHENYTOIN LEVELS SHOULD BE 
TREATED WITH APPROPRIATE DOSAGE 
ADJUSTMENT. 

It may be necessary to adjust the dosage of oral 
anticoagulants upon beginning or stopping disul- 
firam, since disulfiram may prolong prothrombin 
time. 

Patients taking isoniazid when disulfiram is given 
should be observed for the appearance of unsteady 
gait or marked changes in mental status and the 
disulfiram discontinued if such signs appear. 

In rats, simultaneous ingestion of disulfiram and 
nitrite in the diet for 78 weeks has been reported to 
cause tumors, and it has been suggested that disul- 
firam may react with nitrites in the rat stomach to 
form a nitrosamine which is tumorigenic. Disulfiram 
alone in the diet of rats did not lead to such tumors. 
The relevance of this finding to humans is not 
known at this time. 

CONCOMITANT CONDITIONS: Because of the 
possibility of an accidental ANTABUSE-alcohol 
reaction, ANTABUSE (disulfiram) should be used 
with extreme caution in patients with any of the fol- 
lowing conditions: diabetes mellitus, hypothyroidism, 
epilepsy, cerebral damage, chronic and acute 
nephritis, hepatic cirrhosis or insufficiency. 
USAGE IN PREGNANCY: The safe use of this drug 
in pregnancy has not been established. Therefore, 
ANTABUSE should be used during pregnancy only 
when, in the judgment of the physician, the probable 
benefits outweigh the possible risks. 
PRECAUTIONS 

Patients with a history of rubber contact derma- 
titis should be evaluated for hypersensitivity to 
thiuram derivatives before receiving ANTABUSE 
(See Contraindications). 

It is suggested that every patient under treatment 
carry an Identification Card, stating that he is 
receiving ANTABUSE and describing the symptoms 
most likely to occur as a result of the ANTABUSE- 
alcohol reaction. In addition, this card should indi- 
cate the physician or institution to be contacted in 
emergency. (Cards may be obtained from Ayerst 
Laboratories upon request.) 

Alcoholism may accompany or be followed by 
dependence on narcotics or sedatives. Barbiturates 
have been administered concurrently with 
ANTABUSE without untoward effects, but the possi- 
bility of initiating a new abuse should be considered. 

Baseline and follow-up transaminase tests (10-14 
days) are suggested to detect any hepatic dysfunc- 
tion that may result with ANTABUSE therapy. In 
addition, a complete blood count and a sequential 
multiple analysis-12 (SMA-12) test should be made 
every six months. 

Patients taking ANTABUSE Tablets should not be 
exposed to ethylene dibromide or its vapors. This 
precaution is based on preliminary results of animal 
research Currently in progress which suggests a 
toxic interaction between inhaled ethylene dibro- 
mide and ingested disulfiram resulting in a higher 
incidence of tumors and mortality in rats. Correla- 
tion of this finding to humans, however, has not 
been demonstrated. 

ADVERSE REACTIONS 
(See Contraindications, Warnings, and Precautions.) 
OPTIC NEURITIS, PERIPHERAL NEURITIS AND 
POLYNEURITIS MAY OCCUR FOLLOWING AD- 
MINISTRATION OF ANTABUSE. 

Occasional skin eruptions are, as a rule, readily 
controlled by concomitant administration of an anti- 
histaminic drug. 

In asmall number of patients, a transient mild 
drowsiness, fatigability, impotence, headache, 
acneform eruptions, allergic dermatitis, or a metallic 
or garlic-like aftertaste may be experienced during 
the first two weeks of therapy. These complaints 
usually disappear spontaneously with the continua- 
tion of therapy or with reduced dosage. 

Psychotic reactions have been noted, attributable 
in most cases to high dosage, combined toxicity 
(with metronidazole or isoniazid), or to the unmask- 
ing of underlying psychoses in patients stressed by 
the withdrawal of alcohol. 


One case of cholestatic hepatitis has been 
reported, but its relationship to ANTABUSE 
(disulfiram) has not been unequivocally established. 

DOSAGE AND ADMINISTRATION 
ANTABUSE should never be administered until the 
poran has abstained from alcohol for at least 12 

ours. 
INITIAL DOSAGE SCHEDULE: In the first phase of 
treatment, a maximum of 500 mg daily is given in a 
single dose for one to two weeks. Although usually 
taken in the morning, ANTABUSE may be taken on 
retiring by patients who experience a sedative effect. 
Alternatively, to minimize, or eliminate, the sedative 
effect, dosage may be adjusted downward. 
MAINTENANCE REGIMEN: The average mainte- 
nance dose is 250 mg daily (range, 125 to 500 mg); 
it should not exceed 500 mg daily. 
NOTE: Occasional patients, while seemingly on ade- 
quate maintenance doses of ANTABUSE, report 
that they are able to drink alcoholic beverages with 
impunity and without any symptomatology. All 
appearances to the contrary, such patients must be 
presumed to be disposing of their tablets in some 
manner without actually taking them. Until such 
patients have been observed reliably taking their 
daily ANTABUSE tablets (preferably crushed and 
well mixed with liquid), it cannot be concluded that 
ANTABUSE is ineffective. 
DURATION OF THERAPY: The daily, uninterrupted 
administration of ANTABUSE must be continued 
until the patient is fully recovered socially and a basis 
for permanent self-control is established. Depending 
on the individual patient, maintenance therapy may 
be required for months or even years. 
TRIAL WITH ALCOHOL: During early experience 
with ANTABUSE, it was thought advisable for each 
patient to have at least one supervisec alcohol-drug 
reaction. More recently, the test reaction has been 
largely abandoned. Furthermore, such a test reac- 
tion should never be administered to a patient over 
50 years of age. A clear, detailed, and convincing 
description of the reaction is felt to be sufficient in 
most cases. 

However, where a test reaction is deemed neces- 
sary, the suggpstod procedure is as follows: 

After the first one to two weeks’ therapy with 500 
mg daily, a drink of 15 ml (202) of 100 proof 
whiskey or equivalent is taken slowly. This test dose 
of alcoholic beverage may be repeated once only so 
that the total dose does not exceed 30 ml (1 oz) of 
whiskey. Once a reaction develops, no more alcohol 
should be consumed. Such tests should be carried 
out only when the patient is hospitalized, or compar- 
able supervision and facilities, including oxygen, 
are available. 

MANAGEMENT OF ANTABUSE-ALCOHOL REAC- 
TION: In severe reactions, whether caused by an 
excessive test dose or by the patients unsupervised 
ingestion of alcohol, supportive measures to restore 
blood pressure and treat shock should be instituted. 
Other recommendations include: oxygen, carbogen 
(95 per cent oxygen and 5 per cent carbon dioxide), 
vitamin C intravenously in massive doses (1 g). and 
ephedrine sulfate. Antihistamines have also been 
used intravenously. Potassium levels should be 
monitored particularly in patients on digitalis since 
hypokalemia has been reported. 

HOW SUPPLIED 
ANTABUSE — No. 809 — Each tablet (scored) con- 
tains 250 mg disulfiram, in bottles of 100. No. 810— 
Each tablet scare) contains 500 mg disulfiram, in 
bottles-of 50 and 1,000. 7925 
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Unraveling 
the mystery 


(Electron micrograph 
of human synaptic cleft.*) 
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Current evidence suggests that many 
depressions have a biochemical basis in the form 
of a relative deficiency of neurotransmitters, 
such as norepinephrine and serotonin. 


Deficiency of norepinephrine is postulated to be a major factor in a number 
of depressions. Laboratory studies have shown that desipramine is a potent 
inhibitor of norepinephrine re-uptake! a mechanism of action that is thought 
to increase norepinephrine at the synaptic cleft when norepinephrine 
deficiency exists. (See Figures 1 and 2.) 
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Figure 1. Diagrammatic representation or the normal process of neurotransmitter release, transfer across 
the synaptic cleft to the receptor site, and re-uptake. The supply of neurotransmitters is adequate in the 
normal state. 
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Desipramine Hydrochloride 


Figure 2. Diagrammatic representation of the mechanism of action of the tricyclic antidepressant Norpramin 
when there is a relative deficiency of the neurotransmitter norepinephrine (NE), as seen in some depressive 
states. Norpramin (desipramine hydrochloride) blocks the re-uptake of norepinephrine at the presynaptic 
nerve terminal (light brown band), ensuring increased cleft and receptor site neurotransmitter concentration. 
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Norpramin 


desipramine hydrochloride 
ablets NF | 25,50,75,100,150 mg. 


Potent blocker 
f norepinephrine re-uptake 


ccording to current theory? some depressions may respond to 
2sipramine when other tricyclic antidepressants that block the 
-uptake of a different neurotransmitter have been ineffective. 
1erefore, if your patient is unresponsive to treatment with one 
cyclic, consider switching to a tricyclic that blocks the 

-uptake of a different neurotransmitter. 





lelps patient remain calm but active 


orpramin does not usually inhibit normal activity, although patients should 
? cautioned against driving or operating machinery if drowsiness occurs. 
‚ee Warnings, Precautions, and Adverse Reactions.) 


legins to improve sleep patterns 
vithin one week in some patients‘ 


s the depression is relieved, difficulty in falling asleep, 
stlessness, and early morning awakening diminish. 


ess anticholinergic activity 


‘ee Warnings.) 





tudies in animals’ and in normal human subjects?" have shown 
iat desipramine, with its single bond side chain, has less 
Yticholinergic activity than amitriptyline or doxepin. This 

lay mean: 


B less dry mouth 
B ess blurred vision 
B less urinary retention 


Vierrell 


ferences: 1. Ross, S.B. and Renyi, A.L.: Tricyclic antidepressant agents. |. Comparison of the inhibition of the uptake of 
noradrenaline and'^C-5-hydroxytryptamine in slices and crude synaptosome preparations of the midbrain-hypothalamus 
ion of the rat brain. Acta Pharmacol. (Kobenhavn) 36:382-394, 1975. 2. Mass, J.W: Biogenic amines and depression. Bio- 
»mical and pharmacological separation of two types of depression. Arch. Gen. Psychiat. 32:1357-1361, 1975. 3. Davis, J.M.: 
ntral biogenic amines and theories of depression and mania. In, Phenomenology and Treatment of Depression, W.E. Fann, 
aracan, A.D. Pokorny, and R.L. Williams, Ed., New York, Spectrum Publications, Inc., 1977, pp. 17-32. 4. Zung, WWK.: The 
irmacology of disordered sleep. A laboratory approach. J.A.M.A. 211:1532-1534, 1970. 5. Snyder, S.H. and Yamamura, H.I.: 
idepressants and the muscarinic acetylcholine receptor. Arch. Gen. Psychiat. 34:236-239, 1977. 6. Blackwell, B., 
fopoulos, A., Enders P., Kuzma, R., and Adolphe, A.: Anticholinergic activity of two tricyclic antidepressants. Amer. J. 
'chiat. 135:722-724, 1378. 7. Peterson, G.R., Blackwell, B., Hostetler, R.M., Kuzma, R., and Adolphe, A.B.: Anticholinergic 
ivity of the tricyclic antidepressants despiramine [sic] and doxepin in nondepressed volunteers. Communic. Psycho- 
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» 
Now 300 mg. dosage range broadens clinical flexibility 


300 





Maximum Recommended Dose 


Full Remission 
mg. 


150 


Full Remission 


e © 100 
Norpramin `: 
(desipramine * 
hydrochloride Days 10 17 


tablets NF) A maximum dosage of 300 mg. a day, as a single or divided dose, may now be prescribed for 


Norpramin. Since inadequate dosage is thought to be one of the major causes of treatment 
AVAILABLE ONLY ON PRESCRIPTION 


Brief Summary 


MECHANISM OF ACTION: Available evidence suggests that 
many depressions have a biochemical basis in the form of 
a relative deficiency of neurotransmitters such as nor- 
epineohrine and serotonin. Norepinephrine deficiency may 
be associated with relatively low urinary 3-methoxy-4- 
hydrcxyphenyl glycol (MHPG) levels, while serotonin defi- 
ciencies may be associated with low spinal fluid levels of 
5-hycroxyindolacetic acid. 

While the precise mechanism of action of the tricyclic 
antidepressants is unknown, a leading theory suggests 
that they restore normal levels of neurotransmitters by 
blocking the re-uptake of these substances from the 
synapse in the central nervous system. 

Evidence indicates that the secondary amine tricyclic 
antidepressants, including Nerpramin, may have greater 


activity in blocking the re-uptake of norepinephrine. 


Tertiary amine tricyclic antidepressants, such as amitrip- 
tyline. may have greater affect on serotonin re-uptake. 
Norpramin (desipramine hydrochloride) is not a mono- 
amine oxidase (MAQ) inhib.tor and does not act primarily 
as a central nervous system stimulant. It has been found in 
some studies to have a more rapid onset of action than 
imipramine. Earliest therapeu-ic effects may occasionally 
be seen in 2 to 5 days. but full treatment benefit usually 
requires 2 to 3 weeks to obta n. 
INDICATIONS: Norpramin (desipramine hydrochloride) is 
indicated for relief of symptoms in various depressive 
syndromes, especially endogenous depression. 
CONTRAINDICATIONS: Desipramine hydrochloride should 
not be given in conjunction with, or within 2 weeks of. 
treatment with an MAO inh bitor drug; hyperpyretic crises, 
severe convulsions, and death have occurred in patients 
taking MAO inhibitors and ‘ricyclic antidepressants. When 
Norpramin (desipramine hydrochloride) is substituted for 
an MAO inhibitor, at least 2 weeks should elapse between 
treatments. Norpramin sheuld then be started cautiously 
and should be increased gradually. 

The drug is contraindicated in the acute recovery period 
following myocardial infarction. It should not be used in 
those who have shown prior hypersensitivity to the drug. 
Cross sensitivity between this and other dibenzazepines is 
a possibility. 

WARNINGS: 1. Extreme caution should be used when this 
drug is given in the following situations: a. In patients with 
cardiovascular disease, because of the possibility of 
conduction defects, arrhythmias, tachycardias, strokes, 
and acute myocardial infarction. b. In patients with a 
history of urinary retention or glaucoma, because of the 
anticholinergic properties of zhe drug. c. In patients with 
thyroid disease or those taking thyroid medication, 
because of the possibility of cardiovascular toxicity, 
including arrhythmias. d. In patients with a history of 
seizure disorder, because this drug has been shown to 
lower the seizure threshcld. 2. This drug is capable of 
blocking the antihypertensive effect of guanethidine and 
similarly acting compouncs. 3. USE IN PREGNANCY: Safe 
use of desipramine hydrochloride.during pregnancy and 
lactation has not been established: therefore, if it is to be 
given to pregnant patients. nursing mothers, or women of 
childbearing potential, tre possible benefits must be 
weighed against the possible vazards to mother and child. 
Animal reproductive studies have been inconclusive. 4. 
USE IN CHILDREN: Norpramin (desipramine hydrochloride) 
is not recommended for use in children since safety and 
effectiveness in the pediatric age group have not been 
established. 5. The patient should be cautioned that this 
drug may impair the mental and/or physical abilities 
required for the performance of potentially hazardous 
tasks such as driving a cer cr operating machinery. B. In 
patients who may use alcohol excessively. it should be 
borne in mind that the potentiation may increase the 


failure, the new therapeutic range should prove clinically helpful. Plasma desipramine 
measurement would constitute the optimal guide to dosage monitoring. 


danger inherent in any suicide attempt or overdosage. 

PRECAUTIONS: 1. It is important that this drug be dispensed 
in the least possible quantities to depressed outpatients, 
since suicide has been accomplished with this class of 
drug. Ordinary prudence requires that children not have 
access to this drug or to potent drugs of any kind; if 
possible this drug should be dispensed in containers with 
child-resistant safety closures. Storage of this drug in the 
home must be supervised responsibly. 2. If serious adverse 
effects occur. dosage should be reduced or treatment 
should be altered. 3. Norpramin (desipramine hydrochlo- 
ride) therapy in patients with manic-depressive illness 
may induce a hypomanic state after the depressive phase 
terminates. 4. The drug may cause exacerbation of psy- 
chosis in schizophrenic patients. 5. Close supervision and 
careful adjustment of dosage are required when this drug 
IS given concomitantly with anticholinergic or sympatho- 
mimetic drugs. 6. Patients should be warned that while 
taking this drug their response to alcoholic beverages may 
be exaggerated 7. Clinical experience in the concurrent 
administration ef ECT and antidepressant drugs is limited. 
Thus, if such treatment is essential, the possibility of 


increased risk relative to benefits should be considered. 8. 


The sedative effects of Norpramin and benzodiazepines 
(e.g.. chlordiazepoxide or diazepam) are additive. Both the 
sedative and anticholinergic effects of the major tranquil- 
izers are additive to those of Norpramin. 9. This drug 
should be discontinued as soon as possible prior to 
elective surgery because of the possible cardiovascular 
effects. Hypertensive episodes have been observed during 
surgery in patients taking desipramine hydrochloride. 10. 
Both elevation and lowering of blood sugar levels have 
been reported. W. Leukocyte and differential counts should 
be performed in any patient who develops fever and sore 
throat during therapy; the drug should be discontinued if 
there is evidence of pathologic neutrophil depression. 
ADVERSE REACTIONS: Note: Included in the following 
listing are a few adverse reactions that have not been 
reported with this specific drug. However, the pharma- 
cologic similarities among the tricyclic antidepressant 
drugs require that each of the reactions be considered 
when Norpramin (desipramine hydrochloride) is given. 
Cardiovascular: hypotension, hypertension, tachycar- 
dia, palpitatiom, arrhythmias, heart block, myocardial 
infarction, strake. 

Psychiatric: eonfusional states (especially in the 
elderly) with hallucinations, disorientation, delusions; 
anxiety, restlessness, agitation; insomnia and night- 
mares; hypomania; exacerbation of psychosis. 
Neurologic: numbness. tingling, paresthesias of ex- 
tremities; incoordination, ataxia, tremors; peripheral 
neuropathy; extrapyramidal symptoms; seizures, alter- 
ation in EEG patterns: tinnitus. 

Anticholinergic: dry mouth, and rarely associated sub- 
lingual adenitis; blurred vision, disturbance of accom- 
modation, mydriasis, increased intraocular pressure; 
constipation, paralytic ileus; urinary retention, delayed 
micturition, dilatation of urinary tract. 

Allergic: skin rash, petechiae. urticaria, itching, photo- 
sensitization (avoid excessive exposure to sunlight), 
edema (of face and tongue or general), drug fever, cross 
sensitivity with other tricyclic drugs. 

Hematologic. bone marrow depressions including 
agranulocytosis, eosinophilia, purpura, thrombocyto- 
penia. 

Gastrointestinal: anorexia, nausea and vomiting, epi- 
gastric distress, peculiar taste, abdominal cramps, 
diarrhea. stomatitis, black tongue. 

Endocrine: gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female; increased or 
decreased libido, impotence, testicular swelling; eleva- 


tion or depression of blood sugar levels. 

Other: jaundice (simulating obstructive), altered liver 
function; weight gain or loss; perspiration, flushing; 
urinary frequency, nocturia; parotid swelling: drowsi- 
ness, dizziness, weakness and fatigue, headache; alo- 
pecia. 

Withdrawal Symptoms: Though not indicative of addic- 
tion, abrupt cessation of treatment after prolonged 
therapy may produce nausea, headache, and malaise. 
DOSAGE AND ADMINISTRATION: Not recommended for use 
in children. Lower dosages are recommended for elderly 
patients and adolescents. Lower dosages are also 
recommended for outpatients compared to hospitalized 
patients, who are closely supervised. Dosage should be 
initiated at a low level and increased according to 
clinical response and any evidence of intolerance. 
Following remission, maintenance medication may be 
required for a period of time and should be at the lowest 
dose that will maintain remission. 

Usual Adult Dose: The usual adult dose is 100 to 200 mg. 
per day. In more severely ill patients, dosage may be 
further increased gradually to 300 mg./day if necessary. 
Dosages above 300 mg./day are not recommended. 

Dosage should be initiated at a lower level and 
increased according to tolerance and clinical response. 

Treatment of patients requiring as much as 300 mg. 
should generally be initiated in hospitals, where regular 
visits by the physician, skilled nursing care. and fre- 
quent electrocardiograms (ECG's) are available. 

The best available evidence of impending toxicity 
from very high doses of Norpramin is prolongation of the 
QRS or QT intervals on the ECG. Prolongation of the PR 
interval is also significant, but less closely correlated 
with plasma levels. Clinical symptoms of intolerance, 
especially drowsiness, dizziness, and postural hypoten- 
sion, should also alert the physician to the need for 
reduction in dosage. Plasma desipramine measurement 
would constitute the optimal guide to dosage monitor- 
Ing. 

Initial therapy may be administered in divided doses 
or a single daily dose. 

Maintenance therapy may be given on a once-daily 
schedule for patient convenience and compliance. 
Adolescent and Geriatric Dose: The usual adolescent and 
geriatric dose is 25 to 100 mg. daily. 

Dosage should be initiated at a lower level and 
increased according to tolerance and clinical response 
to a usual maximum of 100 mg. daily. In more severely ill 
patients, dosage may be further increased to 150 mg./ 
day. Doses above 150 mg./day are not recommended in 
these age groups. 

Initial therapy may be administered in divided doses 
or a single daily dose. 

Maintenance therapy may be given on a once-daily 
schedule for patient convenience and compliance. 
OVERDOSAGE: See prescribing information for a discus- 
sion of symptoms and treatment of overdose. 
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INFANT MENTAL 
HEALTH JOURNAL 


Official Publication of the Michigan 
Association for Infant Mental Health 


Editor: Jack M. Stack, M.D. 


The psychological and social development 
of the young has long been recognized as a 
matter of paramount importance by health 
care practitioners and social scientists. This 
timely periodical provides the first 
interdisciplinary forum for significant 
research and service developments in this 
critical field. From a wide range of medical 
and psycho-social perspectives, the journal 
thoroughly explores innovative concepts 
and treatment approaches in such vital 
areas as: early detection of disturbed infant- 
parent interaction; the effects of 
interpersonal bonding; early mental health 
diagnoses and intervention techniques; 
education of the exceptional child; and 
treatment of abused children. 
ISSN 0163-9641 

Quarterly Vol. 1, 1980 
Order 605-6 Individuals $20.00 
Order 606-4 Institutions $40.00 
Special rate to members of MAIMH 


JOURNAL OF SEX & 
MARITAL THERAPY 


Editors: Helen S. Kaplan, M.D., Ph.D., 
Clifford J. Sager, M.D., 
Raul C. Schiavi, M.D. 


An active and contemporary forum for the 
clinical and therapeutic techniques that are 
emerging from practice and research. New 
experiments, outcome studies, special 
clinical problems, and innovative 
conceptualizations of sexual functioning 
and marital relationships are explored. 
There are also reports of newly developed 
arousal techniques utilized by sex therapists 


in a variety of settings, and descriptions of 


the new audio-visual aids being used by 
some therapists; current developments in 
conjoint therapy; drug therapy and 
behavior modification; the use of group and 
family modalities in treatment; and 
psychoanalytic techniques used in the 
treatment of sexual dysfunction. 


ISSN 0092-623x 

Quarterly LC 74-2081 Vol. 6, 1980 
Order 781-8 Individuals $22.00 
Order 782-5 Institutions $45.00 


INTERNATIONAL 
JOURNAL OF 
THERAPEUTIC 
COMMUNITIES 

Editor: R.D. Hinschelwood, D.P.M. 


An interdisciplinary jcurnal which covers 
the field of therapeutic communities, 
milieu therapy, and the psychodynamics 
of large groups, natural groups, and both 
small- and large-scale -herapeutic institu- 
tions. The staffng, training and ad- 
ministration of these communities, 
groups and institutions are considered, 
along with the sociology cf therapeutic 
programs and aspects of organization 
theory and business management. 
Studies giving an acccunt cf the history, 
practice and philosophy 0: well-known 
therapeutic communities are presented 
with reviews of particular -oncepts and 
clinical approaches. 


ISSN 0196-1365 

Quarterly Vcl. 1. Fall 1980 
Order Individuals $18.00 
Order Institutions $38.00 
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The Brown Schools: 
Specialists in 
Residential Treatment 


Residential treatment has be- 
come highly specialized in the 
field of mental health. It is a 
specific treatment modality for 
those who need a totally planned 
and structured environment. 

The Brown Schools has de- 
veloped a wide range of profes- 
sional services that can be 
utilized to implement an indi- 
vidually planned residential 
treatment program. The degree 
of structure and protection, the 
intensity of therapy, the methods 
of education and training are 
controlled and modified with the 
resident's changing needs. 

Professionals in the areas of 
psychiatry, psychology, nursing, 
social work, education, pre- 
vocational training, speech 
pathology, and recreation have 
developed expertise in the spe- 
cific area of residential treat- 
ment. Each service area is de- 
signed as a component of an 
integrated therapeutic milieu. 

The three residential treatment 
centers of The Brown Schools 
provide complete programming 


for those in need of twenty-four 
hour care. Services are available 
for children, adolescents, and 
adults with emotional distur- 
bance, mental retardation, and 
neurological impairment. Two 
small group homes in Austin 
provide for reintegration into the 
community and complement the 
services offered in the other 
centers. For information, write: 
Director of Admissions/ 
Department C-O 

The Brown Schools 

P.O. Box 4008, 

Austin, Texas 78765. 

Toll Call: (512) 478-6662 

Out of State Free: (800) 531-5305 
From Texas Free: (800) 252-5404 


SCHOOLS 


An equal opportunity employer. 

All our programs are accredited by 
the appropriate Councils of the Joint 
Commission on Accreditation of 
Hospitals. 





A29 


e, P Ne JC ê 


BUT IT ALMOST ALWAYS STAND 


A focus ọn this somatic complaint may hinder 
exploration into underlying psychopathology’ 
Patients with insomnia often find it difficult to express and/or 
control their aggressive feelings. Sleep is seen as a loss of control and 

remaining awake helps alleviate this fear. Such patients frequently 
tend to focus on their insomnia, rejecting or denying the possibility 
of existing psychopathology. 

Psychotherapy, therefore, may be made more 
productive by the addition of a sleep medication 
for the insomnia. 


For relief of insomnia, 

sleep laboratory studies have proven 
Dalmane' (flurazepamHCI/Roche) effective for 
just one night and effective through at least 
28 consecutive nights of administration.’ 

Results of six separate sleep laboratory studies have shown that Dalmane was 
Significantly effective in improving sleep induction and maintenance during short, 
intermediate and longer-term use? Although the prolonged administration 
of Dalmane is seldom necessary, prolonged use should be accompanied by the 


appropriate patient evaluations, such as periodic blood counts and liver 
and kidney function tests. 


A double-blind study has proven Dalmane" (flurazepamHCI/ Roche) 
effective for psychiatric patients with insomnia' 
Forty-nine hospitalized male patients received either Dalmane or placebo. 


Compared to placebo, Dalmane reduced the time needed to fall asleep, reduced 
the number of awakenings and increased total sleep time? 
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WHEN YOU DECIDE A SLEEP 
MEDICATION IS INDICATED 


DALMANEc 
flurazepam HC! / Roch 


30-MG AND 15-MG CAPSULES 


MORE PROVEN NIGHTS OF EFFICACY 
THAN ANY OTHER MEDICATION TESTED 
FOR INSOMNIA 


"lease see next page for a summary of product information. 





DALMANE« 
flurazepam HCl /Roche 


One 30-mg capsule h.s. — usual adult dosage 

(15 mg may suffice in some patients). 

One 15-mg capsule h.s. — recommended initial dosage 
for elderly or debilitated patients. 


AWIDER MARGIN OF SAFETY 


Dalmane offers a safety profile comparably higher than many other sleep 
medications. There have been no reports of physical or psychological 
dependence when taken at recommended dosages. In controlled studies 
involving 2115 patients, the majority of side effects reported were of the 


sedative-type generally expected with a sleep medication. As with all medications 
in its class, Dalmane should be administered with caution to patients who are 
addiction-prone. Patients should also be cautioned about possible combined 
effects with alcohol and other CNS depressants. 


References: 


1. Kales A, Kales JD, Humphry FJ Il: Sleep and dreams, chap. 2.3, in Comprehensive 
Textbook of Psychiatry/I//, edited by Freedman AM, Kaplan HI, Sadock BJ, ed 2. 
Baltimore, The Williams & Wilkins Company, vol 1, 1976, pp. 114-128 

2. Kales A, et al: Clin Pharmacol Ther 19:576-583, May 1976 

3. Jacobson A, et al: Psychophysiology 7:345, Sep 1970 

4. Data on file, Medical Department, Hoffmann-La Roche Inc., Nutley NJ 


Before prescribing Dalmane (flurazepam 
HCI/Roche), please consult complete 
product information, a summary of which 
follows: 


Indications: Effective in all types of insom- 


nia characterized by difficulty in falling 
asleep, frequent nocturnal awakenings 
and/or early morning awakening; in pa- 
tients with recurring insomnia or poor 
sleeping habits; in acute or chronic medical 
situations requiring restful sleep. Objec- 
tive sleep laboratory data have shown 
effectiveness for at least 28 consecutive 
nights of administration. Since insomnia 
is often transient and intermittent, pro-* 
longed administration is generally not 
necessary or recommended. 
Contraindications: Known hypersensitivity 
to flurazepam HCI. 
Warnings: Caution patients about possible 
combined effects with alcohol and other 
CNS depressants. Caution against hazard- 
ousoccupations requiring complete mental 
alertness (e.g., operating machinery, 
driving). 
Usage in Pregnancy: Several studies 
of minor tranquilizers (chlordiaze- 
poxide, diazepam, and meproba- 
mate) suggest increased risk of 
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congenital malformations during 
the first trimester of pregnancy. 
Dalmane (flurazepam HCI/Roche), 
a benzodiazepine, has not been 
studied adequately to determine 
whether it may be associated with 
such an increased risk. Because use 
of these drugs is rarely a matter of 
urgency, their use duringthis period 
should almost always be avoided. 
Consider possibility of pregnancy 
when instituting therapy; advise 
patients to discuss therapy if they 
intend to or do become pregnant. 


Not recommended for usein persons under 
15 years of age. Though physical and 
psychological dependence have not been 
reported on recommended doses, use 
caution in administering to addiction- 
prone individuals or those who might 
increase dosage. 

Precautions: In elderly and debilitated 
patients, it is recommended that the dos- 
age be limited to 15 mg to reduce risk of 
oversedation, dizziness, confusion and/or 
ataxia. Consider potential additive effects 
with other hypnotics or CNS depressants. 
Employ usual precautions in patients who 
are severely depressed, or with latent 


ROCHE PRODUCTS INC. 
Manati, Puerto Rico 00701 


depression or suicidal tendencies, or with 
impaired renal or hepatic function. 
Periodic blood counts and liver and kidney 
function tests are advised during repeated 
therapy. 

Adverse Reactions: Dizziness, drowsiness, 
lightheadedness, staggering, ataxia and 
falling have occurred, particularly in 
elderly or debilitated patients. Severe 
sedation, lethargy, disorientation and 
coma, probably indicative of drug intoler- 
ance or overdosage, have been re- 
ported. Also reported: headache, heart- 
burn, upset stomach, nausea, vomiting, 
diarrhea, constipation, Gl pain, nervous- 
ness, talkativeness, apprehension, 
irritability, weakness, palpitations, chest 
pains, body and joint pains and GU 
complaints. There have also been rare 
occurrences of leukopenia, granulocy- 
topenia, sweating, flushes, difficulty in 
focusing, blurred vision, burning eyes, 
faintness, hypotension, shortness of 
breath, pruritus, skin rash, dry mouth, 
bitter taste, excessive salivation, anorexia, 
euphoria, depression, slurred speech, 
confusion, restlessness, hallucinations, 
paradoxical reactions, e.g., excitement, 
stimulation and hyperactivity, andelevated 
SGOT, SGPT, total and direct bilirubins 
and alkaline phosphatase. 

Dosage: Individualize for maximum 
beneficial effect. 

Adults: 30 mg usual dosage; 15 mg may 
suffice in some patients. E/derly or debili- 
tated patients: 15 mg recommended ini- 
tially until response is determined. 
Supplied: Capsules containing 15 mg or 
30 mg flurazepam HCl. 
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MENTAL HEALTH FOR THE NON-PROFESSIONAL by Ar- 
lene Wood Wiener. Knowledge, skills, and functions required of 
the non-professional in the mental health setting are delineated. 
'80, cloth-$8.75, paper-$4.95 


FAMILY VIOLENCE by George Thorman. Basic information is 
presented on the causes, treatment, and prevention of family vio- 
lence. '80, $15.50 


SENSORY INTEGRATION IN CHILDREN: Evoked Potentials 
and Intersensory Functions in Pediatrics and Psychology by 
Thorne Shipley. Methods are presented which distinguish psy- 
chiatrically or educationally based learning disabilities from those 
which are organic or systemic in origin. '80, $15.50 


SOCIAL PSYCHOLOGICAL PERSPECTIVES ON LEISURE 
AND RECREATION edited by Seppo E. Iso-Ahola. Sections cover 
the process of leisure socialization and the interdependent influ- 
ences of social cognition, interaction, and leisure satisfaction. '80, 
$19.75 


CRISIS INTERVENTION AND HOW IT WORKS (2nd Ptg.) by 
Romaine V. Edwards. The author's ABC method of crisis coun- 
seling stresses acquiring the facts, boiling down the issues, and 
then coping with the problem. '79, $10.25 


TRANSSEXUALITY IN THE MALE: The Spectrum of Gender 
Dysphoria by Erwin K. Koranyi. The author discusses biological 
and psycholozical factors, hormonal and psychosocial treatments, 
and legal issues. '80, $17.50 


PSYCHOSEXUAL DISORDERS: A Review by M. T. Haslam. 
Etiology and management of a wide range of sexual dysfunctions 
are discussed. '79, $19.75 


STUTTERING: A New Look at an Old Problem Based on Neuro- 
physiological Aspects by Charles P. Overstake. A therapeutic pro- 
gram, based on a novel, neurophysiological theory of stuttering, is 
delineated. '79, $15.50 


THE MALTREATED CHILD: The Maltreatment Syndrome in 
Children—A Medical, Legal and Social Guide (4th Ed.) by Vincent 
J. Fontana and Douglas J. Besharov. Chapters cover the nature, 
causes, and extent of child abuse and its diagnosis and manage- 
ment. '79, $16.00 


WOMEN WHO DRINK: Alcoholic Experience and Psychotherapy 
edited by Vasanti Burtle. Causes and treatment of alcoholism 
among women are reviewed. '79, $21.00 : 


CASE STUDIES IN CLINICAL AND SCHOOL PSYCHOLOGY 
by Ralph F. Blanco and Joseph G. Rosenfeld. The studies encom- 
pass emotional problems, learning disabilities, mental retardation, 
sensory impairments, multiple handicaps, and giftedness. 778, 
$12.75 


THE DIAGNOSIS AND TREATMENT OF ALCOHOLISM (2nd 
Ed.) by Gary G. Forrest. This Second Edition discusses individual 
and social problems associated with alcoholism and reviews treat- 
ment strategies. '78, cloth-$19.25, paper-$14.25 


INTRODUCING NEUROPSYCHOLOGY: The Study of Brain 
and Mind by Stuart J. Dimond. Data are presented on the relation- 
ship between the underlying machinery of the brain and mind and 
behavior. '78, $15.25 


DIAGNOSIS AND REHABILITATION IN CLINICAL NEURO- 
PSYCHOLOGY by Charles J. Golden. This text explains how 
psychological testing can identify, localize, and determine causes of 
brain disorders. '78, $18.75 


MUSIC AND THE BRAIN: Studies in the Neurology of Music 
edited by Macdonald Critchley and R. A. Henson. Topics include 
music therapy, the psychology of musical talent, musical memory, 
and mental illness in composers. '77, $37.50 


í ()r ders with remittance sent, on approval, postpaid 


301-327 East Lawrence Avenue 


A PRIMER IN FAMILY THERAPY by William M. Walsh. Dif- 
ferent approaches to family therapy are reviewed, including the 
author's own integrative family therapy and psvchoanalytic 
therapy. '80, $12.50 


THE PARA-PROFESSIONAL IN THE TREATMENT OF AL- 
COHOLISM: A New Profession (3rd Ptg.) edited by George E. 
Staub and Leona M. Kent. Topics include in-service training, non- 
alcoholic versus recovered personnel, the role of the administrator, 
and Alcoholics Anonymous. ’79, $11.00 


THE SEXUAL VICTIMOLOGY OF YOUTH. edited by LeRoy G. 
Schultz. Legal, medical, psychological, and treatment aspects of the 
problem are considered. '80, $17.50 


TECHNIQUES FOR BEHAVIOR CHANGE: Applications of 
Adlerian Theory (4th Ptg.) compiled and eaited by Arthur G. Ni- 
kelly. Chapters cover birth order, private logic, individual and 
group psychotherapy, and related topics. '72, $16.75 


DELIRIUM: Acute Brain Failure in Man by Z. J. Lipowski. Eti- 
ology, differential diagnosis, management strategies, and related 
topics are discussed. '80, $39.75 


UNDERSTANDING AND COUNSELING ETHNIC MINORI- 
TIES edited by George Henderson. Sections are included on Af- 
rican Americans, Mexican Americans, Puerto Ricans, American 
Indians, Chinese Americans, and Japanese Americans. '79, $24.50 


NEUROCHEMISTRY OF AMINOSUGARS: Neurochemistry and 
Neuropathology of the Complex Carbohydrates by Eric G. Brunn- 
graber. Focus is on the biochemistry of ganzliosides, glycosamin- 
oglycans, and glycoproteins within brain tissues. 79, $34.75 


FIFTY YEARS IN PSYCHIATRY: A Living History by Roy R. 
Grinker, Sr. This peerless review of the past “ive decades of psychi- . 
atry covers all facets of the subject and includes personal glimpses 
of Doctor Grinker's life as a student, analvsand, and beginning 
psychiatrist. '79, $15.50 


PSYCHOLOGICAL FOUNDATIONS OF MUSICAL  BE- 
HAVIOR by Rudolf E. Radocy and J. David Boyle. Among the 
topics discussed are future trends in the psycholegy of musical 
behavior, affective behavior, and musical preferences. '79, $24.75 


THE COUNSELOR AND SUICIDAL CRISIS: Diagnosis and In- 
tervention by John L. Hipple and Peter Cimbolic. Detailed infor- 
mation is presented that will help the counselor provide quality 
treatment for actively suicidal clients and ther families. '79, $10.75 


THE THEORY AND TECHNIQUE OF FAMILY THERAPY by 
Charles P. Barnard and Ramon Garrido Corrales. 4 well-balanced 
blend of theory and practical application is ‘ound within this au- 
thoritative synthesis of the techniques and processes of family 
therapy. '79, $16.25 


PROGRESS IN BEHAVIOR THERAPY WITH DELINQUENTS 
compiled and edited by Jerome S. Stumphauzer. A wide variety of 
treatment, training, and preventive programs in both institutional 
and community settings is explored. '79, clota-$32.75, paper-$25.00 


SOCIAL CONFLICT AND MENTAL HEALTH SERVICES ^y 
Robert D. Borgman. The author explains how intervention strate- 
gies derived from social conflict theory complement conventional 
strategies. 79, cloth-$27.00, paper-$20.25 


THE CLINICAL APPLICATION OF PROJECTIVE DRAW- 
INGS (5th Ptg.) edited by Emanuel F. Hammer. Subjects consid- 
ered include differential diagnosis, appraisa. of psychodynamics, 
and projective drawing usage in therapy. ’78, $27 75 


ALCOHOLISM: The Total Treatment Approach (4th Ptg.) edited 
by Ronald J. Catanzaro. Broadly interdisciplinary, this volume 
discusses such topics as therapeutic techniques, detoxification cen- 
ters, personality factors, and personal relations. '77, $28 50 
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` You know what to expect from 
antidepressant therapy 





.DUt does your patient? 


You know that it generally takes two or 
three weeks for tricyclic therapy to begin 
working in depression...and that some 
side effects may be encountered. But, in 
all likelihood, your patient doesn’t. 


To lessen the time you spend in explana- 
tion and to increase patient compliance, 
we prepared a special patient information 
booklet. Entitled “COMING BACK FROM DEPRES- 
sion,” this booklet offers encouragement 
to depressed patients, helps you explain 
the basic facts about depression and 
outlines some of the things to be expected 
during therapy, the good and the bad. 


You can get a supply of this carefully 
written booklet simply by asking your 
Squibb Representative. And you can save 
your patients significant amounts of 
money by specifying Amitid on all your 
amitriptyline prescriptions. 


Amitid — a high quality, low cost 
amitriptyline from Squibb — is available 
in five separate strengths, and is bio- 
equivalent to the leading brand of amitrip- 
tyline. Amitid offers all the known 
clinical advantages of amitriptyline — 
relieving a wide range of depression- 


associated symptoms. Yet Amitid is priced 
considerably lower than other leading 
brands; bringing savings that should help 
ease the burden of depression for patients 
...Just a little bit more! 


*Based on manufacturers’ published prices as of November, 1979. 





= Amitid 
Amitriptyline Hydrochloride Tablets USP 


lowers the cost, not the quality, of antidepressant therapy 


Please see following page for brief summary. 
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Amitid | amitriptyline Hydrochloride Tablets USP) 


DESCRIPTION: Amitriptyline hydrochloride is a dibenzocycloheptadiene 
derivative available for oral administration as FILMLOK® tablets 
(FILMLOK is a Squibb trademark for veneer-coated tablets). 


INDICATIONS: For relief of symptoms of depression. Endogenous depres- 
sion is more likely to be alleviated than are other depressive states. 


CONTRAINDICATIONS: Contraindicated in patients with a history of 
hypersensitivity to amitriptyline. Do not administer concomitantly with a 
monoamine oxidase (MAO) inhibitor since hyperpyretic crises, severe convul- 
sions, and deaths occurred when tricyclic antidepressants and MAO inhibitors 
were administered simultaneously. When an MAO inhibitor is to be replaced 
by amitriptyline, allow 14 days to elapse after discontinuation of the former 
and then initiate amitriptyline cautiously and gradually increase dosage until 
optimum response is achieved. Amitriptyline is not recommended for use 
during the acute recovery phase following myocardial infarction. 


WARNINGS: Amitriptyline may block antihypertensive action of gua- 
nethidine or similarly acting drugs. Use with caution in patients with history 
of seizures and (because of atropine-like action of amitriptyline) in patients 
with history of narrow-angle glaucoma (even average doses may precipitate an 
attack), increased intraocular pressure, or urinary retention. Closely watch 
patients with cardiovascular disorders since, in addition to having caused 
myocardial infarction and stroke, tricyclic antidepressants (including amitrip- 
tyline) particularly with high dosage have been reported to produce arrhyth- 
mias, sinus tachycardia, and prolongation of conduction time. Close supervi- 
sion is required when amitriptyline is given to hyperthyroid patients or those 
on thyroid medication. Amitriptyline may impair mental and/or physical 
abilities required for performance of hazardous tasks such as operating 
machinery or driving a motor vehicle. Bear in mind that in patients who may 
use alcohol excessively the potentiation may increase the danger inherent in 
any suicide attempt or overdosage. 


Usage in Pregnancy: Safe use during pregnancy and lactation has not been 
established; therefore, in administering the drug to pregnant patients, nursing 
mothers, or women who may become pregnant, weigh the possible benefits 
against the possible hazards to the mother and child. Animal reproduction 
studies have been inconclusive, and clinical experience has been limited. 


Usage in Children: At the present time, not recommended for patients under 
12 years of age because of lack of experience with use in children. 


PRECAUTIONS: Schizophrenic patients may develop increased symptoms of 
psychosis; patients with paranoid symptomatology may have an exaggeration 
of such symptoms; manic depressive patients may experience a shift to the 
manic phase. In these circumstances the dose of amitriptyline may be reduced 
or a major tranquilizer may be administered concurrently. 

Closely supervise and carefully adjust dosage in concomitant use with anti- 
cholinergic or sympathomimetic drugs, including combination of epinephrine 
and local anesthetics. Paralytic ileus may occur with concomitant use of 
tricyclic antidepressants and anticholinergic-type drugs. Caution is advised if 
used concurrently with large doses of ethchlorvynol since transient delirium 
has been reported when one gram of that drug and 75 to 150 mg of amitrip- 
tyline HCl were administered. Amitriptyline may enhance response to alcohol 
and the effects of barbiturates and other CNS depressants. The possibility of 
suicide in depressed patients remains during treatment and until significant 
remission occurs. Potentially suicidal patients should not have easy access to 
large quantities of the drug. Prescriptions should be written for the smallest 
amount feasible. Limit concurrent administration of this drug and elec- 
troshock therapy to patients for whom it is essential since the hazards 
associated with such therapy may be increased. Discontinue this drug, when 
possible, several days before elective surgery. Both elevation and lowering of 
blood sugar levels have been reported. Use amitriptyline with caution in 
presence of impaired liver function. 


ADVERSE REACTIONS: NOTE: A few of the adverse reactions listed below 
have not been reported with this specific drug, but each of the reactions 
should be considered when administering amitriptyline because of pharma- 
cological similarities among tricyclic antidepressants. 

Cardiovascular: Hypotension, hypertension, tachycardia, palpitation, 
myocardial infarction, arrhythmias, heart block, and stroke. CNS and 
Neuromuscular: Confusional states; disturbed concentration; disorientation; 
delusions; hallucinations; excitement; anxiety; restlessness; insomnia; 
nightmares; numbness; tingling, and paresthesias of the extremities; 
peripheral neuropathy; incoordination; ataxia; tremors; seizures; alteration in 
EEG patterns; extrapyramidal symptoms; tinnitus; and syndrome of inappro- 
priate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth, 
blurred vision, disturbance of accommodation, increased intraocular 
pressure, constipation, paralytic ileus, urinary retention, and dilatation of the 
urinary tract. Allergic: Skin rash, urticaria, photosensitization, and edema of 
face and tongue. Hematologic: Bone marrow depression including 
agranulocytosis, leukopenia, eosinophilia, purpura, and thrombocytopenia. 
Gastrointestinal: Nausea, epigastric distress, vomiting, anorexia, stomatitis, 
peculiar taste, diarrhea, parotid swelling, and black tongue. Rarely hepatitis 
(including altered liver function and jaundice). Endocrine: Testicular swelling 
and gynecomastia in the male, breast enlargement and galactorrhea in the 
female, increased or decreased libido, and elevation and lowering of blood 
sugar levels. Other: Dizziness, weakness, fatigue, headache, weight gain or 
loss, increased perspiration, urinary frequency, mydriasis, drowsiness, and 
alopecia. Withdrawal Symptoms: Abrupt cessation of treatment after pro- 
longed administration may produce nausea, headache, and malaise. These are 
not indicative of addiction. 

For full prescribing information, consult package insert. 

HOW SUPPLIED: Available for oral administration in tablets providing 10, 
25, 50, 75, and 100 mg amitriptyline hydrochloride. The 10, 25, and 50 mg 
tablets are available in bottles of 100 and 1000. The 75 and 100 mg tablets are 
available in bottles of 100. 


©1980 E.R. Squibb & Sons, Inc. 360-503 SQUIBB® 








The Psychoan 
Dialogue 


Stanley A. Leavy 


Stanley Leavy has long been fascin: 
relationship between the verbal interacti 
patient during therapy. In this short but 
he brings philosophical consideratio: 

continental psychoanalytic thinking 
psychoanalytic dialogue, the theory of a 
and its process of interpretation. 


The Literary i 


Mechanisms of Defe 
the Poetic Wi 


Psychiatry and the Humanities, 
edited by Joseph H. Smith, 


Led by Harold Bloom’s essay on Freu 
defense and poetic will, the distinguishe 
this book explore an approach to Freuc 
as a theory of life but as a theory of li 
literary work in itself. These twelve ess. 
importance to any future interpretation 
psychoanalytic interpretation of liter 
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JM PATIENT REMISSION THROUGH BLOOD LEVEL 
SS TITNATION FOR ALL MAJOR PSYCHOACTIVE DRUGS. 


When it comes to psychoactive drug therapy, it’s 
important to know dip patient s exact therapeutic 
plasma level for each psychoactive drug in order to 
obtain optimum remission. 

Ihis is where National P: sychopharmacology 
Laboratory can be of real service to you.. .and 
your patients. 

Under the supervision of our Clinical Director 
H. Dekirmenjian, Ph.D., NPL uses methods specifi- 
cally designed to monitor therapeutic levels with the 
highest degree of accuracy, specificity and sensitivity. 

NPL can make these blood level determina- 
tions for all the major psychoactive drugs listed 
below, as well as many others. 

ANTIPSYCHOTICS ANTIANXIETY ANTIDEPRESSANTS 

Acetophenazine Chlordiazepoxide Amitriptyline* 

Butaperazine Clorazepate Clomipramine * 

Chlorpromazine as Desmethyldiazapam Desmethylclomipramine 

Chlorprothixene Diazapam* Desipramine 

Fluphenazine- Oxazepam Desmethyldoxepin 
decanoate LITHIUM Doxepin* 

Fluphenazine .2HCI Plasma Lithium [mipramine* 

Haloperidol RBC Lithium Nortriptyline 

Loxapine MHPG Protriptyline 

Mesoridazine )methoxy-4- OTHERS 

'erphenazine hydroxy-phenethylene 

Piperacetazine glycol 

I hioridazine 

[hiothixene "The secondary amines automatically assayed 

Irifluoperazine with no extra charge. 


With the analysis our tests provide, you can 
often reduce unwanted side effects while maintain- 
ing good remission levels. 

In most cases, test results are returned to you 
within twenty-four hours. 

For detailed information write National 
Psychopharmacology Laboratory, Inc., 9401 Park- 
west Boulevard, Knoxville, Tennessee 3792 3. 

Or phone 1-800-251-9492. 


NPL 


NATIONAL PSYCHOPHARMACOLOGY LABORATORY, INC. 
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SICLAZINC' 
HELPS FIND 
AWAY THROUGH .............. 


often withdrawn, aloof and emotionally unresponsive. For such patients, ‘Stelazine’ provides 
effective, unsurpassed control of these and other psychotic symptoms. 


Also important, ‘Stelazine’ can help patients participate in your therapeutic programs. 
‘Stelazine’ usually does not cause excessive sedation and offers the convenience of 


b.i.d. dosage. 


In fact, no other antipsychotic agent has demonstrated significantly greater overal! effective- 


ness and significantly fewer adverse effects than 'Stelazine'. 


‘Stelazine’. A first choice for therapy. 


Before prescribing, see complete 
prescribing information in SKGF 
literature or PDR. The following is a 
brief summary. 


Indications 
Based on a review of this drug by the 
National Academy of Sciences — 
National Research Council and/or other 
information, FDA has classified the 
indications as follows: 


Effective: For the management of the 
manifestations of psychotic disorders. 


Possibly effective: To control excessive 


anxiety, tension and agitation as seen 
in neuroses or associated with somatic 
conditions. 


‘Stelazine’ has not been shown effective 
in the manogement of behovioral com- 
plications in patients with mental 
retardotion. 


Firal classification of the less-than- 
effective indications requires further 
investigation. 


Contraindications: Comatose or greatly 
depressed states due to C.N.S. depressants; 
blood dyscrasias; bone marrow depres- 
sion; liver damage. 


Warnings: Generally avoid using in 
patients hypersensitive (e.9., blood 
dyscrasias, jaundice) to any pheno- 
thiazine. Caution patients about activities 
requiring alertness (e.g., operating vehicles 
or machinery), especially during the first 
few days’ therapy. 


Use ir pregnancy only when necessary 
for patient's welfare. 


Precautions: Use cautiously in angina. 
Avoic high doses and parenteral adminis- 
tration when cardiovascular system is 
impo red. Antiemetic effect may mask 
signs of toxic drug overdosage or physical 
disorders. Additive effect is possible with 
other C.N.S. depressants. Prolonged ad- 
ministration of high doses may result in 
cumulative effects with severe C.N.S. or 
vasomotor symptoms. If retinal changes 





occur, discontinue drug. Agranulocytosis, 
thrombocytopenia, pancytopenia, 
anemia, cholestatic jaundice, liver 
damage have been reported. 


Patients on long-term therapy, especially 
high doses, should be evaluated periodi- 
cally for possible adjustment or discontin- 
vance of drug therapy. 


Adverse Reactions: Drowsiness, dizziness, 
skin reactions, rash, dry mouth, insomnia, 
amenorrhea, fatigue, muscular weakness, 
anorexia, lactation, blurred vision. Neuro- 
muscular (extrapyramidal) reactions: 
motor restlessness, dystonias, pseudo- 
parkinsonism, persistent tardive 
dyskinesia. 


Other adverse reactions reported with 
Stelazine (trifluoperazine HCI, SKGF) or 
other phenothiazines: Some adverse 
effects are more frequent or intense in 
specific disorders (e.g., mitral insufficiency 
or pheochromocytoma). 


Grand mal convulsions; altered cerebro- 
spinal fluid proteins; cerebral edema; 
prolongation and intensification of the 
action of C.N.S. depressants, atropine, heat, 
and organophosphorus insecticides; nasal 
congestion, headache, nausea, constipa- 
tion, obstipation, adynamic ileus, inhibition 
of ejaculation; reactivation of psychotic 
processes, cototonic-like states; hypoten- 
sion (sometimes fatal); cardiac arrest: 
leukopenia, eosinophilia, pancytopenia, 
agranulocytosis, thrombocytopenic pur- 
pura; jaundice, biliary stasis; menstrual 


SICLAZINC 


brand of 


irregularities, galactorrhea, gyneco- 
mastia, false positive pregnancy tests: 
photosensitivity, itching, erythema, 
urticaria, eczema up to exfoliative 
dermatitis; asthma, laryngeal ecema, 
angioneurotic edema, anaphylactoid 
reactions, peripheral edema; reversed 
epinephrine effect: hyperpyrexic; a 
systemic lupus erythemctosus-liie 
syndrome: pigmentary retinoparhy: with 
prolonged administration of substantial 
doses, skin pigmentation. epithelial 
keratopathy, and lenticular and corneal 
deposits. EKG changes have been 
reported, but relationship to myocardial 
damage is not confirmed. Discontinue 
long-term, high-dose therapy gradually. 
NOTE: Sudden death in patients taking 
phenothiazines (apparently due to carcicc 
arrest or asphyxia due to failure of cough 
reflex) has been reported, but no causal 
relationship has been established. 
Supplied: Tablets, | mg., 2 mg., 5 mg. 
and 10 mg., in bottles of 100; in 5ingle 
Unit Pockages of 100 (intended for institu- 
tional use only); Injection. 2 mg./ml.; and 
Concentrate (intended for institutional usa 
only), 10 mg./ml. 


CO. 


a SmithKline company 


Manufactured and distributed by 
SKGF Co., Carolina, P.R. 00630. 
Stelazine* trademark licensed from 
SmithKline Corporation. 


*SKGF Co., 1980 


TABLETS: 
9 and 10 mg. 


TRIFLUOPERAZINE HCI 
A First Choice for Therapy 
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Morning inthe Bowl of Night 
Has flung the Stone 
that puts the Stars fo flight” 


EDWARD FITZGERALD 
THE RUBAIYAT OF OMAR KHAY YAM, STANZA I 


Brief Summary of Prescribing Information 
ADAPIN® (doxepin HCI) Capsules 
Indications—Relief of symptoms of anxiety and depression 


Contraindications—Glaucoma, tendency toward urinary retention 
or hypersensitivity to doxepin 
Warnings—Adapin has not been evaluated for safety in pregnancy 
No evidence of harm to the animal fetus has been shown in repro- 
ductive studies. There are no data concerning secretion in human 
milk, nor on effect in nursing infants 

Usage in children under 12 years of age is not recommended 
MAO inhibitors should be discontinued at least two weeks prior to 
the cautious initiation of therapy with this drug, as serious side- 
effects and death have been reported with the concomitant use of 
certain drugs and MAO inhibitors 
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In patients who may use alcohol excessively potentiation may 
increase the danger inherent in any suicide attempt or overdosage 
Precautions—Drowsiness may occur and patients should be 
cautioned against driving a motor vehicle or operating hazardous 
machinery. Since suicide is an inherent risk in depressed patients 
they should be closely supervised while receiving treatment. Al- 
though Adapin has shown effective tranquilizing activity, the possi- 
bility of activating or unmasking latent psychotic symptoms should 
be kept in mind 
Adverse Reactions—Dry mouth. blurred vision and constipation 
have been reported. Drowsiness has also been observed 

Adverse effects occurring infrequently include extrapyramidal 
symptoms, gastrointestinal reactions, secretory effects such as 
Sweating, tachycardia and hypotension. Weakness, dizziness, 
fatigue. weight gain, edema. paresthesias. flushing. chills. tin- 


nitus, photophobia, decreased libido, rash and pruritus may also 
occur 


Dosage and Administration—!n mild to moderate anxiety and/or 
depression: 25 mg t.i.d. Increase or decrease the dosage according 
to individual response. Daily dosage, up to 150 mg may be taken at 
bedtime without loss of effectiveness. Usual optimum daily dosage 
is 75 mg to 150 mg per day not to exceed 300 mg per day 

Antianxiety effect usually precedes the antidepressant effect by 
two or three weeks 


How Supplied—Each capsule contains doxepin, as the hy- 
drochloride: 10 mg, 25 mg, 50 mg, and 100 mg capsules in bottles 
of 100 and 1000 

^ ni prescribing information please see package insert 
or PD 





in anxiety/depression... 


a good awakening 
from a good night’ sleep 


Most depressed patients experience some form of sleep 
disturbance. Adapin® helps relieve the accompanying 
anxiety, and restores a more normal sleep pattern right from 
the start of therapy. 


O convenient, flexible therapy 

The usual optimal dose is 75 to 150 mg daily. The entire dose 
may be given at night without loss of therapeutic effect. 
Adapin is available as 10 mg, 25 mg, 50 mg, and 100 mg 
capsules. 


Adapin ' 
(doxepin HCI) A. 
cw 


useful adjunctive 
therapy in your 
psychiatric practice 
When they see life 
in shades of blue... 
help them see life 


in allits colors 
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32nd Institute 
on 
Hospital & 
Community 
Psychiatry 


September 15 to 18, 1980 
Boston, Massachusetts 


Walter J. Tardy, M.D. 
Chairman, 
Program Committee 


Theme: 
Q. The Patient: Where? 
A. Lost in the Mental Health System 


Registration Fee: $125 
$40 one day 


Additional information available from: 


Alice Conde Martinez 
Institutes on Hospital & 
Community Psychiatry 
American Psychiatric Association 
1700 18th Street, N.W. | 
Washington, D.C. 20009 


Over 20 hours of continuing medical 
education credits will be awarded. 





Clinical Neurology 
For Psychiatrists 


Parts land ll 


Sponsored by The Office of Continuing Medical Education 
Albert Einstein College of Medicine 


| Under the direction of David M. Kaufman, M.D. 

















Courses in New York and Los Angeles designed for 
Psychiatrists preparing for Parts | and II of the 
American Board of Psychiatry and Neurology, will 
consist of lectures, with videotape examples 
and practice audiovisual examinations. 


Part | New York — March 28, 29 & 30, 1980 


8:30AM - 5:00PM 


The New York Academy of Medicine 
Two East 103 Street, New York, NY 


Part Il Los Angeles — April 11 & 12, 1980 
Hotel Bonaventure 5th & Figueroa 


9:00AM — 5:00PM 


New York — October 4 & 5, 1980 
The New York Academy of Medicine 





Part |— (30) Part II— (20) hours of Category! Credit 
FOR FURTHER INFORMATION CONTACT 


Office of Continuing Medical Education 
Albert Einstein College of Medicine 
1300 Morris Park Avenue, Bronx, New York 10461 
(212) 430-2822 


MENSANA CLINIC 


Mens Sana in Corpore Sano 
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A private multidisciplinary clinic specializing in the 
treatment of chronic pain, headache, and stress- 
related disorders. For the professional or executive 
who requires quality and confidentiality in com- 
fortable surroundings. All consultants are faculty 
members of a well-known medical school. Physi- 
cian referral only. Brochure upon request. 


Write: Phone: 
Clinical Director (301) 653-2403 
Mensana Clinic 

Greenspring Valley Road 

Stevenson, Maryland 21153 


*. 
Before prescribing or administering, see Sandoz literature for full 
product information. The following is a brief summary 


Contraindications: Severe central nervous system depression, comatose states 
from any cause, hypertensive or hypotensive heart disease of extreme degree. 


Warnings: Administer cautiously to patients who have previously exhibited a 
hypersensitivity reaction (e.g., blood dyscrasias, jaundice) to phenothiazines. 
Phenothiazines are capable of potentiating central nervous system depres- 
sants (e.g. anesthetics, opiates, alcohol, etc.) as well as atropine and 
phosphorus insecticides; carefully consider benefit versus risk in less severe 
disorders. During pregnancy, administer only when the potential benefits 
exceed the possible risks to mother and fetus. 


Precautions: There have been infrequent reports of leukopenia and/or 
agranulocytosis and convulsive seizures. In epileptic patients, anticonvulsant 
medication should also be maintained. Pigmentary retinopathy, observed 
primarily in patients receiving larger than recommended doses, is character- 
ized by diminution of visual acuity, brownish coloring of vision, and impairment 
of night vision; the possibility of its occurrence may be reduced by remaining 
within recommended dosage limits. Administer cautiously to patients 
participating in activities requiring complete mental alertness (e.g., driving), 
and increase dosage gradually Orthostatic hypotension is more common in 
females than in males. Do not use epinephrine in treating drug-induced 
hypotension since phenothiazines may induce a reversed epinephrine effect on 
occasion. Deily doses in excess of 300 mg should be used only in severe 
neuropsychiatric conditions. 


Adverse Reactions: Central Nervous System—Drowsiness, especially with 
large doses. early in treatment; infrequently, pseudoparkinsonism and other 
extrapyramidal symptoms; rarely, nocturnal confusion, hyperactivity, lethargy, 
psychotic reactions, restlessness, and headache. Autonomic Nervous 
System—Dryness of mouth, blurred vision, constipation, nausea, vomiting, 
diarrhea, nasal stuffiness, and pallor. Endocrine System—Galactorrhea, 
breast engorgement, amenorrhea, inhibition of ejaculation, and peripheral 
edema. Skin—Dermatitis and skin eruptions of the urticarial type, photosensi- 
tivity. Cardiovascular System—ECG changes (see Cardiovascular Ef- 
fects below). Other—Rare cases described as parotid swelling. 


It should be noted that efficacy, indications and untoward effects have varied 
with the different phenothiazines. It has been reported that old age lowers the 
tolerance for phenothiazines; the most common neurologic side effects are 
parkinscnism and akathisia, and the risk of agranulocytosis and leukopenia 
increases. The following reactions have occurred with phenothiazines and 
should be considered whenever one of these drugs is used. Autonomic 
Reactions—Miosis, obstipation, anorexia, paralytic ileus. Cutaneous 
Reactions—Erythema, exfoliative dermatitis, contact dermatitis. Blood 
Dyscrasias—Agranulocytosis, leukopenia, eosinophilia, thrombocytopenia, 
anemia, aplastic anemia, pancytopenia. Allergic Reactions — Fever, laryn- 
geal edema, angioneurotic edema, asthma. Hepatotoxicity—Jaundice, 
biliary stasis. Cardiovascular Effects—Changes in terminal portion of 
electrocardiogram, including prolongation of Q-T interval, lowering and 
inversion of T-wave, and appearance of a wave tentatively identified as a bifid T 
or a U wave have been observed with phenothiazines, including Mellaril 
(thioridazine); these appear to be reversible and due to altered repolarization, 
not myocardial damage. While there is no evidence of a causal relationship 
between these changes and significant disturbance of cardiac rhythm, several 
sudden and unexpected deaths apparently due to cardiac arrest have occurred 
in patients showing characteristic electrocardiographic changes while taking 
the drug. While proposed, periodic electrocardiograms are not regarded as 
predictive. Hypotension, rarely resulting in cardiac arrest. Extrapyramidal 
Symptoms—Akathisia, agitation, motor restlessness, dystonic reactions, 
trismus, torticollis, opisthotonus, oculogyric crises, tremor, muscular rigidity, 
and akinesia. Persistent Tardive Dyskinesia—Persistent and sometimes 
irreversible tardive dyskinesia, characterized by rhythmical involuntary 
movements of the tongue, face, mouth, or jaw (e.g., protrusion of tongue, 
puffing of cheeks, puckering of mouth, chewing movements) and sometimes of 
extremities may occur on long-term therapy or after discontinuation of therapy, 
the risk being greater in elderly patients on high-dose therapy, especially 
females; if symptoms appear, discontinue all antipsychotic agents. Syndrome 
may be masked if treatment is reinstituted, dosage is increased, or 
antipsychotic agent is switched. Fine vermicular movements of tongue may be 
an early sign, and syndrome may not develop if medication is stopped at that 
time. Endocrine Disturbances—Menstrual irregularities, altered libido, 
gynecomastia, lactation, weight gain, edema, false positive pregnancy tests. 
Urinary Disturbances—Retention, incontinence. Others—Hyperpyrexia; 
behavioral effects suggestive of a paradoxical reaction, including excitement, 
bizarre dreams, aggravation of psychoses, and toxic confusional states. 
following long-term treatment, a peculiar skin-eye syndrome marked by 
progressive pigmentation of skin or conjunctiva and/or accompanied by 
discoloration of exposed sclera and cornea; stellate or irregular opacities of 
anterior lens and cornea; systemic lupus erythematosus-like syndrome. 


Dosage: Dosage must be individualized according to the degree of 
mental and emotional disturbance, and the smallest effective dosage 
should be determined for each patient. 


SANDOZ PHARMACEUTICALS. EAST HANOVER, NJ 07936 


SANDOZ 
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MELLARIL IS KIND 





tremor, and other extrapyramidal 
side effects 


* effective control of 


psychotic symptoms 


causes minimal akathisia or 





degree. 


Effectiveness plus infrequert side effects — that's 


TO MANY PATIENTS 


* minimal drug-induced akathisia, 


other extrapyramidal symptoms. 
Mellari! (thioridazine) is contra- 
POSEE indicated in patients with hyper- 
tensive c or hydatid vé heart disease of extreme 


Mellaril® (thioridazine) is kind two 
ways to the patient witn psychotic 
symptoms. It has an impressive 
record of relieving agitation, ex- 
citement, and hallucinations, while 
successfully helping the patient 
live and perform in the commu- 
nity. And, unlike other major tran- 
quilizers, Mellarii (thioridazine) 


the kind of kindness the physician likes to see in a 


major tranquilizer! 


MELLARIL 


(THIORIDAZINE) 


TABLETS: 50 mg, 100 mc, 150 mg, and 200 mg thioridazine HCI, USP 


MELLARIL-S™ (thioridazine) SUSPENSION, oer 5 ml (teaspoon): 
thioridazine base equivalent to 100 mc thioridazine HCI, USP 
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MELLARIL IS KIND 


(THIORIDAZINE) 


‘os. TO MANY PATIENTS 


"x * minimal drug-induced akathisia, tremor, and 
| other extrapyramidal side effects 


* effective control of psychotic symptoms 
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Cerebral Laterality and Psychiatry: A Review of the Literature 


BY BRUCE E. WEXLER, M.D. 


The two sides of the human brain are functionally and 
anatomically different. Research methods based on 
this cerebral laterality have been used to investigate 
regional brain function in psychiatric illness. The 
author describes the functional and anatomic 
differences between the two sides of the brain, the 
research methods based on these differences, and the 
results of studies that have used these methods to 
investigate brain dysfunction in psychiatric iliness. 


ntil recently, students of brain function have been 

hampered by the lack of conceptual or investiga- 
tive approaches to the brain independent of theories of 
the mind. Psychology has been, in this sense, an impe- 
rial paradigm, appropriating other perspectives by im- 
posing its own concepts on the organization of data. 
Attempts to draw conceptual parallels between psy- 
chological and physiologic phenomena, for example, 
often stifle understanding and exploration of the physi- 
ologic data. Pavlov was explicit in his effort to avoid 
the psychological paradigm, explaining that “‘it is im- 
possible by means of psychological. conceptions, 
which essentially are not spatial conceptions, to pene- 
trate into the mechanism of these mutual connections 
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[between brain centers?” (1). He was careful to gener- 


ate hypotheses and organizational concerts from his 
actual data. But as Luria (2) noted, Pavlov has been a 
lonely example, and even contemporary Pavlovians 
have too often deviated from his lead in this regard. 
Neurochemistry is one powertul alternative to psy- 
chology. However; because neurochemistry analyzes 
such basic aspects of brain structure and function, it 
raises another issue that has long troubled neuro- 
scientists: the relative merits of investigations of brain 
function focused at different leve_s of functional organ- 
ization. Kety (3) expressed this issue with great clarity 
in his hypothetical example of scientists from a sophis- 
ticated but illiterate future society attempting to make 
sense out of a book. Chemists might homogenize the 
book and determine the relative proportions of its vari- 
ous constituents, microscopists might determine the 
structural characteristics of different sections of the in- 
tact book, and so on. The point is that certain phenom- 
ena are inaccessible at each level of analysis. At a rela- 
tively high level of analysis, certain more basic phe- 
nomena are invisible. At a relatively low level of 
analysis, more complex phenomena cease to exist (4). 
Cerebral laterality is the basis of a conceptual and 
investigative approach to the brain that is independent 
of psychology and focuses on a higher level of func- 
tional organization than neurochemistry. By defini- 
tion, cerebral laterality refers to the anatomic and 
functional differences between the halves of the brain. 
Each hemisphere is a naturally differentiated anatomic 
and functional subunit. That peripheral sensory recep- 
tors project primarily to the cortralateral side of the 
brain makes it possible to present test stimuli selec- 
tively to each hemisphere. This permits assessment of 
the functions and interactions of different brain re- 


- gions. 


This paper is a general review of cerebral laterality 
and its relationship to psychiatry. It consists of 1) an 
overview of cerebral laterality in humans, 2) a review 


\ 
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of animal studies relevant to the relationship between 
cerebral laterality and psychiatric illness, 3) a descrip- 
tion of techniques, based on cerebral laterality, for 
studying brain function in psychiatric patients, and 4) a 
discussion of cerebral laterality in psychiatric illness. 


CEREBRAL LATERALITY IN HUMANS 
Neurologic Patients 


Clinical observation of patients suffering from 
strokes or unilateral brain injuries made two funda- 
mental aspects of cerebral laterality evident centuries 
ago: 1) sensory and motor connections exist pre- 
dominantly between each side of the body and the con- 
tralateral side of the brain, and 2) one cerebral hemi- 
sphere, usually the left, plays a much larger role in lan- 
guage function than does the other. Postmortem 
examinations of brains of aphasic patients, done by 
Broca in the nineteenth century, revealed that the left 
temporal lobe in particular was critical for language 


function (5). The functional significance of the non- . 


language hemisphere and other differences between 
the hemispheres have been investigated intensively 
only during the last 40 years. Studies focused first on 
patients suffering from unilateral brain lesions and on 
those undergoing surgical removal of specific brain 
segments. These studies indicated that the right tem- 
poral lobe is essential for face recognition, maze learn- 
ing, and other spatial tasks (6, 7); the left temporal 
lobe, anterior to the speech zone, is essential for ver- 
bal memory (7); and the left frontal lobe is necessary 
for word fluency (8). 

These findings have been confirmed and expanded 
in studies of patients who have had surgery in which 
the two halves of the brain are disconnected. The hem- 
ispheres are normally connected by the corpus cal- 
losum, the largest fiber bundle in the human brain, and 
the anterior commissure. An initial group of patients 
evaluated by Akelaitis (9) and subsequent patient 
groups evaluated by Sperry (10, 11), Gazzaniga and Le- 
Doux (12, 13), Bogen and Vogel (14), Levy (15), Wil- 
son, and others underwent surgical séctioning of the 
callosum and, usually, the anterior commissure in an 
effort to control intractable, incapacitating epileptic 
seizures. It has been possible in these patients to eval- 
uate the functional characteristics of each hemisphere 
by presenting test stimuli to the left or right sensory 
field, e.g., left or right visual field. (Techniques for uni- 
lateral sensory presentation will be discussed later in 
this article.) Since the major interhemisphere con- 
nections in these patients have been surgically dis- 
rupted, stimuli presented in a single visual field project 
to the contralateral hemisphere, and the resulting in- 
formation remains unavailable to the ipsilateral hemi- 
sphere. Thus when a word is presented in the left visu- 
al field, it is projected to the right hemisphere but not 
to the left. When stimuli are presented exclusively to 
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the nonlanguage hemisphere— usually the right—sub- 
jects are able to spell and recognize simple words but 
are completely unable to comprehend sentences, to 
speak, or to perform other more complicated linguistic 
tasks (11, 12). When stimuli are presented exclusively 
to the language hemisphere, subjects experience great- 
ly impaired ability to do spatial tasks such as geomet- - 
ric pattern construction, maze learning, and tactile ste- 
reognosis (12, 16). Such individuals can do all tasks 
normally when stimuli are presented to the appropri- 
ately specialized hemispheres. 

Other split-brain studies have suggested that emo- 
tional tone may be transmitted from hemisphere to. 
hemisphere independently of transfer of cognitive in- 
formation. In a study described by Gazzaniga and Le- 
Doux (13), a subject verbally reported his emotional 
reaction to words presented to the left or right hemi- 
sphere.. Since the reporting was verbal, it always was 
generated by the left hemisphere, even though words 
presented to the right hemisphere were unavailable to 
the left. There was very close agreement between the 
emotional responses to the same word presented at 
different times to the right and left hemispheres. The 
correspondence between the verbal descriptions of the 
emotional response to the same word presented at one 
time to the left and at another time to the right hemi- 
sphere suggests that the emotional response was trens- 
ferred from the right to the left hemisphere despite the 
surgical disruption of the pathways necessary for the 
transfer of the cognitive percept. This particular pa- 
tient had an intact anterior commissure, and Gazza- 
niga and LeDoux suggested that this structure, com- 
posed of fibers from the temporal lobes and subcortical 
limbic structures, is capable of transferring affective 
information. A comparable study of patients with both 
callosal and anterior commissural transections has not 
been reported. However, Sperry (11) has described 
the prompt bilateralization of emotion generated by 
stimuli presented to the right hemisphere in patients 
with transections of both the corpus callosum and the 
anterior commissure. He interpreted this as reflecting 
the transfer of emotional tone from hemisphere to 
hemisphere via brain stem pathways (11). Whatever 
the role of the various pathways, these observations 
suggest an anatomic dissociation of affect and cogni- 
tion. 


Normal Subjects 


Studies of normal subjects with intact brains, in 
which techniques described below have been used to 
present test stimuli selectively to each cerebral hemi- 
sphere, have produced results consistent with the find- 


- ings of lateral specialization in neurosurgical patients. 


The healthy subjects more readily recognize stimuli 
presented in the field contralateral to the hemisphere 
specialized for their processing (perceptual asymme- 
try). Thus subjects recognize words and letters more 
quickly and accurately in the right visual field (15, 17- 


Am J Psychiatry 137:3, March 1980 


21), and faces (15, 19, 21, 22) and dot location (15, 22, 
23) more quickly and accurately in the left visual field. 
The extent of lateral asymmetry is, however, much 
smaller than the marked differences found in split- 
brain subjects. The extremely poor performance of the 
nonspecialized hemisphere in split-brain subjects 
makes it seem likely that the relatively small inter- 
hemisphere differences recorded in healthy subjects 
result from delay and decay of information transmitted 
from the nonspecialized to the specialized hemisphere 
rather than from differences in parallel processing of 
stimuli independently in the two hemispheres. Inter- 
hemisphere transfer rather than separate parallel pro- 
cessing is also suggested by studies of patients with 
unilateral brain lesions. Patients with left hemisphere 
lesions show decrements in recognition of language- 
related stimuli presented to both the right and left ear, 
while patients with right hemisphere lesions show 
decrements only in recognition of stimuli presented to 
the left ear. This indicates that left-ear inputs are even- 
tually processed in the left hemisphere (24-27). 

Studies of cerebral specialization in patients with 
specific surgical ablations, in those with surgically dis- 
connected hemispheres, and in normal subjects with 
intact brains all have produced similar results. One 
hemisphere, usually the left, is specialized for process- 
ing language and language-related stimuli, and the oth- 
er is specialized for processing spatial relationships. 
Each hemisphere, when functioning independently af- 
ter surgical disconnection, is capable of low-level per- 
formance on tasks for which it is not specialized, but 
the difference in performance between the hemi- 
spheres is dramatic. When interhemisphere connec- 
tions are intact, each hemisphere transmits informa- 
tion resulting from stimuli for which it is not special- 
ized across to the specialized hemisphere for 
processing. Normal subjects recognize stimuli pre- 
sented contralaterally to the hemisphere specialized 
for their processing more readily than stimuli present- 
ed contralaterally to the nonspecialized hemisphere. 
This perceptual asymmetry apparently results from 
the need to transmit the information from the non- 
specialized hemisphere across to the specialized hemi- 
sphere. 

Perceptual asymmetry comes from the delay and 
decay of information that must follow the longer path 
via the nonspecialized to the specialized hemisphere. 
Relativelv fixed structural factors and comparatively 
more plastic physiologic factors both contribute to this 
relative delay and decay of information across the in- 
terhemisphere pathway. Structual factors are twofold. 
First, the interhemisphere pathway involves more syn- 
apses than does the direct pathway from peripheral re- 
ceptor to specialized hemisphere. Second, the projec- 
tions from the primary association areas immediately 
surrounding the primary receptive areas to the corpus 
callosum and anterior commissure are probably more 
limited than the intrahemisphere projections from pri- 
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mary receptive and association areas to specialized 
processing areas. Dynamic physiologic factors are less 
well specified, but their importance is suggested by the 
fact that an individual's degree of perceptuzl asymme- 
try changes as a result of changes in experimental con- 
ditions. For example, the degree of perceptual asym- 
metry changes with perceptual distortion (28), with 
changes in stimulus context (22, 29-31), and with alco- 
hol administration (32). These changes indicate the 
presence of factors that can be altered with relative 
ease. These factors may include interhemisphere in- 
hibition, unilateral hemispheric activation, and fluctua- 
tions in callosal transmission. 


Genetic Factors 


Several fundamental aspects of lateralization and in- 
tegration of brain function are being investigated cur- 
rently. Genetic factors appear to have some effect on 
lateralization, but the nature and extent of the effect 
remain unclear. Strong evidence cf genetic influence is 
provided by the presence in the human fetus of lateral 
anatomic asymmetry that in adults is related to lan- 
guage function and handedness (33). Collins (34), how- 
ever, pointed out that concordance for handedness 
does not increase from siblings and dyzygotic to 
monozygotic twins, as would be expected if genetic 
factors were important in this aspect of laterality. 
Levy (15) argued, on the other hend, that genetic fac- 
tors are demonstrated by the presence of a rightward 
tonic neck reflex at birth in the majority of neonates, 
the correlation between direction of this neck reflex 
and handedness at age 10, the association between 
handedness and hemispheric specialization for lan- 
guage, the effects of family history of sinistrality on the 
degree of perceptual asymmetry in right-handed sub- 
jects, and the absence of an increase in frequency of 
dextrality after age 2-4. Annett (35) emphasized the 
link between handedness and language lateralization 
and the unimodal rather than bimodal distribution of 
hand preference as evidence for a genetic influence. 


Childhood Development 


The development of cerebral laterality continues at 
least until puberty, but the nature of the processes and 
their relationship to environmental factors remain to 
be explored. There is sequential development and sta- 
bilization of motor laterality, somatosensory laterality, 
lateral awareness, and language lateralization from 
birth to 13 years (36, 37). During this same period there 
is progressive myelination of the corpus callosum and 
anterior commissure. Efficiency of commissural trans- 
mission, assessed by comparison of ipsilateral and 
contralateral somatosensory evoked responses, in- 
creases in parallel with the myelination. In fact, re- 
liable evidence of commissural transmissior could not 
be obtained in children younger than 3!/2 vears (38). 
Removal of one cerebral hemisphere during the earlier 
parts of this developmental sequence results ia a 
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change of organization, with both language and spatial 
function highly developed in the remaining hemi- 
sphere, Persistent aphasias following injury or disease 
in the language-dominant hemisphere later in life attest 
to the loss of this early plasticity. Development of ce- 
rebral laterality is in some manner related to other as- 
pects of physical maturation, as evidenced by the in- 
verse correlation in normal children between extent of 
perceptual asymmetry and rate of physical maturation 
(39). 


Anatomic Asymmetry 


Anatomic asymmetries between the hemispheres 
are becoming evident through a variety of techniques. 
The planum temporale, the cortical area lying between 
Heschls gyrus and the posterior margin of the Sylvian 


fissure, is an average of one-third larger on the left, 


than on the right. Detailed cytoarchitectonic analyses 
of the areas contained with the planum in a single brain 
showed that the volume of this area on the left side 
was approximately seven times that on the right. 
These asymmetries may be associated with the usual 
language specialization of the left hemisphere. Com- 
puterized axial tomograms have shown that in most 
right-handed individuals the frontal lobe is wider on 
the right and the occipital lobe is wider on the left. 
Left-handed subjects tend to have smaller differences 
between the hemispheres, although some show asym- 
metries opposite to the usual dextral pattern. This sug- 
gests that these anatomic asymmetries may be related 
to handedness, but the heterogeneity of the sinistrals 
and the considerable overlap between right- and left- 
handed groups indicate the complexity of the putative 
relationship (40). 


Lateralization of Emotion 


Differences between the hemispheres in response 
to, or in contribution to, emotional states have been 
inferred from a number of indirect observations. Gold- 
stein (41) and others have described a catastrophic de- 
pressive reaction in patients with left hemisphere le- 
sions. Right hemisphere lesions, in contrast, are asso- 
ciated with indifference (42). Similar differences have 
been described in patients undergoing unilateral carot- 
id artery injections of sodium amytal, although anes- 
thetization of the right hemisphere in this manner 
sometimes leads to silliness or euphoria (43). Left 
hemisphere damage leads to an increase in the pa- 
tient’s scores on the MMPI depression rating scale, 
while right hemisphere damage does not lead to abnor- 
mal scores (44). These observations could reflect dif- 
ferent emotional reactions to different cognitive and 
neurologic losses. Other studies, however, suggest 
that the hemispheres contribute differently to the ex- 
perience and perception of emotion. Dimond and asso- 
ciates (45) fitted normal subjects with special contact 
lenses that limited vision to a single hemiretina and 
then presented emotionally provocative films selec- 
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tively to each cerebral hemisphere. Although informa- 
tion was freely transferable between hemispheres, 
films presented to the right hemisphere were judged 
more unpleasant and more horrific. Subjects’ evalua- 
tions of films after left hemisphere presentation did not 
differ from their evaluations when films were present- 
ed simultaneously to both hemispheres (45). Carmon 
and Nachshon (46) found that identification of non- 
verbal emotional human voices was superior when 
presentation was to the left rather than the right ear. 
This is consistent with the finding that patients with 
right hemisphere damage have decreased ability to dis- 
criminate between identical and different affective in- 
tonations of a given sentence (47, 48). Suberi and 
McKeever (49) found that the usual left visual field, 
right hemisphere advantage in face recognition is sig- 
nificantly increased when stimulus faces are selected 
to be highly emotionally expressive. Emotional and 
stressful questions both lead to initial left lateral eye 
movements, suggesting initial right hemisphere activa- 
tion (references 50 and 51; see also ‘‘Techniques for 
Studying Regional Brain Function’’ below). In con- 
trast to these findings of more pronounced right hemi- 
sphere respouse or involvement in emotion-laden 
tasks, Harman and Ray (52) found that left hemisphere 
EEG amplitude showed larger increases with positive 
emotional experience and larger decreases with rega- 
tive emotional experience than did right hemisphere 
EEG amplitude (52). Dimond and Farrington (53) used 
heart rate as a measure of emotional response to uni- 
laterally presented films. They found that response 
was greater when affectively negative films were pre- 
sented to the right hemisphere and when affectively 
positive films were presented to the left hemisphere. 
Affectively positive questions have been reported to 
lead to more right than left lateral eye movements (54), 
again suggesting that while the right hemisphere plays 
a larger role in the perception of and reaction to rega- 
tively charged stimuli, the left hemisphere is more ac- 
tive in response to positively charged stimuli. It may 
be more useful to turn this statement around and sug- 
gest that certain types of activation of the left hemi- 
sphere are experienced differently than certain types 
of activation of the right hemisphere. Similar asymme- 
try in the expression of emotion is suggested by Sack- 
eim and Gur's finding (54) that left-half face com- 
posites were judged more expressive than right-half 
face composites when the posers were expressing neg- 
ative emotion but not when they were expressing pos- 
itive emotion. Again, it might be more useful to make 
hemisphere activation the independent rather than the 
dependent variable, i.e., to say that the expression of 
right hemisphere activation is judged by others to be 
more emotional and more negative. 


Role of the Commissure and the Thalamus 


The roles of brain regions other than the Lemi- 
spheres in laterally differentiated brain function are al- 
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so being investigated. Studies in patients with partial 
lesions of the corpus callosum and anterior commis- 
sure reveal that interhemisphere transfer of simple 
sensory information appears to depend on the integrity 
of sections of the corpus callosum specific for each 
sensory modality, while transfer of more highly pro- 
cessed information can be accomplished through a va- 
riety of pathways (55). Interhemisphere transfer is also 
being studied in patients undergoing unilateral internal 
carotid artery injections of sodium amytal. Initial re- 
sults indicate that memory traces in one hemisphere 
cannot be transferred to the other (13). Electrical stim- 
ulation of the left ventrolateral nucleus of the thalamus 
leads to significantly greater impairment of speech 
than does similar stimulation on the right (56, 57). 
Postmortem analyses of brains from individuals with- 
out known neurologic disease reveal an asymmetrical 
distribution of norepinephrine (NE) in the thalamus. 
The left hemisphere is higher in NE in the pulvinar 
region, while the right is higher in the somatosensory 
input area (58). 


CEREBRAL LATERALITY IN ANIMALS 


The nervous systems of animals are, for the most 
part, bilaterally symmetrical. Right and left sides are 
mirror images with respect to both structure and func- 
tion. Those morphologic and behavioral asymmetries 
that do exist are usually dependent on asymmetrical 
environmental cues, as indicated by the following: 1) 
the asymmetry of limb and abdomen in the hermit crab 
are related to life in asymmetrical gastropodal shells 
(59); 2) spiders who spin consistently asymmetrical 
webs on earth make symmetrical ones in space satel- 
lites (60); and 3) when left-handed mice live in right- 
handed environments they become right-handed (34). 
One apparent exception is the left hemisphere special- 
ization for songs in the four species of birds that have 
been examined (61). Other evidence of intrinsic, or at 
least more stable, lateral asymmetries in animals 
. comes from studies of brains from nonhuman primates. 
Brains from great apes, for example, show right-left 
asymmetry in the height of the Sylvian point that is 
similar to the asymmetry found in human brains (40). 


Two studies of lateral asymmetry in rats relate to pos-: 


sible associations between lateralized function and 
psychiatric illness and are described more fully below. 
One demonstrates behavioral correlates of a naturally 
occurring asymmetry of dopamine, and the other 
shows persisting and differing effects of early life ex- 
perience on the cerebral hemispheres. 

Glick and associates (62) have found a naturally oc- 
curring 1076-1526 asymmetry in nigrostriatal dopamine 
(DA) levels in rats. This asymmetry is related to be- 
havior; rats tested in a T maze show side preferences 
toward the side lower in DA. Amphetamine increases 
the striatal DA asymmetry to 2595-3096 and increases 
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the frequency of rotations toward the side lower in 
DA. Stress has a similar effect on turning behavior. 
Interestingly, animals with no side preferences are the 
most active and the poorest overall learners (62). Oke 
and associates (58), as mentioned above, have found 
asymmetries of NE in postmoriem assays of human 
thalamus. There is considerable evidence suggesting 
the importance of DA and NE in psychistric illness. 
Thus the presence of a naturally occurring asymmetry 
of DA with demonstrated behavioral significance in 
the rat and the finding of an asymmetrical distribution 
of NE in the brain stem of humans suggest a possible 
relationship between laterality and psychiatric illness. 

Denenberg and associates (63), in a developmental 
study, found that right hemisphere ablations in 135- 
day-old rats had greater effects on the increased open 
field activity resulting from early handling (age 1-20 
days) and early rearing in an enriched environment 
(age 21-50 days) than did left hemisphere ablations. 
Right-sided ablations increased activity in animals that 
were handled but not reared in an enriched environ- 
ment and decreased activity in animals both handled 
and reared in the enriched environment. The findings 
(described earlier) of the absence of relizble callosal 
transmission in humans before age 3!/» suggest that the 
cerebral hemispheres in young children may be partial- 
ly disconnected. Psychiatric disorders have often been 
associated with stressful early life experiences and 
anomalous developmental processes. Such experi- 
ences and patterns of development could have dif- 
fering effects on each hemisphere, or they might affect 
the development of interaction between the hemi- 
spheres. 


TECHNIQUES FOR STUDYING REGIONAL BRAIN 
FUNCTION 


The best studied and most powerful techniques for 
investigating cerebral laterality in individuals with sur- 
gically intact brains involve presentation of test stimuli 
selectively to each cerebral hemisphere. These tech- 
niques are baséd on the fact that central projections 
from peripheral sensory receptors are primarily con- 
tralateral. By varying the nature of the stimuli and the 
nature of the task it is possible to evaluate 1) the per- 
formance of each hemisphere on tasks for which it is 
specialized, 2) the ability of each hemisphere to detect 
near threshold stimuli, and 3) the extent and ef- 
fectiveness of interhemisphere interaction. 


Visual Tests 


Visual stimuli can be presented to a specific hemi- 
sphere by exposure in the contralateral visual field 
while the subject fixates on a central point. Exposure 
duration is usually less than the time necessary for the 
eyes to refocus at the peripheral stimulation point 
(150-200 milliseconds). Central fixation can be en- 
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sured or controlled by monitoring eye movements, 
presenting a simultaneous identification task in the 
center of the field, presenting peripheral stimuli simul- 
taneously in both fields, or presenting stimuli ran- 
domly in either the right or left peripheral field. Studies 
of patients with callosal transections confirm that 
these measures can limit stimulus presentation to a 
single hemisphere. These patients, if they are left hem- 
isphere dominant for language, are not able to describe 
verbally stimuli presented briefly to the left visual field 
or to solve spatial puzzles presented briefly to the right 
visual field. They are able to perform tasks without dif- 
ficulty when stimuli are presented to the opposite visu- 
al fields (10, 12). 


Auditory Tests 


Auditory stimuli can be presented to a specific hemi- 
sphere by simultaneously stimulating the two ears with 
different stimuli (dichotic presentation). It is well 
known that peripheral auditory receptors have both ip- 
silateral and contralateral projections. In fact, split- 
brain subjects can identify verbal stimuli presented 
monaurally to either ear. When different verbal stimuli 
are presented simultaneously to the two ears, how- 
ever, those split-brain subjects who are left hemi- 
sphere dominant for language are unable to identify in- 
puts to the left ear but remain able to identify inputs to 
the right ear (64-67). It seems that when different stim- 
uli are presented simultaneously to the two ears, the 
ipsilateral cortical projections are inhibited. This view 
is supported by Mononen and Seitz's finding (68) that 
with dichotic presentation the ipsilateral cortical 
evoked response shows a longer latency than the con- 
tralateral. The increase in latency is consistent either 
with total suppression of ipsilateral inputs and sub- 


sequent interhemisphere transmission or with simple 


delay in the ipsilateral channel. Zaidel (67) has shown 
that the extent of the loss of ipsilateral inputs with 
dichetic stimulation of split-brain subjects is three 
times greater in stimulus pairs that differ in two pho- 
netic features than in pairs that differ in one feature 
alone, which suggests that at least part of the inhibition 
of ipsilateral inputs involves central mechanisms. The 
loss of ipsilateral inputs apparently depends on stimu- 
lation of both ears with stimuli that have a high degree 
of spectral as well as temporal auditory overlap. 
Springer and associates (69) presented left ear inputs 
to split-brain subjects and found total loss when the 
stimuli were consonant vowel syllables with a high de- 
gree of spectral temporal overlap but partial recogni- 
tion when the pairs had less acoustic overlap. Geffen 
and associates (70) demonstrated the validity of di- 
chotic tests in subjects with intact commissures by 
comparing predictions of hemispheric language domi- 
nance based on a dichotic test with the degree of dys- 
phasia following unilateral right- and left-sided ECT. 
They found a 97% correspondence between the two 
measures of language laterality. Johnson (71) provided 
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further evidence of the validity and sensitivity of these 
measures by showing that with dichotic presentation 
of language stimuli healthy subjects had right ear-left 
hemisphere advantages and subjects with aphasia-pro- 
ducing brain lesions had left ear-right hemisphere ad- 
vantages. 


Tactile Tests 


Tactile stimuli can be presented selectively to each 
hemisphere by stimulating the contralateral side of the 
body. The limitation of symptomatic sensory loss to 
the side of the body contralateral to unilateral brain 
lesions and the inability of split-brain subjects to iden- 
tify verbally objects palpated by the left hand (10, 12) 
both attest to the great predominance of contralateral. 
projections. Fontenot and Benton (72) have further 
supported the validity of tactile measures in subjects 
with intact cerebral commissures by demonstra-ing 
that right hemisphere lesions affect the performance of 
both hands on a spatial task, while left hemisphere le- 
sions affect only the performance of the right hand. 
Left-hand superiority in normal subjects has been re- 
ported for perception of line orientation (73), identifi- 
cation of shapes (74), and for the reading of Braille 
(75). Although group mean differences between left- 
and right-hand performance were significant in these 
studies, individual interhand differences tended tc: be 
small, and many subjects (about 30%) failed to show 
Jeft-hand advantages. In this respect, tactile tests may 
be less reliable or less sensitive than auditory or visual 
tests. 


Use and Interpretation of These Measures 


Perceptual asymmetry in subjects with intact brains 
is thought to result from 1) projection of sensory in- 
puts primarily to the opposite hemisphere, 2) final pro- 
cessing of both inputs in a single specialized hemi- 
sphere, and 3) decay and delay of information follow- 
ing the longer input pathway from peripheral receptor 
to the nonspecialized contralateral hemisphere and 
across to the specialized hemisphere. Identification of 
stimuli presented selectively to right and left peripher- 
al fields depends then on the function of the primary 
receptive areas in each hemisphere, transmission of in- 
formation across the cerebral commissures, and the 
function of the specialized association area. Stirauli 
known to be processed in a particular hemisphere can 
be used as probe stimuli to evaluate the function of 
that hemisphere and/or the transfer of information be- 
tween the hemispheres. Performance can be com- 
pared, for example, when spatial stimuli are presented 
directly to the specialized right hemisphere via the left 
visual field or indirectly via the right visual field and 
left hemisphere. This comparison will indicate the 2ff- 
ciency of initial left hemisphere processing and sub- 
sequent interhemisphere transmission. Alternatively, 
stimuli can be directed to each hemisphere simultane- 
ously, as in dichotic listening tasks. If the stimuli are 
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similar enough in auditory characteristics and syn- 
chronous enough in presentation, only one will be per- 
ceived and reported (76). In such instances the inputs 
to each hemisphere compete for recognition. Since the 
stimuli are never perfectly matched for identifiability, 
one stimulus is more potent than the other (stimulus 
dominance) and can be recognized preferentially even 
if presented to the nondominant hemisphere (76). The 
frequency of this depends on the efficiency of the ini- 
tial processing in the nondominant hemisphere and of 
the subsequent interhemisphere transmission. In both 
of the above examples the effects of the overall accura- 
cy of performance are controlled by internal com- 
parisons between performance on stimuli presented to 
right and left sides. Overall performance on tests of 
right or left hemisphere specialization can also be eval- 
uated by comparing an individual subject’s scores un- 
der different experimental conditions or by using con- 


trol group scores for comparison. Such comparisons - 
. evaluate the function of the specialized hemisphere 


rather than the initial processing and transfer of infor- 
mation from the nonspecialized hemisphere. 

There are other test formats that seem capable of 
demonstrating differences in hemisphere performance 
independent of interhemisphere transmission. Dimond 
and Beaumont (77) measured detection of near-thresh- 
old stimuli in each visual field and found that the left 
hemisphere was more vigilant initially but became less 
attentive over time. Right hemisphere performance 
was lower initially but remained constant over a 90- 
minute session. The initial difference between the 
hemispheres is consistent with transfer of inputs from 
right to left, but the different time decay curves sug- 
gest independent single hemisphere processes. The 
basic nature of the stimuli and task is also consistent 
with independent parallel function. 

Simultaneous evaluation of performance on mea- 
sures of right and left hemisphere specialization and 
on measures dependent and independent of inter- 
hemisphere transfer increases the specificity of test- 
able hypotheses. It is necessary to keep in mind, how- 
ever, that the reliability of inferences drawn about re- 
gional brain function from patterns of performance on 
these tests is limited by the incompleteness of the pres- 
ent neurologic model of lateralized function. Although 
the studies of neurologic patients described above pro- 
vide firm support for the major components of the 
model, there are undoubtedly additional processes and 
pathways not yet described. A particular pattern of 
test performance potentially could reflect the state of 
these as yet undescribed components of function 
rather than the state of one of the known functional 


components. 


Other Measures of Regional Brain Function 


A number of approaches other than unilateral stimu- 
lus presentation are currently being developed and 
used to assess regional brain function. Regional cere- 
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bral blood flow has been monitored with multiple high- 
resolution scintillation detectors in subjects who have 
received radioisotopes by injection or inhalation. It is 
possible with this technique to indicate which cortical 
regions are metabolically active during the perform- 
ance of specific cognitive or motor tasks. However, it 
is not possible to determine anything about the nature 
of the activity. Franzen and Ingvar (78) reported the 
interesting finding of an abnormally low ratio of frontal 
to posterior blood flow in chronic schizophrenic pa- 
tients. Scalp recording of brain electrical zctivity 1s an- 
other technique to compare and evaluate lateral func- 
tional activity. Indices include amplitude, amplitude 
variability, and wave patterns (e.g., alpha rhythm) of 
continuous recordings, as well as amplitude, timing, 
shape, and reproducibility of stimulus evoked re- 
sponses. The direction of initia: eye movements af- 
ter presentation of test questions is another index of 
hemispheric activation that is being used currently. 
Observation of patients with unilateral hemispheric le- 
sions suggests that initial movement to a particular 
side reflects activation of the contralateral hemisphere 
(79). However, different investigators have presented 
inconsistent and conflicting results with this index 
(80). Finally, electrodermal activity on the hands is 
being used as an index of hemisphere activation. In- 
vestigators disagree, however, as to whether an in- 
crease in peripheral conductance indicates activation 
of the ipsilateral (81) or contralateral (79) bemisphere. 


CEREBRAL LATERALITY AND PSYCHIATRIC 
ILLNESS 


Progress in other branches of medicine has depend- 
ed on elucidation of the normal structure and function 
of each organ system. As Foucault has rcted (82), in 
internal medicine the meaning and organization of 
symptoms became apparent only with the logic pro- 
vided by understanding of the organ system involved. 
Earlier attempts at constructing a taxonomy, similar to 
those in botany, based on characteristics of the symp- 
toms were of little clinical use. Psychodynamic under- 
standing of the mind has been of considerable clinical 
use in the definition and treatment of some psychiatric 
disorders but of limited use in dealing with schizophre- 
nia and major affective disorders. Some researchers 
have sought further understanding cf these disorders 
through refined classification of syndromes by svmp- 
tom constellations. Little progress has been made, 
however, in the logic of classification. Experience in 
other branches of medicine indicates that refinements 
of symptom classification without increased under- 
standing of the brain may be of limited use. Research 
based on cerebral laterality can directly assess brain 
function and dysfunction and therefore has the poten- 
tial to provide a more logical basis fcr uaderstanding 
and classifying psychiatric disorders. 


286 CEREBRAL LATERALITY 


Initial studies indicate that psychiatric patients may 
have dysfunctions of the left hemisphere, dysfunctions 
of the right hemisphere, disorders of interhemisphere 
interaction, and abnormal patterns of functional organ- 
ization. In the review of research on cerebral laterality 
and psychiatric illness that follows, studies will be di- 
vided according to these four aspects of laterality. 
Since some studies are equally consistent with alter- 
nate explanations, their placement under one of these 
headings is arbitrary. Other studies report more than 
one disorder of laterality, and their placement under a 
single heading is also arbitrary. The wide variety of 
investigative measures used and the imprecision of di- 
agnostic criteria for sample selection make it difficult 
to compare studies directly. Although some findings 
may prove spurious, it is likely that psychiatric illness 
is associated with several different disorders of lateral- 
ity. It is also likely that dysfunction of one aspect of 
lateralized function will be accompanied by associated 
and reciprocal changes in other aspects of function. 


Left Hemisphere Dysfunction 


Several studies provide evidence of left hemisphere 
dysfunction; most suggest that this disorder is charac- 
teristic of schizophrenia. Using techniques described 
above, Gur (83) found that schizophrenic patients had 
left visual field advantages in both syllable recognition 
and dot localization, while healthy control subjects 
had right visual field advantages on the syllable test 
and left visual field advantages on dot localization. 
Beaumont and Dimond (84) found decreased left hemi- 
sphere performance on a letter-matching task in schiz- 
ophrenic subjects who did as well as normal control 
subjects on other left and right hemisphere matching 
and identification tasks. À number of studies using less 
direct measures of single hemisphere function further 
support these findings of primary left hemisphere im- 
pairment. Roemer and associates (85) found that while 
schizophrenic patients had bilateral instability of visu- 
al evoked response waveforms, the decrease in stabil- 
ity was significantlv greater over the left hemisphere 
than over the right. The difference in stability between 
the hemispheres was significant for both overt and la- 
tent schizophrenics but not for normal control sub- 
jects. The difference between the hemispheres was al- 
so significant for psychotically depressed patients, al- 
though the left hemisphere stability was not as low in 
this group as in the schizophrenic group (85). Quinan 
(86) and Gur (87) have reported an increased incidence 
of sinistrality in schizophrenics, again suggesting left 
hemisphere dysfunction in some of these patients. On 
the other hand, d'Elia and Perris (88, 89) reported left 
hemisphere dysfunction in depressed but not in schiz- 
ophrenic patients. They found that in depressed pa- 
tients EEG amplitude variability and average evoked 
response amplitude before treatment were significant- 
ly less over the left hemisphere than over the right. 
After treatment with tricyclic antidepressants, ECT, 
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or Indoklon convulsive therapy both measures in- 
creased over the left to equal or surpass values over 
the right. Furthermore, pretreatment measures of 
memory impairment were negatively correlated with 
the degree of voltage amplitude variability over the left 
hemisphere. Average evoked response amplitude in 
schizophrenic patients was greater over the left than 
over the right hemisphere (88, 89). Uncertainty over 
the clinical and pharmacologic state of the schizo- 
phrenic patients and the absence of healthy control 
subjects make it difficult to evaluate the comparison 
between depressed and schizophrenic patients, but the 
evidence for left hemisphere dysfunction in the de- 
pressed patients in these studies is impressive. Sera- 
fetinides (90) reported that in some schizophrenic pa- 
tients treated with chlorpromazine there is an increase 
in EEG amplitude selectively over the left hemisphere. 
Treatment with haloperidol, however, did not have the 
same effect (90). It is unclear whether the lateralized 
effect of chlorpromazine indicates lateralized patholo- 
gy or drug-induced asymmetry. Hammond and Gruze- 
lier (91) reported that on a monaural task right ear per- 
formance increased relative to left ear performance 
when schizophrenic patients were treated with chlor- 
promazine. These results are difficult to interpret be- 
cause the task was monaural rather than dichotic and 
because neither control subjects nor drug-free patients 
showed any ear differences. They do, however, fur- 
ther support the possibility of drug-induced asym- 
metries and suggest caution in interpreting those stud- 
ies which do not control for or evaluate drug effects. 


Right Hemisphere Dysfunction ` 


Three studies have offered evidence of right hemi- 
sphere dysfunction in depression, with some further 
evidence of left hemisphere dysfunction in schizophre- 
nia. The results of four additional studies are consis- 
tent with right hemisphere dysfunction but are equally 
consistent with alternate explanations. 

Flor-Henry (92) studied power spectrum EEG in 
schizophrenic patients, manic-depressive patients, 
and healthy control subjects at rest and during the per- 
formance of verbal (left hemisphere) and visuospatial 
(right hemisphere) tasks. He found predominantly left 
temporal abnormalities in the schizophrenic patients 
and right temporal abnormalities in the manic-depres- 
sive patients (92). Gruzelier and Venables (81) used 
skin conductance as a measure of ipsilateral hemi- 
spheric activity and found that schizophrenic patients 
were less responsive on the left than on the right, while 
the opposite was true for depressed patients. Mys- 
lobodsky and Horesh (79) also found that elec- 
trodermal activity was less on the right than on the left 
in depressed patients. Left-sided activity was found to 
be abnormally elevated in depressed patients com- 
pared with controls, however, while right-sided activi- 
ty was the same for the two groups. This suggests that 
the high left activity was indicative of pathology but 
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the low right activity was not. In contrast to the find- 
ings of Gruzelier and Venables, Myslobodsky and Ho- 
resh offered evidence that electrodermal activity re- 
flects contralateral rather than ipsilateral hemispheric 
activity. Therefore, they concluded, as did Gruzelier 
and Venables, that right hemisphere dysfunction is 
characteristic of depression. Myslobodsky and Horesh 
also looked at direction of initial lateral eye movement 
. after auditory presentation of a variety of test ques- 
tions as an index of contralateral frontal lobe activa- 
tion. They found that depressed patients looked to the 
left more often than did control subjects, a finding con- 
sistent with right hemisphere overactivity (79). 
Schweitzer and associates (93) found that schizo- 
phrenic vatients looked to the right significantly more 
often then did control subjects after auditory presenta- 
tion of test questions. They interpreted this as in- 
dicating left hemisphere overactivity and suggested 
that such overactivity is characteristic of schizophre- 
nia (93). As Myslobodsky and Horesh pointed out, 
however, an asymmetry of initial eye movements is 
consistent with either overactivity of the contralateral 
hemisphere or underactivity of the ipsilateral. Incon- 
sistency of results in eye movement studies in normal 
subjects (80) and the absence of information on test- 
retest or split-half reliability in either of these patient 
studies suggest further caution in drawing conclusions. 
Blackstock (94) has reported that autistic children 
compared with normal children tend to use their left 
ear to listen and to choose music in preference to 
speech stimuli. These observations suggest an in- 
crease in right hemisphere activity relative to left. 

Lerner and associates (95) and Lishman and associ- 
` ates (96) found that schizophrenic and manic-depres- 
sive patients. had greater left hemisphere advantages 
on language-related dichotic listening measures than 
normal control subjects. This would be consistent with 
either right hemisphere dysfunction or impaired inter- 
hemisphere information transfer in the patients. Both 
of these studies, however, used a multiple-pair dichot- 
ic test format, in which magnitude of ear difference is 
negatively correlated with both accuracy of perform- 
ance and report order based on time of arrival rather 
than which ear receives the stimulus (97). Inter- 
pretation of these authors' results is therefore con- 
founded by the fact that their patients compared with 
controls made more errors and reported responses 
more regularly by ear of arrival rather than time of ar- 
rival. These differences in accuracy and strategy of 
performance adequately explain all differences be- 
tween the patients and controls. 


Abnormalities of Interhemisphere Interaction 


Wexler and Heninger (98) found that perceptual 
asymmetry on a language-related dichotic listening 
test increased as patients recovered from acute psy- 
chotic illness. They interpreted this as indicating that 
in acute psychotic illness there is a breakdown in the 
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interhemisphere inhibition that normally mediates cer- 
ebral laterality. The loss of inhibition would lead to 
enhanced interhemisphere information transfer and 
decreased perceptual symmetry. This could be related 
to left hemisphere dysfunction or to dysfunction of 
callosal-mediated interhemisphere processes inde- 
pendent of each hemisphere’s spec:alized function. 
Some schizophrenic and some depressed patients 
showed the increase in asymmetry with recovery, 
while other subjects in both groups did not. Patients’ 
scores, both when they were sick and wien they had 


recovered, were within the range of control scores in 


8896 of the cases. Many of these patients with normal 
scores showed significant changes in ther scores that 
paralleled changes in their clinical condition. Scores of 
some of those patients whose initial scores were out- 
side of the normal range did not change with clinical 
improvement. These observations indicate the value 
of a longitudinal design in demonstrating important 
relationships between clinical state and experimental 
variables and in differentiating those patients who 
show a particular relátionship from those who do not. 
In February 1979 Strauss and associates reported a- 
similar increase in perceptual asymmetry on a lan- 
guage-related dichotic listening test in depressed pa- 
tients treated with ECT.! 

Three EEG studies have also indicated changes in 
the ratio of hemispheric activity during psychotic ill- 
nesses. Urstad (99) found a higher proportion of alpha 
activity over the left than over the right tzmporal lobe 
in 5 schizophrenic and 5 psychotical'y depressed pa- 
tients, while the reverse asymmetry prevailed in all 
control subjects. The 5 depressed pat:ents showed the 
normal right hemisphere alpha predominance after 
clinical improvement. If alpha is taken as an index of 
functional inactivity, this change in left-right ratios 
parallels the changes in perceptual asymmetry report- 
ed by Wexler and Heninger (98) and Strauss and asso- 
ciates. Small and associates (100) found zn increase in 
left-sided mean energy content and a decrease in right- 
sided mean energy content in depressed patients fol- 
lowing either right or left unilateral ECT. D'Elia and 
associates (101) found the opposite caanze in relative 
right-left integrated EEG amplitude in schizophrenic 
patients treated with neuroleptic drugs: Lefore treat- 
ment the mean integrated amplitude amd amplitude 
variability were both greater over the left than over the 
right, whereas after treatment both measures were 
greater over the right. Comparison of Small and asso- 
ciates' findings in depressed patienis and d'Elia and 
associates' findings in schizophrenic patients is com- 
plicated by differences in treatment and treatment re- 
sponse: the depressed patients were treated with ECT 
and presumably improved, while the schizophrenic pa- 
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tients were treated with either penfluridol or thiothix- 
ene and did not show significant clinical improvement 
during the study period. 

The possibility of abnormal interhemisphere inter- 
action in schizophrenia is further supported by Rosen- 
.thal and Bigelow’s postmortem examination.of brains 
from 10 schizophrenic patients (102). The brains from 
the schizophrenic patients had wider corposa callosa 
than did brains from control subjects but were similar 
on eight other measures. Beaumont and Dimond (84) 
evaluated interhemisphere interaction by visually 
presenting pairs of stimuli to the same hemisphere or 
one to each hemisphere. Subjects had to determine 
whether the two stimuli were the same. Performance 
by a group of schizophrenic patients was compared to 
performance by a group of healthy subjects and a 
group of nonschizophrenic psychiatric patients. Three 
types of stimuli were used for comparisons between 
the schizophrenic patients and each of the other 
groups. On two of the six comparisons schizophrenic 
patients performed as well when both stimuli were pre- 
sented to the same hemisphere but did significantly 
: worse when each stimulus was presented to a different 
hemisphere (84). This suggests, in contrast to the find- 
ings of Wexler and Heninger (98), that interhemi- 
sphere transmission was impaired in the schizophren- 
ic patients. In 1978 Green (103) reported additional 
evidence of impaired interhemisphere transfer. He 
found that schizophrenic patients required more trials 
to learn a unimanual tactile matching task when 
feedback was given to the hand not performing the 
task than when feedback was given to the performing 
hand. Furthermore, after they learned the task schizo- 
phrenic patients required more trials to successfully 
repeat it with the other hand than to repeat it with the 
same hand. Neither healthy control subjects nor neu- 
rotic patients showed significant differences on either 
of these intraindividual comparisons (103). The type of 
information transferred between the hemispheres was 
different in the Wexler and Heninger, Beaumont and 
Dimond, and Green studies. In the Wexler and Henin- 
ger study simple auditory sensory information was 
transferred. In the Beaumont and Dimond study the 
information was visual and perhaps more highly pro- 
cessed before transfer. In the Green study the informa- 
tion was tactile and again perhaps more highly pro- 
cessed before transfer. As mentioned above, Gazza- 
niga and associates (55) have shown that modality- 
specific tracts exist in the callosum for the transfer of 
basic sensory information, while more highly pro- 
cessed information seems to be transferred over any 


number of available tracts. It is possible therefore that: 


the transfer of one type of information may be en- 
hanced while the other is impaired, or even that the 
enhancement of one leads to the impairment of anoth- 
er. It is interesting that schizophrenic subjects were no 
different from other subjects in the simple identifica- 
tion of stimuli in the Beaumont and Dimond experi- 
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ment, and in Green's study they showed no difference 
between the hands in rate of learning. Both the identi- 
fication and learning presumably reqüired transfer of 
basic sensory information between the hemispheres : 
when the test stimuli were presented ipsilaterally to 
the hemisphere specialized for their processing. 


Abnormal Patterns of Functional Organization 


Patterns of functional organization potentially can 
be evaluated by unilateral presentation of a variety of 


. different types of test stimuli. For example, Gur (83) 


found right hemisphere superiority in patients for both 
language and spatial stimuli, while normal subjects had 
left hemisphere superiority for the verbal stimuli. If 
patients’ performance remained the same during acute 
and recovered phases of illness, this might be consid- 
ered indicative of an abnormal pattern of organization 
as well as, or instead of, left hemisphere dysfunction. 
Alpert and associates (104) found that schizophrenic 
patients without -a. history of hallucinations differ- 
entiated between semantically different stimuli pre- 
sented to the left but not to the right ear. The oppasite 
was true for healthy controls and for schizophrenic pa- 
tients with a history of hallucinations. Test stimuli 
were presented monaurally, but noise was presented 
bilaterally simultaneously with the stimuli. Alpert and 
associates suggested that the nonhallucinating schizo- 
phrenics might be right hemisphere dominant for lan- 
guage. Chandler (105) and Oddy and Lobstein (106) 
found an increased incidence of mixed hand-eye domi- 
nance in patients, which suggests abnormalities of 
functional organization. However, Gur (87) did not 
find such an increase. 


Attention, Laterality, and Psychiatric Illness 


` Kinsbourne (29) has collected a considerable 
amount of data that support the idea of shifts of atzen- 
tional bias between the hemispheres. He sees the hem- 
ispheres as being in a mutually inhibitory balance that 
changes in response to external, and probably internal, 
factors. By ''attention," Kinsbourne meant those 
physiologic and plastic factors alluded to earlier that 
influence the degree of perceptual asymmetry, e.g., 
unilateral hemispheric activation or dysfunction and 
interhemisphere inhibition. Referring to these factors 
as attentional makes a point of contact with psycho:og- 
ical observations and concepts. This contact has led to 
efforts by some to provide a psychological explanation 
of perceptual asymmetry in psychiatric patients. Psy- 
chological research has demonstrated repeatedly that 
psychiatric patients suffer from marked deficits and 
abnormalities of attention. Abnormalities of cerebral 
laterality are nothing more, so the argument goes, than 
another demonstration of what has long been known. 
This is not the case. Investigation. of attention in terms 
of cerebral laterality is embedded in an anatomic and 
physiologic paradigm. Although it shares the concept 
of focused or directed activity of the brain as an in- 
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tegrated unit, it does not relate attention to motivation, 
meaning, and sentience. Instead it relates attention to 
the mutual inhibitory balance between two anatomic 
and functional subunits, both of which are accessible 
to laboratory evaluation. Other measures of function, 
such as identification of faces, words, and emotional 
and nonemotional test stimuli, also provide points of 
contact between investigations of brain function and 
investigations of psychological function. There will be 
a tendency at each of these points of contact to incor- 
porate the findings of brain function in the concepts 
and models of psychological function. 


CONCLUSIONS 


The belief that the brain and behavior are linked 1s a 
cornerstone of contemporary biology. The search for 
disorders of brain function accompanying the behav- 
ioral disorders that constitute major psychiatric ill- 
nesses springs from this belief. Three well-known 
facts, however, hinder approaches to this problem. 
First, extensive changes in brain structure in neurolog- 
ic illness often lead to little change in behavior. Sec- 
ond, extensive and persistent surgical and biochemical 
lesions in experimental animals often lead to only tem- 
porary changes in behavior. And third, despite gross, 
recurrent, and persistent behavioral changes in psy- 
chiatric illness, accompanying disorders of brain func- 
tion and structure have thus far eluded description. 
Past approaches to this problem fall on a continuum 
whose poles can be characterized as functional and 
structural. At one end, emphasis rests entirely on the 
analysis of functional units that bear an unknown rela- 
tion to brain structure. At the other end, emphasis is 
on the analysis of basic brain structures, usually 
neurochemical, that bear an unknown relation to in- 
tegrated brain function. The studies described in this 
paper suggest that the cerebral hemispheres and the 
interhemisphere fiber bundles are naturally occurring 
functional subunits. Investigative approaches based 
on cerebral laterality therefore bring structure and 
function closer together by evaluating brain com- 
ponents that are both anatomic and functional units. 

A number of investigators have started taking this 
approach in the investigation of psychiatric illness. Ini- 
tial results indicate that some patients do have dis- 
orders of brain function that can be described in this 
way and that such descriptions have the potential to 
provide an objective basis for the differentiation of 
clinica! subgroups. As is evident from the above re- 
view, however, the large number of different experi- 
mental measures and designs makes comparisons 
among studies difficult. The following suggestions are 
offered for consideration in the design of new studies 
with the hope that they may increase the ground for 
comparison of work done by independent investiga- 
tors. 
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1. Studies should include more than one measure of 
brain function. It is possible to make more specific de- 
ductions about brain function wien two or more mea- 
sures are used. Comparisons could be made among 
different measures administered individually to dif- 
ferent patients, but potential variations in disorders of 
brain function even among patients with the same di- 
agnosis make such comparisons less reliz5le. The ad- 
ministration of multiple measures to the same individ- 
uals also permits more reliable comparison of mea- 
sures. 

2. Each study should include one measure of brain 
function used in a previous study. This would make it 
possible to evaluate the reproducibility cf results al- 
ready published as well as provide a standard for com- 
parison among studies that differ in other respects. If 
possible, the test procedure and stimuli should be 
identical to ones used previously, since small dif- 
ferences may be significant. 

3. Studies should evaluate clinical state as well as 
diagnoses of patients. This adds another dimension to 
the description of the patient sample that would facili- 
tate both selection of homogeneous subject groups and 
comparison of different studies. Comparison of brain 
function during different clinical states will help deter- 
mine which abnormalities are associated with specific 
states and which are persistent traits of the patient 
population. Additional advantages ar2 gained by 
studying state-dependent alterazions in brain function 
in the same patients at different stages of illness. First, 
reliability is increased by using each individual as his 
own control. Second, sensitivity is increased: paired 
matched comparisons can detect siznificant dif- 
ferences that would be obscured in intergroup com- 
parisons by large. interindividual! variance. Finally, re- 
peated testing of the same individuals during periods 
of clinical change makes it possible to specify which 
individuals show alteration in brain function and which 
do not. 
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Continuing Certification and Continuing Education 


BY CAROLYN B. ROBINOWITZ, M.D., AND MILTON GREENBLATT, M.D. 


The authors review the guidelines of the American 
Board of Medical Specialties (ABMS) for 
recertification and the approaches of various medical 
specialty boards, including internal medicine, 
pathology, and family practice, toward 
implementing periodic recertification. At a time 
when psychiatry has an increasingly close alliance 
with the other medical specialties, it is important 
that this issue receive serious consideration. Close 
collaboration between APA and the ABPN on the 
recertification process assures that any procedures © 
developed will be in keeping with psychiatrists' 
wishes and needs, while meeting the responsibility 
for public accountability. 


ontinuing certification or recertification remains 
C important news. Public pressure continues for 
practicing physicians to show evidence of continuing 
competence. There is a growing awareness that the 
original certification and/or licensure does not fully 
document or precisely indicate that a physician is 
keeping up with advances in the field. The continued 
rapid growth of medical information and technology 
has led, in turn, to increased training activities and re- 
quirements for certification in the given specialty. The 
ultimate goal is to ensure a high standard of safety, 
competence, and skill in a more restricted area of med- 
icine (1-3). 

There seem to be three primary reasons for this em- 
phasis on documented continued professional educa- 
tion: expanding medical knowledge due to research, 
public accountability, and government actions (4-11). 

Research has expanded medical knowledge in basic 
sciences, clinical disciplines, diagnostic methods, pro- 
cedures of therapy, and rehabilitation. Each of these 
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areas is simultaneously undergoing continuous refine- 
ment. Some aspects of medical research and praztice 
are advancing so rapidly that the ''half-life"" of knowl- 
edge is estimated at approximately five years. The ini- 
tial certification of professional competence at the 
completion of formal training no longer ensures that 
the physician will be aware of recent advances in the 
field or will use them in a medical practice that may 
span 40 years or more. 

The medical profession is ultimately accountable to 
the public it serves for the quality of medical care ren- 
dered. The general public supports medical research, 
subsidizes medical education, pays for medical serv- 
ices, and is the recipient of medical care. To ensure 
optimal medical care, consumer representatives advo- 
cate the extension.of traditional measures for licersure 
and specialty certification through, for example, peri- 
odic relicensure and recertification for physicians and 
others in the health field. 

The government is also responsive to the concepts 
of accountability and consumerism. Federal and state 
governments and their representatives are expressing 
increased interest in all aspects of medical services 
and health care delivery. Third-party payers, such as 
insurance companies, may demand evidence cf the 
physician's continuing competence for eligibility for 
third-party payments. 

All 22 specialty boards have endorsed the principle 
of periodic recertification as a future requirement for 
specialty competence. Seventeen have already set 
dates on which the recertification will begin, and 5 
have given their first recertification examination. Four 
boards now issue time-limited initial certificates. 


GUIDELINES OF THE AMERICAN BOARD OF 
MEDICAL SPECIALTIES 


The American Board of Medical Specialties 
(ABMS) is the umbrella organization that embraces 
and represents the 22 specialty boards. Its responsibil- 
ity is to provide guidance and leadership to American 
medicine for both quality and standards of practice. 
The ABMS has issued the following guidelines: 

1. Recertification should ensure, through periodic 
evaluations, the physician's continuing competence in 
his or her specialty. 

2. Recertification -should encourage certified physi- 
cians to continue those educational activities essential 
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to the maintenance of competence in their specialties. ` 

3. It is the prerogative of individual boards to elect 
voluntary or mandatory recertification; however, a 
specialty board may not rescind initial certificates by 
recertification procedures unless a date of expiration 
was a condition of the original certification. 

4. The specialty boards should use similar intervals 
for recertification; 6- to 10-year intervals seem appro- 
priate. 

5. The listing of a physician in the Directory of 
. Medical Specialists (Chicago, Marquis Who's Who, 
publisher) will include the date of original certification 
and the dates of any recertification. 

6. Recertification may apply to any of the fields in 
which a specialty board grants certificates. 

7. Member boards are encouraged to develop pro- 
cedures for recertification that are most appropriate to 
the characteristics of their specialty practice. Eval- 
uated participation in continuing education, oral or 
written examinations, skills and performance evalua- 
‘tions, practice audits, and practice profiles are among 
the elements that should be used as appropriate and 
with suitable emphasis or weighting. 

8. Policies and procedures for recertification should 
be incorporated in the published requirements for cer- 
tification provided by each specialty board. 

9. In the light of rapid developments in examination 
and testing techniques, member boards are also en- 
couraged to continually review their recertification 
procedures (12). 


WHAT ARE OTHER SPECIALTY BOARDS DOING? 


Each board, in defining recertification activities, has 
worked closely with the constituent specialty society 
to determine areas of practice and need. The specialty 
societies have the responsibility to provide continuing 
education programs to help members maintain and up- 
date their skills and competence. The recertification 
program per se will remain the province of the special- 
ty boards. 

Approaches to recertification vary. All share some 
common interests and methods, while each is specific 
to the needs and skills of the specialty group (13-17). 
(The descriptions of recertification proposals and pro- 
grams are taken from written responses to a question- 
naire on recertification that one of us [C.B.R.] sub- 
mitted to the 22 medical specialty boards.) 


American Board of Internal Medicine 


The recertification program for internists is based on 
a monitored examination related to the Medical 
Knowledge and Skills Self-Assessment Program 
(MKSAP) of the American College of Physicians. The 
first recertification program took place in 1974, and 
participation in the MKSAP was required. Participa- 
tion was recommended in 1977. The self-assessment 
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program offers an extremely comprehensive and ele- 
gant syllabus of recent developments in -he specialty 
of internal medicine. The self-assessment examination 
includes 400 multiple-choice questions ani a set of pa- 
tient management problems covering the 1C major sub- 
specialty areas. Participants receive extensive feed- 
back on their performance on the self-assessment.ex- 
am, including a discussion of the ‘‘correct’’ or 
‘‘preferred’’ answers to questions. In addition, there is 
a strong continuing education program, and partici- 
pants may attend review courses and obtain home 
study materials or bibliographies in the various sub- 
specialty areas (18). i 

The Board uses many of the questions exd topics on 
the self-assessment examination in one form or anoth- 
er in its independent recertification examination. Pass/ 
fail decisions are made on the basis of norms, i.e., 
group performance, rather than absolute score, with a 
pass rate of about 96% (19). 

Practitioners were required to select 6 of the patient 
management problems and could choose 2 that they 
felt were in their areas of skill and competence. An 
absolute scoring method was developed; patient man- 
agement responses were categorized as being ‘‘essen- 
tial," ‘‘indicated,’’ ‘‘neither important nor indicated,”’ 
‘‘not indicated and risky,” or ‘‘not indicated and dan- 
gerous."' Certain positive actions had to be selected; 
several preselected patient management problems pro- 
vided help if they were answered well but did-not pe- 
nalize the candidate if they were answz-ed poorly. 
This process was complicated because it was difficult 
to establish scoring standards. The Amerizan Board of 
Internal Medicine has initiated a research study to 
evaluate the validity and reliability of the process. 

Other evaluation procedures such as computer- 
based examinations, peer assessment of attitudes and 
performance, and office record audit are being consid- 
ered for the future. 


American Board of Allergy and Immunology 


This organization is a conjoint board cf the Ameri- 
can Board of Internal Medicine and the American 
Board of Pediatrics. Its first recertification examina- 
tion was administered on October 18, 1977, and was 
based on the experience of the American Board of In- 
ternal Medicine. It consisted of a multiple-choice ex- 
amination based in part on the 1977 Allergy and Immu- 
nology Self-Assessment Program. 


American Boards of Otolaryngology and Pathology 


Another dpproach to recertification emphasizes on- 
going continuing education. The American Board of 
Otolaryngology is developing such a process. This ap- 
proach was also adopted by the American Board of 
Pathology. Candidates can participate in laboratory 
practice audits and formal written examinations as 
well as take part in a variety of evaluated continuing 
education programs. These programs will be prepared 
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through joint efforts of the specialty society and board, 
but the evaluation itself will be monitored by the 
board. Advantages of this option are related to the 
continuous nature of the recertification program, al- 
lowing participants the opportunity to continually im- 
prove their learning and test their knowledge and skills 
without the major preparation and anxiety involved in 
a single summative examination. There are consid- 
erable difficulties in implementing this approach, pri- 
marily because of the large number and wide range of 
evaluated continuing education programs needed. 


American Board of Family Practice 


This was the first board to grant initial time-limited 
(6-year) certificates to all diplomates. The Board’s pro- 
gram of periodic recertification relies on a combination 
of education, examination, and practice performance 
review. Physicians must complete the continuing edu- 
cation requirements of the Academy of Family Prac- 
tice to be eligible for the examination. Candidates 
must then select one patient chart in 5 of 10 different 
disease categories for audit review. These 5 charts are 
reviewed by trained nurse auditors, and deviant prac- 
tices are then examined by a committee of the Board. 
Candidates must ''pass" this chart review before 
being allowed to take the examination, which is clini- 
cal in nature and contains multiple-choice questions 
and patient management problems covering recent de- 
velopments and core clinical knowledge (20). 


American Board of Surgery 


This board has established a policy of mandatory re- 
certification at 10-year intervals for all diplomates ini- 
tially certified after September 1, 1975. The Board has 
a strong relationship with the American College of 
Surgeons, which is responsible for the continuing edu- 
cation functions. In a unique attempt to involve clini- 
cal practitioners, the Board has selected 5 practicing 
surgeons, who work in small communities and do not 
have academic appointments, to serve as consultants 
to the recertification process. The process will consist 
of the following: l 
. 1. A review of the surgeon’s standing in the hospi- 
tal, including records of tissue review committees and 
professional standards review organizations. Periodic 
review of the candidate’s surgery will include pre- 
. operative and postoperative evaluation. A practice 
profile will be submitted in the form of a report on sur- 
gical experience, but no chart audit is planned. 

2. Participation in a required number of hours (120 
in three years) of postgraduate continuing education, 
including the in-service education and self-assessment 
program of the American College of Surgeons. 

3. The recertification examination, which is com- 
prised of 200 multiple-choice items, pretested for con- 
tent validity. An absolute standard or minimal pass 
level will be-established; an oral examination or essay 
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test may be available to those who do not achieve a 
satisfactory score. 


American Board of Obstetrics and Gynecology 


This group has developed a voluntary recertification 
program. It includes a medical audit with review of 
surgical complications and mortality rates and ar ex- 
amination for which the Board provides a syllabus and 
pretest. This examination process will take into ac- 
count the practice profile of the practitioners. The 
American College of Obstetrics and Gynecology has . 
been particularly active in developing numerous zon- 
tinuing education activities that are designed to reflect 
the needs and practices of its members and which can 
serve as preparation for recertification. 


American Board of Pediatrics|Academy of Pediatrics 


The most comprehensive program of continuing 
education and evaluation for recertification is planned 
for pediatrics through the efforts of the Joint Com-. 
mittee of the American Board of Pediatrics and the 
Academy of Pediatrics. A six-year cycle allows for 
thorough review of clinical pediatrics and major ad- 
vances in the field. 

There will be a strong program of required contin- 
uing education leading to self-assessment programs 
and recertification examinations related in emphasis 
and content to and based in part on candidates' prac- 
tice patterns. A new Journal of Continuing Education 
in Pediatrics will provide articles on recent advances 
and review major clinical areas. Participants must 
present evidence of ongoing, active continuing educa- 
tion activities in five of the six years, including pertici- 
pation in teaching conferences, health care activities, 
and writing, as part of the total program (21). 

If this approach can be implemented, it promises a 
refreshing and stimulating solution, with interplay be- 
tween continuing education and the evaluation of per- 
formance and competence. 


DISCUSSION 


All of the boards developing recertification proce- 
dures have included assessment procedures that, 
while rigorous, are not necessarily a repetition of the 
initial certification. The initial process is designed to 
test core knowledge, attitudes, behaviors, and skills as 
well as can be measured by a challenge examination 
situation. The recertification process must address dif- 
ferences in specialists' practice patterns and activities. 

While the boards relate closely to the residencv re- 
view committee in terms of the essentials and guide- 
lines of specialty education, and in many cases have 
informal liaison with specialty societies, this linkage is 
strong and clear only in the recertification process. 

Recertification is a measure of continued growth and 
development and a test of clinical competence, and, as 
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such, is based not only on core knowledge and skills 
but on advances in the field and in clinical practice. 
Thus the specialty societies, through their efforts at 
planning, developing, and implementing continuing 
education programs, weave a collaborative pattern 
with the boards, which oversee the whole recertifica- 
tion program. These approaches to recertification are 
designed not only to test candidates, but to provide 
. self-assessment, improvement in knowledge and skills, 
and the necessary remediation of weaknesses. 

The medical specialties offer a plethora of methods 
for continuing education and the examination of what 
has been learned. Self-study materials combined with 
self-assessment programs have proliferated; externally 
evaluated learning packages and computer testing 
(simulations) reflect the impact of new technologies on 
education. Endless forms surface—ranging from in- 
tensive review of clinical practice to ‘‘model’’ records 
that have been used in family medicine. There is a con- 
stant search for means whereby candidates can be ob- 
jectively evaluated. Many boards include recommen- 
dations from the chief of staff and peers. All of these 
attempts to measure continued competence have limi- 
tations, even as there are limits to single challenge ex- 
aminations. 

Examinations are difficult and time-consuming to 
develop. Even the most complex simulation measures 
only a limited number of the practitioner's skills. The 
more closely allied the examination is to clinical prac- 
tice, the more closely it measures practitioner per- 
formance. Examination performance is clearly dif- 
ferent fróm real life performance. Observed or simu- 
lated practice situations may not reflect actual 
performance and may show skewed results because of 
stress and anxiety and because practitioners may pro- 
duce what they believe the evaluators want rather than 
their usual response (22-28). 

Open-book examinations may be preferable to 
closed-book ones as a measure of problem-solving 
ability, which is more relevant than examining memo- 
ry and information recall. While testing some level of 
knowledge, they include a measure of approaches to 
thinking through alternative solutions. Initial studies 
conducted by the American Board of Pediatrics sup- 
port the concept that practitioners do not perform sig- 
nificantly better on open-book than on closed-book 
proctored examinations (students and residents do 
perform better on open-book examinations, indicating 


that their performance may be limited by their limited - 


knowledge) (29). 

Other limitations are inherent in the subject matter. 
While there is some agreement as to core knowledge 
and skills, each practitioner's pattern of clinical prac- 
tice may vary considerably from the baseline. Sub- 
specialization is the norm of today. Physicians who 
limit their practices are loath to be tested in clinical 
areas beyond their usual knowledge or practice. There 
is always some necessary element of choice. Reviews 
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of patient care, chart audits, and PSRO approaches ad- 
mittedly may be cumbersome and unwieldy. 

The boards, specialty societies, and practitioners all 
agree that they are inundated with the record mainte- 
nance involved in supervised evaluation of continuing 
education experiences, detailed and complex data ac- 
cumulation, and the costly, time-consuming mecha- 
nisms used to measure performance and function. 
However, each of these represents a serious and real- 
istic attempt to measure performance and function and 
to balance theoretical and practical limitations with the 
anxiety of practitioners who face these examinations. 

Most specialist physicians feel that regardless of 
how unwieldy or cumbersome the présent system may 
be, it is preferable to one designed bv outside agencies 
such as the federal government and state licensing 
boards (30). 

APA members have given careful consideration to 
these issues. In 1979, 65.7% of those voting on a refer- 
endum endorsed recertification in principle, with 
70.6% of those favoring recertification supporting con- 
tinuing education and self-assessment as major com- 
ponents and 20% favoring a variety of options includ- 
ing examinations. The APA Ad Hoc Committee on 
Implementation of the 1976 Referenda on ABPN Certi- 
fication reported in 1979 that a survey of members' 
attitudes toward and experiences with the American 
Board of Psychiatry and Neurology (ABPN) produced 
similar findings; respondents strongly endorsed multi- 
ple approaches to recertification and opposed the more 
traditional ‘‘examination only" approach of initial 
certification. 

The ABPN formed a committee on recertification 
with membership drawn from APA and the American 
Academy of Child Psychiatry, as well as the ABPN, 
and it developed a two-track approach to recertifica- 
tion that includes evaluated continuing education, 
practice, and/or peer review as one track and has a 
suggested implementation date of 1985. This proposal 
was approved by the ABPN during iis November 1979 
policy meeting, and it will be submitted tc the Ameri- 
can Board of Medical Specialties for approval. In tak- 
ing this action, the ABPN observed that psychiatry 
was one of five specialty groups (the others are derma- 
tology, neurological surgery, orthopedics, and pre- 
ventive medicine) that had not set dates for the initial 
recertification process. The ABPN noted there was a 
danger that psychiatrists could be viewed as lagging 
behind and unwilling to submit to the same close scru- 
tiny as internists, family physicians, gynecologists, 
and surgeons (31). 

At a time when psychiatry is more and more closely 
allied with the rest of the medical specialties, it is im- 
portant that this issue receive serious consideration. 
Psychiatrists can learn from the experiences of col- 
leagues and develop serious and thoughtful ap- 
proaches that will provide some measure of knowledge 
and skill appropriate to each clinician's activity, while 


E 


296 


CONTINUING CERTIFICATION 


avoiding the hurdles of anxiety associated with the ini- 
tial certification process. As a start, close collabora- 
tion between APA and the ABPN will assure that any 
procedures developed will be in keeping with psychia- 
trists’ wishes and needs, while meeting the responsi- 
bility for public accountability. 
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Geriatric Psychiatry Training: A Brief Clinical Rotation 


BY GENE D. COHEN, M.D., JON J. O'BRIEN, D.O., JOHN V. GILLILAN, M.D., 
THOMAS L. WALSH, M.D., AND ROBERT ANTHONY, M.D. 


Burgeoning interest in geriatric psychiatry has created 
a challenge of optimally fitting geriatric content into 
already crowded psychiatric residency curricula. The 
authors review general considerations in geriatric 
psychiatry training and describe a brief clinical 
rotation for working with the elderly. The brief 
rotation is not presented as the ideal way of imparting 
geriatric psychiatry skills, but as an effective use of 
limited time to improve one’s approach to the older 
patient. The clinical rotation enables the resident to 
learn more about psychiatric issues in later life, as 
well as to acquire a better perspective on other parts 
of the life cycle and on other aspects of psychiatry. 


P 


significant change in psychiatric training programs 
Ais in progress. The outdated question of whether 
or not there is a field of geriatric psychiatry is being 
displaced by debates on how best to address the issues 
of aging and care of the elderly in the training of psy- 
chiatrists. Indeed, there is a burgeoning interest within 
several departments of psychiatry in establishing pro- 
grams for the development of specialists in geriatric 
psychiatry (1). At the same time there is growing con- 
cern in a far greater number of psychiatric residencies 
over how to optimally fit a geriatric component into an 
already overcrowded curriculum in the training of gen- 
eral psychiatrists (2). There are no simple answers, al- 
though there are options; however, no option is satis- 
factory unless it contains clinical opportunities. Lec- 
tures and seminars are necessary, but, they are 
insufficient. The resident must have direct clinical con- 
tact with older patients in order to develop an effective 
approach to the treatment of mental disorders in the 
elderly. Given this truism, what are some of the 
choices? 
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LEVELS OF GERIATRIC PSYCHIATRY TRAINING 


Practically speaking, the opt:ons represent training 
levels of varying intensities. For exampie, a minimal 
level of geriatric experience might involve a resident 
treating and following 2-3 older patients over the 
course of 4-12 months, with appropriate supervision. 
A higher level of training might have the resident 
spending a half-day a week for 4-12 months working 
with older patients. Another option with yet further 
depth could provide the resident an opportunity to 
work half-to full-time over 4-6 months with elderly pa- 
tients in different clinical settings. Levels of still zreat- 
er intensity (e.g., 1-2 years of full-time specific focus 
on older patients) may prepare the resident for special- 
ization in geriatric psychiatry. 

How does one decide on the content or the nature of 
the clinical experiences at various training levels? This 
might best be approached by first considering the opti- 
mal set of experiences that one idezlly should have in 
working with older patients. Unfortunately, no such 
ideal curriculum has been developed. Nonetheless, a 
number of logical considerations can be outlinec. 

Foremost, conceptually, is the fact that geriatric 
psychiatry has a population focus. It does not focus 
just on a problem (e.g., depression, schizophrenia, or- 
ganic brain syndrome), a treatment (e.g., individual, 
group, pharmacotherapy), a service (2.g., assessment, 
outreach, consultation), or a secting e.g., home, out- 
patient clinic, nursing home); it deals with all of these, 
and more. In this sense, geriatric psychiatry can be as 
broad as general psychiatry. Both have a population 
focus. Both are concerned with problems, treatments, 
services, and settings for care Geriatric psychiatry 
differs from general psychiatry or, more specifically, 
from psychiatry for the younger adult in the following 
ways. 

1. Although the older patient can be troubled by any 
of the psychiatric disorders found in younger adults, 
such disorders may appear under altered conditions in 
later life (3). Some disorders are more common in later 
life (e.g., Alzheimer’s disease/senile dementia). The 
symptoms and course of a given illness may vary with 
aging. Certainly the greater in:erplav of biomedical 
and social problems with the concurrent psychological 
disturbance in the older patient demands a particular 
orientation and knowledge for proper intervention. 

2. Treatment strategies also often vary. This is par- 
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ticularly the case with pharmacotherapy, but also with 
the talking therapies. Dependency issues, for example, 
obviously demand more attention and require much 
skill and experience in working with older patients. 
Another issue involves groups; when should they be 
age-homogeneous, and when age-heterogeneous? 

3. Services such as assessment and consultation 
must be more specialized in order to adequately ad- 
dress the more complex mix of problems in older pa- 
tients. 

4. Anincreasing number of settings for care focused 
on the elderly are being established. Nursing homes 
continue to expand. Community mental health centers 
across the country are required to have geriatric pro- 
grams. Centers for senior citizens are requesting con- 
sultation. All of these specialized settings require spe- 
cific knowledge about aging and mental health. 

From a different perspective, it should be noted that 
knowledge gained through attention to aging and the 
` elderly can contribute to the training of a psychiatrist 
for work with younger adults. For example, an 80- 
year-old patient may present the therapist with an op- 
portunity to look at the course of early life conflicts 
and problems over the life cycle. Attention to aging, 
therefore, adds to general education; it expands our 
understanding of development. 


A BRIEF CLINICAL ROTATION IN GERIATRIC 
PSYCHIATRY 


A clinical rotation in geriatric psychiatry was initi- 
ated by the Department of Psychiatry at Georgetown 
University School of Medicine in 1976. Four residents 
(3 in their second year and 1 in his third) sequentially 
spent one-half to 1 day a week, each over a period of 
4-6 months, providing psychiatric services to elderly 
patients through a general health clinic at an apartment 
building for senior citizens. Such buildings, subsidized 
by the U.S. Department of Housing and Urban Devel- 
opment (HUD), are found across the country and are 
probably accessible to most schools of medicine. This 
particular building housed about 380 people. It was, in 
effect, a small community of elderly people. Most of 
the building residents were over age 65; many were in 
their 70s and 80s, some in their 90s. One of us (G.D.C.) 
has worked in such a building part-time since 1971, 
having started there during his residency, and super- 
vised the four residents (the other authors of this ar- 
ticle) during their geriatric psychiatry rotation. When 
fully operational, the clinic in the building was staffed 
by an internist, a nurse practitioner, medical social 
worker, and nutritionist, in addition to the psychiatric 
residents who rotated through every 4-6 months. 


Clinical Experiences 


The goal of the rotation was to facilitate a diversity 
of clinical experiences, in work with the elderly, for 
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the residents over a short period of time. The nature of 
the experiences was such that the residents improved 
their skills not only for work with older patients but for 
younger people as well. The range of experiences in- 
cluded the following. 

1. Familiarity with older persons and patients. A 
surprise to many is the fact that only 5% of those 65: 
years old and older are institutionalized. Most older 
people (95%, or nearly 20 million) are in the commu- 
nity. Hence, this clinical rotation allows the psychiat- 
ric resident to become familiar with individuals who 
are more typical of the older population as a whole. At 
the same time, a number of these people are at risk for 
institutionalized care, resulting in a balanced clinical 
exposure. 

2. The medicallpsychiatric team. The HUD build- 
ings for the elderly that have part-time medical clinics 
provide a natural setting for practicing psychiatry in 
conjunction with a medical team. The resident can par- 
ticipate in the design and provision of a comprehensive 
medical/psychiatric treatment plan. In addition, the 
resident can gain experience with the advantages and 


problems of a team approach. 


3. The interplay of medical, psychiatric, and social 
factors. Medical school as well as psychiatric training 
speaks to the need to look at the whole person—to ex- 
amine not just the presenting problem, but the inter- 
play of biomedical and psychosocial factors that atfect 
the individual's overall health. No greater wealth of 
clinical material is presented than that of many older 
patients. Since the elderly are likely to have more than 
one problem, they provide the resident with inter- 
esting challenges in differential diagnosis, treatment 
planning, and patient management. As a side benefit, 
residents learn much to help them in consultation with 
medical and surgical units treating all age groups. 

4. Consultation. In addition to providing direct 
care, the resident can gain experience with the issues 
and techniques of consultation. Indeed, an unusual op- 
portunity is provided for developing or improving con- 
sultation skills. In many instances one provides con- 
sultation to a consultee about a client in the commu- 
nity. Often, however, the consultant does not have an 
opportunity to find out what happens to the client who 
returns to the community with inconsistent follow-up. 
However, the HUD buildings for the elderly are highly 
defined small communities, and clients are not lost. Ás 
a result, it is fairly easy to learn about the outcome of a 
consultation. This feedback is clearly of great educa- 
tional value, for it allows the resident to assess the effi- 
cacy of his or her approach and offers information on 
which to base change. The anxiety about increased ac- 
countability—which accompanies increased feed- 
back—is more than compensated for by a dynamic 
growth of consultation skills. 

It should be noted that this same opportunity for fol- 
low-up feedback also applies to patients who have 
completed or no longer return for direct care. 
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5. Systems phenomena. By working so close to the 
community of his or her patients, the resident can gain 
considerable familiarity with various systems phenom- 
ena. The interaction of the individual (in this case the 
older individual) with significant others can be more 
readily observed. The roles of the patient, family, 
friends, neighbors, house (community) authorities, and 
care providers in influencing how a person deals with 
problems are often seen in relief. Factors that facilitate 
or interfere with care become better understood. 

6. Home visits. Since a home visit in the HUD 
building is only a few minutes from the clinic, the resi- 
dent is readily afforded this opportunity as well. The 
home visit can help the resident understand the older 
person’s clinical problems in the context of the pa- 
tient’s everyday life experiences. It is a mechanism by 
which one gains a better understanding of elderly pa- 
‘tients in the ambience of later life. 

Home visits also present the resident with a further 
chance to improve skills in history taking and assess- 
ment. A patient might, for example, first be evaluated 
in the clinic where the resident will attempt to get a 
sense of how well the older individual is coping with 
his or her environment. A visit then to the patient’s 
apartment permits the resident to compare perceptions 
based on histories in the office with information in the 
home. The identification of discrepancies can help the 
resident to modify history taking techniques, which 
will then improve skills for evaluating future patients 
of all age groups. 


Didactic Component 


The didactic part of the rotation was provided dur- 
ing the weekly supervision meetings through dis- 
cussion and supplementary readings. The didactic fo- 
cus was closely related to the clinical experiences. 
Broad areas included the following: ` 

1. Biometric and epidemiological data on the older 
population. 

2. Myths, stereotypes, and misinformation about 
the elderly. 

3. Issues of aging, including developmental consid- 
erations and growth opportunities, defense mecha- 
nisms and reactions to loss, and death and dying. 

4. Assessing the older patient, including history tak- 
ing with attention to the interplay of psychological, 
biomedical, and social factors; mental status examina- 
tions for the older patient; and physical examination, 
laboratory, and special studies required for differential 
diagnosis. 

5. Psychiatric disorders in the elderly, including 
etiology, diagnosis, clinical picture, course, and prog- 
nosis. 

6. Team approaches, including intervention strate- 
gies and comprehensive treatment planning. 

7. Specific treatment approaches, including talking 
therapies, pharmacotherapy, and special approaches 
and techniques. 
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8. General services and settings of care for the older 
person. 

9. Consultation issues and techniques. 

Because of the short duration of the rotation, the 
extent of readings was limited. Several journal articles 
were made available (3, 4), and several books were 
distributed for reference purposes (5-7). There are 
other useful references available (8-10). 


The Patients and Their Problems 


Of the 380 people in the HUD building, 350 were 
over age 60. During the residents’ first year there they 
had clinical contact through direct care and consulta- 
tion with 11% of the total population of the building, 
nearly 10% of those over age 60. One-third of the pa- 
tients were 75 years old or older. By halfway through 
the second year, contacts had reached about 15% of 
the older population. 

Each resident actively followed 12-17 older pa- 
tients, for different lengths of time, in direct care. In 
addition, at least half as many patients were discussed 
in consultation without direct intervention. 

The range of problems tended to fall largely into four 
categories: depression, schizophrenia, organic brain 
syndrome with psychosis, and organic brain syndrome 
with depression. Most of the psvchiatric problems 
were nonorganic. Insufficient data were available to 
assess the prevalence and breakdown of psychiatric 
problems in the building’s total population. However, 
as a point of reference a study of older people by Kay 
(cited in reference 3) revealed that 20.5% had a psychi- 
atric disturbance, 4.6%, senile dementia and organic 
brain syndrome of vascular origin; 1.0%, organic brain 
syndromes of other etiologies; 2.4%, nonorganic psy- 
choses; 8.9%, neuroses; and 3.6%, character disorders. 


CASE REPORTS 


Case 1. A woman in her mid 60s was seen because of se- 
vere anxiety and rage. The woman’s husband (late 60s), de- 
teriorating with cancer and incontinent, had been growing 
increasingly dependent and demanding. A combination of 
the wife’s guilt and her husband’s needs and manipulations 
made her feel quite uneasy about leaving their apartment to 
do essential errands, and by the time of the first psychiatric 
consuitation she felt uncomfortable about ever: leaving his 
immediate view. The resident initially met with both hus- 
band and wife on a home visit. On the second visit the wife 
felt comfortable enough to meet with the resident in another 
room of the apartment and poured out her feelings. The third 
visit took place at the clinic in the building after the wife had 
arranged for a neighbor to watch her husband. Over the next 
few weeks a relative equilibrium was reestablished between 
the couple, with the wife managing much better to balance 
the care of her husband with her routine responsibilities. 
Several months later, at the time of her husband's death, the 
woman was seen by another resident and over a $-week peri- 
od worked through the many ambivalent feelings she had 
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had about her husband in their last year together. A follow- 
up several months later found her doing quite well. 


Case 2. A woman in her mid 80s was seen because of a 


deepening depression. A complicated series of family dy- 


namics involving three generations was soon revealed. A di- 
vorced son in his 50s, with whom she was in very close con- 
tact, had recently married a 19-year-old woman. The elderly 
woman not only was jolted by the son's remarriage, but felt 
quite ‘“‘embarrassed’’ about having her friends find out that 
her middle-aged son had married a ‘‘child.’’ At the same 
time her 20-year-old grandson, who for some time had had a 
strained and distant relationship with his father (the man in 
his 50s), had gotten involved with drugs and began writing 
bad checks. He then had recently turned to his grandmother, 
who would make good on the checks. In the therapy that 
followed, the woman came to terms with the new relation- 
ship with her son and daughter-in-law. She was also able to 
set some limits on her grandson by not covering the bad 
checks, while at the same time offering emotional support 
and strong constructive pressure on him to seek help. The 
possibility of working with the entire family was considered. 


Case 3. A 90-year-old woman, who was born in Spain and 
still possessed a strong accent, was seen because of suicidal 
ideation—thoughts about jumping out the window. On eval- 
uation she expressed feelings of loneliness and revealed 
symptoms of depression, some memory problems, some dif- 
ficulty hearing, and a failure to take the penicillin recently 
prescribed for a serious upper respiratory infection. Over a 
period of 4 months she reviewed her past life and many of 
the crises she had met and lived through during a span of 9 
decades in Europe, the Far East, and the United States. Her 
depression, which appeared to have been intermittent for 
decades, remitted somewhat, and with it some improvement 
in her memory occurred. Plans were undertaken to experi- 
ment with a hearing aid to further improve her capacity for 
interpersonal activities. There was also collaboration with 
the social worker to explore various opportunities for better 
social involvement within the senior citizens building and in 
the immediate surrounding community. 


LIMITS OF THE ROTATION 


The rotation, as indicated, is a brief one. It is not 
presented as an ideal way of imparting geriatric psy- 
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chiatry skills, but rather as an effective use of limited 
time to improve one’s approach to the older patient. 
Given the range of problems and disorders, treatment 
modalities, services, and settings for care that must be 
addressed in geriatric psychiatry, this rotation can pro- 
vide a modest introduction to the field, with reason- 
able clinical diversity. To the extent formal didactic 
material can be provided through a seminar or semi- 
nars outside of supervision, the rotation would be 
strengthened further. HUD buildings vary in their so- 
cioeconomic populations, and this would be another 
factor to consider in planning a balanced clinical ex- 
posure for psychiatric residents. 

Unless there is an adequate mix of active clinical 
contact with older patients and appropriate super- 
vision and didactic input, psychiatric residents risk not 
developing either the interest or skills to work with the 
elderly. But when aging and mental health are clinical- 
ly and didactically included in psychiatric residency 
curricula, residents not only gain knowledge about lat- 
er life, but acquire a better perspective on other parts 
of the life cycle as well. 
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Career Choices for the Woman Psychiatric Resident 


BY ELISSA P. BENEDEK, M.D., AND ELVA POZNANSKI, M.D. 





The transition from residency to the active practice of 
psychiatry is a difficult, complex, and relatively 
unexplored one for both men and women. Women who 
have faced this transition have only recently begun to 
share.experiences, problems, fantasies, and special 
knowledge. The authors illustrate career choices for 
women that have aspects which are different from 
those male residents must consider and which create 
transitional problems, They suggest two possible 
strategies to those who supervise women professionals 
during this transition. The first is an active counseling 
program at the end of residency training, adequately 
staffed by professional men and women. The second 
strategy for a new psychiatrist would be to participate 
in a continuing women's group. 


he transition from residency to the active practice 
T of psychiatry is a difficult, complex, and relatively 
unexplored one for both men and women. Aside from 
a varietv of practical articles (1-4) dealing with insur- 
ance, office management, and fee setting, the psychiat- 
ric literature reveals little about the complex internal 
and external changes the senior resident must undergo 
as he or she shifts identity to that of a practicing psy- 
chiatrist. This transition is especially complicated for a 
woman resident. She re-experiences the same devel- 
opmental crises she faced when making the decision to 
go to medical school and on to specialized residency 
training. Besides internal identity shifts, a host of ex- 
ternal realities (5-8) await the woman resident that are 
not discussed in the practical literature. 
» Women who have faced this important transition 
have only recently begun to share experiences, prob- 
lems, fantasies, and special knowledge. By reviewing 
many of the problems and satisfactions that women 
experience in a variety of postresidency settings we 
hope to prepare the woman resident to face some of 
the realities in career choice. We also hope to bring 
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some of these important variables to the attention of 
counselors, residency training directors. and depart- 
ment chairpersons who are in positions to influence 
postresidency career decisions. We recognize that 
transitions present problems for male rzsidents also 
but feel that there are decision problers unique to 
women. 


CONFLICTING ROLES 


The senior psychiatric resident has ordinarily been 
exposed to the traditional medical education system, 
which follows an authoritarian model that fosters de- 
pendency, a lack of decision making, and reliance on 
externa] authority. In all phases of medical education 
the ‘‘doctor’’ is traditionally in the studer: role. He or 
she has had decisions challenged, questioned, and re- 
voked by multiple senior petsonnel. In addition, the 
woman medical student is subject to the cultural pres- 
sures to conform to sex role stereotyp:ng :hat affect all 
women: girls are rewarded for conformity, depend- 
ency, and passivity. Horner (9) described the motive 
to avoid success, a trait found predomina-tly in bright 
women placed in competitive situations that often 
leads to failure. Hoffman (10) also wro-e zbout the 
woman's need for affiliation, which is high in a wom- 
an's hierarchy of values. Notman and Nedelson dem- 
onstrated in an unpublished study that the need fer af- 
filiation interferes with the needs to achieve and be as- 
sertive. Thus, because of differences in socialization, 
formation of gender role identitv, and external reali- 
ties, the transition from trainee to independent practi- 
tioner is all the more difficult for the woman resident 
because the passive dependency necessary to succeed 
as a female child, adolescent, medical student, and 
resident is a role that has been positively reinforced, 
and the assertive behavior important in postresidency 
career development has been negatively reinforced. 

That is not to say that the issues surrounding the 
postresidency practice of medicine are no: difficult for 
all residents. A commonly obsezved phenomenon at 
the end of residency is ‘‘senior resident paznic.” Highly 
competent senior residents in many fields wonder 
about their ability to function in a staff position, how 
they will be viewed in this new role by professionals 
and peers, and if any private patients will be referred 
to them or seek their help. For women, however, there 
are additional considerations. 
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Senior residents are generally between the ages of 
25 and 30. For women this represents the end of the 
most desirable childbearing age. Some women resi- 
dents become pregnant and drop out of medicine at the 
end of residency. A married woman who finds ‘‘senior 
resident panic" unbearable may choose to become 
pregnant, because she truly wants to and because 
there is a social sanction to do so. By starting or ex- 
panding her family she may use childbearing and rear- 
ing as a defensive maneuver that she can easily ratio- 
nalize to drop out of the active practice of medicine 
despite the compatibility of career and motherhood 
(11, 12). This behavior is so heavily socially sanc- 
tioned that unconscious motivation for pregnancy and 
subsequent dropping out to avoid actual practice of 
psychiatry is rarely considered by the resident and her 
superiors. The possibility that a natural function such 
as pregnancy can serve as a defensive posture is rarely 
proposed except in cases of adolescent unwed mothers 
(13). 

Pregnancy and dropping out behavior is a defense 
when conception serves not only the desire to have 
children but identity conflicts about working and the 
difficulties of establishing an independent professional 
status. Actually, pregnancy, childbearing, and child 
rearing and establishing a professional identity are 
compatible. All options—practicing medicine, not 
practicing, combining career with family, and living in 
-a two-career family—must be assessed by the resi- 
dent. The decision made must be made rationally, be 
anchored on real needs, and balance the needs of the 
resident, her husband, and her family. A woman 
should consider that dropping out at this important 
juncture may have consequences on career develop- 
ment which are apparent only many years later. Un- 
fortunately, residency training programs do little in the 
way of primary prevention, such as career counseling, 
especially in the area of transition crises. This lack of 
counseling is particularly critical for women residents. 

A lack of active career counseling in academic set- 
tings might be obviated by the presence of role models 
who demonstrate different career roles for women. 
However, during residency training in academic set- 
tings there is an undisputed lack of women role models 
(12, 13). Seiden and Benedek (14), reporting on a sur- 
vey of women's roles in psychiatry training programs, 
noted that teaching and supervision of women and 
men residents by female senior staff is rare or nonex- 
istent. In almost half the training programs reporting 
on their training program, 5% or less of all total super- 
visory hours in each program were conducted by 
women, 13% of ali reporting residency programs had 
no women on their faculty as supervisors, 30% of all 
reporting training programs had no didactic teaching 
taught by women, and no programs had a course in the 
psychology of women. Many men and women resi- 
dents proceed through an entire training program with- 
out ever meeting or having intensive contact with a 
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woman psychiatrist in active practice. This naturally 
means that any form of model who has dealt with role 
strain related to career conflicts, marriage, and child- 
bearing is nonexistent. Most residents have to grapple 
with these problems by themselves or with the support 
of husbands and significant others. 

In addition, one of the persistent myths about wom- 
en in medicine that may be a self-fulfilling prediction is 
that women are too expensive to train because they 
drop out and do not practice actively after obtaining 
their degrees. Even the prestigious Carnegie Commis- 
sion on Higher Education erroneously reported, “An 
increasing proportion of women in medical and dental 
school in the absence of other changes would not in- 
crease the supply of physicians and dental service 
since many married women in these professions who 
have young children only work part time or drop out of 
the labor force entirely" (15). However, the most re- 
cent and comprehensive data compiled by the Ameri- 
can Psychiatric Association (16) from the 1970 APA 
census reveal that a high percentage of women were 
working full or part time as opposed to being retired or 
not working. Eighty-one percent of the men and 74% 
of the women were working full time or part time in 
psychiatry/neurology. These data must be evaluated in 
the light of women's longer life span and longer period 
of professional productivity. All studies show that 
women physicians are as active professionally as men. 
Eisenberg publicly attempted to refute this myth about 
women physicians in his editorial "Medical Woman- 
power: A Statistic Goes ‘Astray’ ’’ (17) by noting, “‘If, 
however, the reader consults the paper by Powers et al 
cited as the reference for this ‘datum,’ he will discover 
that 45% is the figure for full-time practice and that 
the correct figure for full-time and part-time practice 
is 91.1%!’ However, despite a persistent attempt 
to raise the consciousness of counselors and edu- 
cators, the myth of the futility of training women per- 
sists. 

All of the above mentioned factors combine and re- 
emerge with a special force at the completion of resi- 
dency because it is a period of transition and normal 
professional developmental crises. Despite the fact 
that many women residents have faced similar prob- 
lems when entering medical school, during medical 
school, and during residency training, they find they 
must rework old issues. Despite current cultural atti- 
tudes that appear favorable for women with a career, 
women still have attitudes fostered by their mothers 
three decades ago. The resident who has hearc and 
experienced' verbal and nonverbal communications 
that include, ''But you don't have to work, your hus- 
band is earning plenty of money," might be sorely 
tempted to avoid the unstructured, uncharted role of 
the employed, have a baby, stay home, and retreat. 
The possibility of two compatible careers, mutually re- 
warding and mutually successful, may be foreign to 
her thinking and the thinking of her husband, family, 
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and professional community of psychiatric resident 
colleagues and supervisors. However, for the woman 
who has worked through this developmental crisis 
alone or with the aid of a competent supervisor, sup- 
portive husband, or significant other or the woman 
who has been fortunate enough to find the new, devel- 
oping body of literature on the compatibility of 
motherhood and career (12), the next issue to be faced 
is the choice of career focus. 

Career possibilities can be-grouped broadly into 
three areas: academia, organizational medicine, and 
private practice. Each of these three areas has unique 
advantages and disadvantages and must be evaluated 
in terms of a cost-benefit ratio. In deciding which ca- 
reer path is the best for her, the resident must evaluate 
her needs, her family’s needs, and the needs and ex- 
pectations of the arena of work selected. 


ACADEMIC PSYCHIATRY 


The woman resident might choose to breach the 
walls of academia and in most instances this is indeed 
a breach, or forceful assault. It is rare that the ‘‘old 
boy" network acts to recruit women into academia; 
the exception seems to be the woman who is ex- 
ceptionally bright. Although young male residents who 
are of average or slightly above average ability are re- 
cruited to maintain continuity in a university depart- 
ment, the possibility that the average young woman 
resident might be interested in academic medicine 
seems rarely to occur to department chairpersons and 
psychiatric educators. In the Seiden and Benedek (14) 
survey, about half of all departments of psychiatry 
with active training programs commented that faculty 
recruiting was done for the most part by personal con- 
tacts. These departments did not use open advertising 
in professional journals. Half of the responding train- 
ing directors reported that search committees either 
never or rarely included women faculty members. 
These factors, of course, tend to perpetuate a shortage 
of women faculty. Departments of psychiatry also 
openly reported that they had policies which adversely 
affected the position of women faculty members, in- 
cluding lack of part-time employment and lack of time 
off for childbirth and care. No department reported 
having child care facilities. 

Women in academia uniformly comment.on both the 
formal and informal policies discouraging recruitment 
to careers in academia, including retarding promotions 
and lower salaries than male peers. In fact, data from 
the Association of American Medical Colleges indicate 
that women who are in academic positions are in gen- 
eral in lower positions, more likely to work part time, 
paid less, and more likely to be given less prestigious 
assignments than men. The number of women filling 
roles in academia appears to decrease as the impor- 
tance of the positions increases. Once in academia, it 
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is necessary to find a strategy for prefessional survival 
(15, 16). Jacobson and Wolman (18) documented their 
experiences with five strategies for survival, four of 
which lead to personal and professional destruction. 

1. The devotee of excellence strategy. The academ- 
ic looks for acceptance by a shee- exhibition of compe- 
tence. 

2. The father-son strategy. The junior academic 
seeks adoption by a higher and more powerful aca- 
demic in hopes of gaining advancement. However, 
with women this ''identification'' is less likely to occur 
and, when it does, it leads to innuendos or avert sexual 
encounters that tend to reflect unfavorably on a wom- 
an’s competence as a professional. 

3. The warrior strategy. This strategy concentrates 
on a need to compete. Although aggression in the male 
academician is to some extent taken for granted and a 
competent aggressive male is generally tolerated, a 
woman academic who is equally aggressive is consid- 
ered ''castrating'' or ‘‘a bitch.” 

4. The class president strategy. This strategy is 
based on the tactic of befriending everyone and win- 
ning a popularity contest. Women wac have used this 
strategy have noted that they were labeled as weak, 
seductive, hysterical, or manipulative. 

5. The drop-out strategy. This strategy is often used 
by women to drop out of academia by having a baby 
and/or marrying. 

Note that these strategies are termed strategies for 
survival, not strategies for perscnal happiness or ful- 
fillment; in all probability, they take their toll on male 
academics as well. Because of the dearth of women in 
academia, there are no acceptable charted female role 
models to follow. Some women who previously have 
had academic careers have decided to follow academic 
pursuits outside of formal academia in order to obtain 
research grants and write without pressure for the 
sheer joy of doing research and "writing. 

Issues of research and publication are also com- 
plicated by the academician's sex and, therefore, pre- _ 
sent special problems for women. Seiden (19) noted 
that women residents face the same paucity of role 
models in research and that confl:cts in reszarch prior- 
ities, techniques, and personal -elationships abound 
with male mentors. Benedek (20), in a survey of edi- 
tors of leading psychiatry and medical journals, ob- 
served that disproportionately fewer women sub- 
mitted papers for publication and that the policies of 
some psychiatric journals might be discriminatory. 
For example, it appears that many of the fields of spe- 
cial research interest to women psychiatrists, such as 
the psychology of female development, rape, preg- 
nancy, and spouse abuse, are nct of great interest or 
high priority to the average male or female editor. 
Moreover, special problems professional women face 
are of even less interest. The biases of editors may be 
shared by the reading public; nevertheless. one func- 
tion of journals is to educate and to stimulate new 
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thinking. Research and publication, besides having in- 
trinsic value, are important criteria for promotion in 
many universities. 


ORGANIZATIONAL MEDICINE 


To the woman resident about to enter practice, or- 
ganizational medicine appears to be a safe haven. Jobs 
in organizational medicine are easily available as there 
are a host of unfilled positions in the lower echelons of 
state hospitals, Veterans Administration hospitals, 
mental health centers, and public clinics. The tradi- 
tional employment interview is brief and not as point- 
ed as that in academic medicine because administra- 
tors openly admit the need for ‘‘warm bodies” to fill 
unfilled positions and care for diverse patient needs 
and to prevent senior administrators from eliminating 
unfilled positions from the budget. Once on the job, 
the physician may find work in the public mental 
health center challenging, but is more likely to find it 
difficult and demanding. Traditionally, women are 
found in nonadministrative positions in public mental 
health facilities. 

The most recent data compiled by the American 
Psychiatric Association from the 1970 census of all 
known psychiatrists in the United States (16) revealed 
that approximately 72% of women responding spent at 
least part of their time in a general hospital, state men- 
tal health hospital, community mental health center, or 
government health agency. Why do so many women 
settle into jobs that are salaried? Typically these ca- 
reer choices are not the most rewarding, either finan- 
ciallv or in terms of prestige. The practitioner of insti- 
tutional medicine, however, knows that an organized 
routine and schedule is possible, the salary is frequent- 
ly more secure than in private practice, and time off to 
answer the demands of one's family is more easily ob- 
tained. Women in institutional practice are frequently 
much more isolated than they had imagined, but there 
: is more collegiate companionship than in solo practice. 
In addition, women in institutional practice must often 
facé being the only woman in their professional group 
(21). 

Although psychiatric administrators grumble about 
part-time staff, many recognize the financial benefit of 
having two part-time women filling a single position. 
Two part-time employees filling one full-time position 
often produce more than one person. There is always a 
variety of unfilled positions that psychiatric adminis- 
trators are delighted to fill with either young women or 
foreign medical graduates (22). In addition, women 
physicians are a less transient source than foreign 
medical graduates. Traditionally women have been 
less willing or able to shift locations for a better job. 
The stability of institutional medicine depends on 
these careers. Women considering a career in institu- 
tional medicine should be advised that until recently 
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the hierarchy in most institutions did not allow for pro- 
fessional advancement of women. Superintendents of 
state hospitals and Veterans Administration hospitals 
and directors of child guidance clinics are rarely wom- 
en because of the same factors that lead to the lack of 
promotions in academia. 


SELF-EMPLOYMENT 


The attractions to women of self-employment are 
obvious. If a woman chooses to pursue a joint career 
as a psychiatrist-mother, self-employment is the. 
easiest way to avoid many problems of role strain. The 
APA survey (16) revealed that 58% of women practi- 
tioners were self-employed, and it seems to us that 
many more women have been entering practice since 
1973. A self-employed practitioner can schedule her 
own hours, see patients when it is mutually corive- 
nient, and can, if she wishes, practice from her own 
home. Women in private practice, however, comment 
that the advantages of private practice may be offset 
by certain problems. Ivey (23) noted that the majority 
of women's practices tended to consist of adult wom- 
en, female adolescents, and female children. 

In addition to practical problems, women in private 
practice report that they tend to be their own secretar- 
ies and janitors. It is difficult for women doctors to ask 
for help from nonprofessionals who think she could 
and should be able to do the requested tasks herself. 
Perhaps the difficulty arises because of her expectation 
that she must be a ''superwoman."' 

The resident contemplating self-employment must 
be cautioned to make judicious choices in using the 
time available for patient care. If she chooses to spend 
time on housekeeping and secretarial tasks, this choice 
should be a conscious one rather than determined by 
prior socialization (24). It is also important to note that 
many women who are comfortable with domestic help 
and help in child care find secretarial help a problem 
and vice versa. The problems in this area also relate to 
the attitudes of domestic and service help, who may 
view having a female boss as less prestigious than nav- 
ing a male boss. 


CONCLUSIONS 


As we have illustrated, all career choices for women 
after residency have certain aspects that are different 
from those which male residents must consider. We 
suggest two possible strategies to those who supervise 
women professionals while they are dealing with these 
transitional problems. 

The first strategy would be an active counseling pro- 
gram at the end of residency training, adequately 
staffed by professional men and women. Counseling 
for the woman resident need not necessarily be done 
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by psychiatrists. Social workers, nurses, and psychol- 
ogists who have faced similar problems in transitional 
periods could aid the resident in recognizing and com- 
ing to grips with some of the immediate problems she 
will face as she leaves training, as could a counseling 
group headed by a woman physician. In addition, 
women practicing psychiatry in the community can be 
enlisted to help in this particular function of residency 
training (25, 26). The woman resident needs to begin to 
look at her career in the same fashion as her male col- 
leagues, longitudinally, not just focus on immediate 
problems. 

The second strategy for a new psychiatrist would be 
to participate in some form of continuing women’s 
group. The Committee on Women of the American 
Psychiatric Association has provided a model for an 
active women’s group. The national task force has 
now been duplicated at the local district branch level 
(27). One function of residency training is to make resi- 
dents aware of organizational psychiatry and the 
American Psychiatric Association. For women this 
would also involve informing them about district 
branch committees on women, in which issues, prob- 
lems, and strategies for dealing with special problems 
of women psychiatrists are discussed. In addition, as 
long as women psychiatrists are a minority, district 
branch committees on women can serve as resources 
for women entering training. The special programs at 
the APA annual meetings directed toward. residents 
should include information about transitional period 
counseling for residents. Psychiatry, like many other 
medical specialties, does very little in the way of ac- 
tive counseling for any graduates of training programs. 
The need for counseling does not stop with graduation, 
rather, there are new and emerging needs. 
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BY ERIC LAGER, M.D., AND ISRAEL ZWERLING, M.D., PH.D. 


The ghetto resident's concern with immediate real and 
psychological survival leads to what Kluckhohn called 
a present-time cultural value orientation, in contrast 
to the middle-class time orientation, which values 
preparation for the future. The authors view several 
aspects of the psychotherapy of ghetto patients in the 
light of this difference: evaluating patients for long- 
term psychotherapy, understanding precipitating 
factors, and understanding the nature and urgency of 
patients' communications. The authors have observed 
that middle-class therapists often misinterpret patient 
behaviors as expressions of impulse rather than of 
culturally determined expectations that are projected 
onta the therapist. 


he ghetto patient is not likely to be considered a 
good candidate for long-term therapy for many rea- 
sons, predominant among which is the high dropout 
rate of these patients. There is a trend to theoretically 
justify not offering long-term therapy to this popu- 
lation. Often, however, the alternative of crisis inter- 
vention is not appropriate or is not enough (1). In our 
urban mental health center, which serves a ghetto pop- 
ulation, we have found many patients who respond to 
long-term therapy. We have found it useful in planning 
and sustaining treatment for our patients to consider 
the differences between these and traditional patients 
in regard to cultural value orientations (2, 3). 
Kluckholn's systematic description of cultural value 
orientations as behavioral determinants (4, 5) has in- 
formed our study of individual psychotherapy in our 
community mental health center (CMHC). She pro- 
posed that orientation toward time is a fundamental 
value in all societies and that, as with the other basic 
values, all possible orientations are to be found in each 
society, but each has differing priorities. The strongest 
time orientation among the middle class in the United 
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States is toward the future. The assumption is that 
there will be ‘‘progress,’’ that man and all manmade 
things are indefinitely perfectible, that what is old is 
used, worn, stale, and undesirable, and that what is 
new is good. The solution to the problems of everyday 
life developed by our parents and grandparents are 
considered old-fashioned and outdated. Concurrently, 
our value orientation toward doing rather than being 
makes time a valued commodity. We do not waste 
‘precious time’’ because ''time is money." Con- 
sequently, time is carefully scheduled, sometimes 
months or even years into the future. _ 

There are occasions in the middle-class view when a 
present-time orientation is acceptable—e.g., we might 
start to leave a party because of an early appointment 
the next day but be persuaded to stay and have a good 
time. This kind of exception tends to emphasize the 
predominance of the rule of our future-time orienta-. 
tion. Similarly, we occasionally find something admir- 
able about the past (‘‘They just don’t make movies like 
they used to’’), but we value past time substantially 
less than we value the present and far less than we 
value the future. 

The time value orientation that we have encoun- 
tered among the black and Hispanic residents of the 
ghetto catchment area we serve is predominantly to- 
ward the present. Many of these people do not expect 
that tomorrow or next year will be substantially better 
than today. To them the world is a risky, treacherous 
arena, and one would be foolish to postpone gratifica- 
tion. Live today before you die tomorrow” is a far 
more meaningful slogan than, *‘As you sow, so shall 
you reap.” Appointments are never more than approx- 
imate schedules; they are kept according to ''black 
people's time" or ‘‘Puerto Rican time." The com- 
plaint that someone is late is likely to be met with a 
baffled question about what has been lost or missed. 
Exposure to middle-class cultural values has resulted 
in more regard for the future than for the past, but the 
predominant orientation remains toward the present. 


TIME ORIENTATION AND SYMPTOM ONSET 


Cultural values have subtle and complex representa- 
tions in reference to psychotherapy. Time, of course, 
is an essential component of a developmental concept 
of psychopathology. From this point of view, we can 
say that people become ill when, among other determi- 
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nants, their emotional development fails to keep pace 
with the demands that society makes for the particular 
phase of life they are experiencing. These demands 
vary from class to class. Middle-class values foster an 
internalization of rather clearly defined developmental 
milestones. Adults often come to treatment because of 
inhibitions in attaining their goals or because of symp- 
toms that represent the price of attaining them. 

The ghetto patient is less likely to observe himself or 
herself developmentally along a time axis marked by 
stages of individuation. Rather, he or she searches im- 
mediately for solutions that depend on other people 
until this is no longer possible. When this happens, de- 
structive symptoms, especially self-destructive ones, 
may become particularly dramatic. Although patients 
have come to our clinics because they have experi- 
enced the loss of a parent figure or the loss of a special] 
relationship to that figure, the connection of the onset 
of symptoms and this event is frequently obscure be- 
cause the patients often come years after the loss oc- 
curred. In the interval they have often repeatedly 
sought and failed to reestablish relationships that met 
their need for dependence and self-esteem. 

A young middle-class professional woman might 
come for treatment because of conflicts about child- 
bearing as she tries to maintain an individuated posi- 
tion; a young ghetto woman might come because of 
similar problems, but she might already be a grand- 
mother. The conflicts of the woman from the ghetto 
might have been precipitated by a real event, such as 
the death of her grandmother. The middle-class thera- 
pists in our CMHC tended to underestimate the signifi- 
cance of the death of a grandmother in a woman who 
had apparently developed the capacity to mother. This 
tended to delay an appropriate response. Our middle- 
class therapists also found it difficult to understand 
conflicts about life goals in a patient who had already 
been nurse, provider, protector, or sexual partner to 
an important parent figure. 


SELECTION OF PATIENTS FOR LONG-TERM 
THERAPY 


Familiarity with the concept of present-time orienta- 
tion and the values derived from it has been helpful to 
us in selecting patients for long-term therapy. Obvi- 
ously it makes sense to offer a long-term therapeutic 
relationship to those patients most likely to accept it 
and benefit from it. Although the patient's history 
gives clues as to whether the patient could benefit from 
such therapy, a middle-class therapist might misinter- 
pret these clues when dealing with ghetto patients. For 
example, we found that in almost every instance when 
a patient stayed in treatment, the patient made it clear 
that he or she had been the favorite of some parent 
figure at some time since childhood. These patients in- 
dicated that they were not only the favorite child (or 
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grandchild) but the favorite person in comparison with 
all others, both children and adults. The parent figure 
had made explicit statements about this to the child, 
such as, ''This little black one is mine,” or ^ You have 
the birthright." It seemed that this historv of special- 
ness was necessary to balance ihe overt rejection by 
one or both parents so commonly experienced by 
these patients. Patients came to treatment after a dis- 
ruption of the special relationship with a parent figure. 

This aspect of the patient's history wes often ob- 
scured because patients came for help after failures at 
attempts to reestablish the special relationship. The 
history of these failures and the patient's current diffi- 
culties in maintaining relationships was striking to the 
therapists. Another factor that obscured the history of 
specialness was the therapist's view that the patient 
had been exploited by the parent figure because the 
specialness was for current caretaking rathe- than for 
future achievement. These patients were not raised for 
a future that included a long-term, mutuallv respecting 
heterosexual relationship. Rather, thev were raised to 
stay close to the parent figure. Apparently they en- 
joyed that oedipal victory. However, therr later heter- 
osexual relationships became a form of ''serial monog- 
amy” characterized by heterosexual power struggles. 
Later, these patients would take on the role of their 
special parent figure with a child or grandchild of their 
own. 

The degree of present- versus future-time orienta- 
tion varied from patient to patient. This is true, of 
course, of middle-class patients, but the ghetto pa- 
tients we saw tended to represent the present-time ori- 
entation end of the spectrum. Even when life goals in- 
cluded some future achievements, the means were 
present-time oriented (e.g., harsh punishments were 
given out and immediate obedience was demanded). 

When the history of attachment to and loss of a spe- 
cial parent figure comes into focus, the rationale for 
long-term therapy becomes apparent. The goal of this 
therapy is predominantly suppcrtive in that little is 
done to disrupt the patient's underlying positive ex- 
pectations and fantasies just for the purpose of ex- 
posing them. Defenses that do not interfere with the 
therapeutic relationship are also not disrupted. Projec- 
tions and superego externalizatons focusing on the 
therapist that threaten the therapeutic relationship 
need to be continually recognized and managed as the 
patient tests or misperceives the therapist. In regard to 
termination, therapy with ghettc patients follows the 
pattern of therapy with traditional patients v/ho have 
suffered severe deprivation. Having experienced dep- 
rivation tends to exert a continuz] unconscious pull to 
have the therapist compensate for the deprivation. 
Open-ended terminations, beginring with reduction of 
sessions if the patient agrees and is able to handle this 
without undue acting out, are more appropriate for 
these patients. The gains of supportive therapies are 
usually lost when clear-cut terminations are in the of- 
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fing. Our patients made gains in coping when the thera- 
pist remained a reliable object over a period of time. 
The therapist can maintain considerable neutrality if 
he or she understands the patient’s conflicts. 


UNDERSTANDING THE PATIENT'S 
COMMUNICATIONS 


The replication of the wish for specialness in treat- 
ment may be obscured by cultural factors that affect 
the way a person thinks and talks about himself and 
others. The Munroes (6) have suggested that in pres- 
ent-time-oriented cultures in which the child makes a 
contribution to the survival of the family, the child 
does not develop self-awareness to any high degree. 
Self-awareness seems to develop in cultures in which 
the child's meaning to his family and group is derived 
for the most part from his preparation for the future. 
Whatever the reasons for our patients’ tendency 
toward reduced self-awareness, their verbal communi- 
cations of feelings about the therapy were minimal. 
This resulted in an underestimation of the signifi- 
cance of the therapeutic relationship by future-time- 
oriented therapists. Jn our estimation, the most com- 
mon cause for stormy reactions and treatment inter- 
ruptions was the therapist s underestimation of the im- 
portance of the therapeutic relationship for the pa- 
tient. 

Patients reacted dramatically to such events as a 
therapist's cancellations, lateness, and criticisms as 
well as to anything else that challenged the possibility 
of their being special. Communication about such 
events and particularly about the need for in- 
tensification of the relationship often took the form of 
reports of unconsciously motivated acting out outside 
the sessions. The reports of these often overtly sexual 
and aggressive behaviors were so metaphoric that they 
resembled the reports of dreams of middle-class pa- 
tients. The therapist needs to view these reports as he 
or she views dreams, in that they represent conscious 
and unconscious transference conflicts. When these 
reports were interpreted as expressions of an urgent 
need for the therapist to react, it seemed possible to 
interpret back to the patient this understanding and to 
reduce the sense of urgency. 


SUPEREGO CONTENT 


Because our patients' reports were of sexual and ag- 
gressive behaviors, the middle-class therapists tended 
to view them as expressions only of impulse. This was 
often not the case. Sexual and aggressive behaviors 
Often represented the patient's expectation of how he 
or she was supposed to act in a masculine or feminine 
way in the context of ghetto culture. The patients 
might have actually feared these behaviors, but they 
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projected their own expectations onto the therapist. 
Reports of such behaviors, which often involved 
danger to the patient, also represented tests of the 
therapists caring. When the therapist was alert to zhe 
high probability that every communication made refer- 
ence to the therapeutic relationship, the likelihood of 
maintaining the treatment and reducing conflicts was 
strikingly increased. The following case reports are 
intended to illustrate this. 


CASE REPORTS 


Case I. A young woman told her female therapist that she 
was so lonely that she was considering rejoining the man 
who was the father of her child, even though she did not love 
him. She emphasized the fact that she did not love the man 
repeatedly. Although the therapist was careful not to take a 
position, she somehow conveyed that she would not be op- 
posed to the reunification of the family. The patient returned 
the next week and told the therapist that she had decided not 
to return to her boyfriend, but that to keep from being lonely 
she had slept with a different man each of the seven nights 
between appointments. 

The patient's motive for her proposal to move back with 
her boyfriend now became clear. Primarily, it was an ex- 
pression of her loneliness and an attempt to get closer to the 
therapist. It was probably a request for more appointments 
(seven men represented daily contact with the therapist), a 
request that she could not make more directly because she 
had learned not to ask for too much to avoid painful disap- 
pointments. Had the therapist been aware of this, she might 
have said that she could understand how lonely the patient 
felt. In addition, she could have understood that the patient 
might be unsure of the therapist's interest in her and that 
more frequent appointments might be reassuring. Whe:her 
the therapist actually gave the patient additional appoint- 
ments or not would be a matter of what was possible. The 
patient could certainly use them, but the therapist would 
have to realize that the meaning of the extra appointments to 
the patient was that she was receiving more than other pa- 
tients, that she was special. The therapist would have to be 
alert to the issue of dominance and submission, which many 
of the patients we saw perceived in almost every interact:on. 

The entire situation was a transference reaction. The pa- 
tient experienced the therapist as the mother whose favorite 
she thought she had been until she discovered that her 
mother had a lover. She experienced her therapist as the 
mother who would not permit her to love her devalued and 
disabled father. Her proposal also served a second purpose: 
she reassured the therapist that she did not love the father of 
her child. (In order to maintain her position of preeminence 
with her mother, she had had to deny real interest in any 
man.) The therapist's tacit approval of a relationship with a 
man she did not love confirmed the patient's fear tha- the 
therapist did not want her to love men. The patient then act- 
ed out in an exaggerated and ridiculing way what was permit- 
ted to her—meaningless sexual relationships-—thus drama- 
tizing her plight. 

If the therapist had been aware of the meaning of the origi- 
nal communication, she might have added to the iater- 
pretation that she wondered if the patient was concerned 


Am J Psychiatry 137:3, March 1980 


that the therapist would lose interest in her if she loved a 
man. The testing nature of the transaction was an indication 
that the patient-therapist relationship was not sufficiently es- 
tablished to make genetic interpretations. However, if the 
therapist had said that the discovery of her mother’s lover 
must have confused and angered the patient because she 
probably believed that relationships to men were not sup- 
posed to be important, the therapist would have started to 
differentiate herself from the mother. In this way she would 
have taken a step in undercutting the patient’s destructive 
superego. The main purpose here, however, was not so 
much to replace the patient’s present-time-oriented superego 
as to keep the patient from leaving treatment because she felt 
the therapist was unresponsive and to keep the patient from 
further self-destructive behavior. 


Case 2. A young man originally came to the clinic because 
of disturbing symptoms representing homosexual conflict. 
He had made considerable progress in establishing a trusting 
relationship with his female therapist. One day he arrived in 
a disordered state. He told of having been assaulted by five 
men. He said that he would kill one of the men and implied 
that only hospitalization would keep him from carrying out 
this act. The therapist complied, and he was taken to the 
hospital. 

The patient’s history revealed that he had been chosen by 
his mother to be a precocious protector and provider for the 
family. His mother had told him that he was her favorite and 
beat him severely when he did not live up to her ex- 
pectations. By making him undress for these beatings, she 
not only overstimulated him sexually but conveyed her own 
ambivalence toward his masculinity. Her ambivalence to- 
ward men was further expressed by her serial monogamy, 
and the patient had little contact with his real father. All of 
this contributed to the patient's intense homosexual conflict. 

It may well have been that the patient invited the homo- 
sexual assault in response to an event in the patient-therapist 
relationship. The event was most likely a result of the failure 
on the part of the therapist to understand the patient's 
request for permission to be close to a man. The dreamlike 
incident of being assaulted, easily provoked in reality in the 
ghetto, and his response to it was a communication to the 
therapist of his conflicted needs. 

Had the therapist indicated that she did not expect him to 
retaliate and endanger his life, she would have demonstrated 
her concern for him and undercut the pressure from his su- 
perego, derived from his mother's need that he become her 
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protector. Most likely, hospitalization would have been 
avoided. As it was, the patient made only tentative attempts 
to return for sessions. He missed many sessions or came 
when the therapist could see him fcr only a few minutes. It 
was only after the therapist made the above irterpretations 
that he was able to return for regular sessions. At the end of 
his first regular session, he told the therapist that he wanted 
to kiss her. The therapist, now more aware of the complex 
nature of the communication (i.e., that this was not simply 
an expression of an impulse but that the patient was demon- 
strating his masculinity because in the ghetto a raan is always 
expected to make sexual overtures to women: simply said 
that this was not necessary. The patient left relieved. At an 
appropriate point, she could then interpret his need for 
closeness to men and give her permission for it in some ac- 
ceptable way. 


These two case reports illustrate the complex inter- 
vention of time orientation on the cne hand and ego 
functioning, which can be viewed as the capacity to 
delay gratification, on the other. Developmentally, 
time orientation and ego functioning affect each other, 
but not in automatic or predictable ways. The first case 
report illustrates. more the effect of the former, and the 
second case report shows more features of the latter. 
Viewing the behavior of ghetto patients in the context 
of sociocultural pressures organ:zed around the con- 
cept of present-time orientation zave us an additional 
dimension from empathic and conceptual points of 
view. 
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Treatment of Severe Weight Loss in Anorexia Nervosa with 
Hyperalimentation and Psychotherapy 


BY MICHAEL J. MALONEY, M.D., AND MICHAEL K. FARRELL, M.D. 


Hyperalimentation is a feeding technique in which all 
essential nutrients are infused intravenously to sustain 
patients who cannot eat. Although no panacea for 
anorexia nervosa, hyperalimentation can provide 
calories for intractable, malnourished patients. The 
authors describe the psychiatric and 
hyperalimentation treatment of four severely 
anorectic patients who had lost up to 44% of their 
body weight before entering the study. With treatment 
their percentage of ideal weight rose from a mean of 
59% to a mean of 81% during hospitalization, and to a 
mean of 94% on outpatient follow-up of 5-16 months. 
The authors discuss the indications, limitations, and 
need for interdisciplinary collaboration in this 
treatment. 


norexia nervosa 1s a common disorder reported to 

affect 1 in 100 female students between the ages of 
16 and 18 years (1). The relentless pursuit of thinness 
(2, 3), which is unique to anorexia nervosa, can cause 
severe cachexia. The first case history by Morton (4) 
in 1694 described one patient as “‘a skeleton clad only 
in skin.” This severe malnutrition has a mortality rate 
of up to 22% (5), with death often precipitated by hy- 
pokalemia, hypothermia, suicide, acid-base imbal- 
‘ance, and/or infection (6-8). Because of these severe 
medical complications, psychiatrists often collaborate 
with pediatricians (9), internists (10), family physi- 
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cians, or surgeons (11). These interdisciplinary teams 
treat severe weight loss with a wide assortment of 
techniques, including behavior modification contracts, 
(12), forced tube feeding, bed rest (13), lithium (14), 
antidepressants (15), family therapy (16, 17), separa- 
tion from parents (5), and collaborative individual psy- 
chotherapy (18). Even with the availability of these in- 
terdisciplinary psychological and biological treat- 
ments, the morbidity rate remains 25% to 50% (19). 

This high morbidity in anorexia nervosa reflects ma- 
jer psychodynamic problems, including poor self-es- 
teem, confused identity, and overwhelming fears of 
autonomy. These character problems often require 
intensive psychotherapy. During the course of psycho- 
therapy severe weight loss may require somatic treat- 
ment as well. In the past therapists have had few ac- 
ceptable techniques to force-feed intractable, malnou- 
rished anorectic patients. Only nasogastric tube 
feeding and forced bed rest were practiced, neither of 
which has been well accepted by patients. À new tech- 
nique has become available to assist therapists in the 
comprehensive treatment of severe weight loss in ano- 
rectic patients. This new technique is called ‘‘hyper- 
alimentation” (or ‘‘total parenteral nutrition"). In hy- 
peralimentation, all essential nutrients are given by pe- 
ripheral or central vein. This parenteral feeding 
technique was developed 11 years ago (20) to feed 
burn and other surgical (21) patients who could not ab- 
sorb food. Since then hyperalimentation has been used 
successfully with various gastrointestinal illnesses. 
Recently Bruch (3), Finkelstein (22), Hirschman and 
associates (23), and Abbott (24) have tentatively rec- 
ommended its use in anorexia nervosa. 

Although it is not a panacea for anorexia nervosa, 
hyperalimentation can provide the anorexia treatment 


.team a rapid method of establishing nutritional balance 


in cases of severe weight loss. However, nutritional 
balance is only one component of the comprehensive 
treatment of any anorectic patient. Nutritional balance 
must be coupled with treatment of the patient's under- 
lying character problems so that weight gain and emo- 
tional stability will result. In this article we describe 
the psychiatric and medical treatment of four mtrac- 
table, malnourished anorectic patients with psycho- 
therapy and hyperalimentation. We explore in- 
dications and contraindications for this new technique 
and investigate the relationship of mood (25) and cog- 
nition (26) to weight gain. 
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METHOD 


The four female patients in this study demonstrated 
unequivocal signs of primary anorexia nervosa, ac- 
cording to the criteria of Feighner and associates (27) 
and Rollins and Blackwell (28). The subjects were con- 
secutive admissions to the Adolescent Medical Unit of 
the Cincinnati Children’s Hospital Medical Center and 
fulfilled these criteria for severe anorexia: 1) self-in- 
duced weight loss of 35% or more of body weight, 2) 
distorted body image, 3) fear of gaining weight, 4) 
amenorrhea, and 5) presence of no other primary psy- 
chiatric or medical disorder. 

Each of these malnourished anorectic patients had 
` resisted all previous interventions. Table 1 indicates 
the intractable nature of the cases, with failure of all 
previous treatment modalities, including hospital- 
ization, psychotropic drugs, individual and family 
psychotherapy, and behavior modification. Despite 
treatment by experienced therapists and the coopera- 
tion of their families in treatment, each of these pa- 
tients had continued to lose weight. Clinical signs of 
depression had become evident; they had withdrawn 
socially and had become verbally unresponsive in 
therapy. Due to the intractable nature of the weight 
loss and marasmus the medical decision was made to 
use hyperalimentation to force weight gain in these 
four patients. 

The hyperalimentation protocol included routine 
gastrointestinal evaluation (29) and lab studies. A for- 
mula based on body size was used by the pediatric gas- 
troenterologist (M.K.F.) to determine the amount of 
hyperalimentation fluid to be infused intravenously 
over 24 hours to provide adequate calories, protein, 
and electrolyte balance. A fat emulsion was infused 
via peripheral vein to provide additional calories. In- 
fusions were continued until each patient had gained 
enough weight to demonstrate normal serum electro- 
lytes; regular meals; increaséd sociability, alertness, 
and concentration; and openness in psychotherapy: 

During the study each patient received twice weekly 
individual psychotherapy and weekly family psycho- 
therapy with a child psychiatrist. The psychiatrist also 
coordinated the milieu approach of the nursing staff for 
each patient. The therapist, modality of psychothera- 
py, and milieu approach remained constant for each 
patient throughout the study. | 


RESULTS 


Despite failing to gain weight on previous treatment 
regimens, with hyperalimentation and psychotherapy 
each of the patients in this study demonstrated lasting 
weight gain during hospitalization and on follow-up of 
5 to 16 months. Table 2 shows the weight changes of 
the study group before, during, and after treatment 
with hyperalimentation and psychotherapy. Upon en- 
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TABLE 1 
Types and Duration of Unsuccessful Treatment of Four Patients with 
Anorexia Nervosa 


Behavior Individual Psycho- 
Modifi- Family Hospital- Psycho- tropic 
cation Therapy ization therapy Medication 
Patient (months) (months) (months) (months) (months) 
l 12 12 30 12 24 
2 0 4 0 4 l 
3 6 6 2.5 10 0 
4 0 0 ] 0 0 


tering the study, the percentage of body weight lost by 
the girls ranged from 38% to 44%, with admission 
weights ranging from 30.4 kg down to 16.5 kg. Patient 
4, aged 12 years, 3 months, weighed 16.6 kg, which is 
to our knowledge the lowest weight reported due to 
anorexia nervosa and surpasses the reports by Thean- 
der (30) of a 12-year-old who weighed 18 kz and that by 
Seidensticker and Tzagournis (7) of a 22-ycar-old who 
weighed 17 kg shortly before death. 

With hyperalimentation our patients gained from 5 
to 12.8 kg (mean=8.5). Their percentage of ideal 
weight began at a mean of 5996 and with hyper- 
alimentation rose to a mean of 819€ during hospital- 
ization. Throughout this period of hyperalimentation 
(mean duration=25 days), the patients continued in 
twice weekly individual and family therapy. Once the 
severe marasmus and electrolyte imbalances were cor- 
rected by hyperalimentation, the treatment team fo- 
cused more on the patient's personality problems. 
With weight gain, the patients were better able to ver- 
balize in therapy their conflicts about food and grow- 
ing up. The vigorous activity of the therapists then be- 
came crucial in helping these patients explore the in- 
trapsychic and interpersonal problems that had 
reinforced the self-starvation. At follow-up (mean du- 
ration 10 months) each of these patients had contin- - 
ued to gain weight (mean=6 kg). The following case 
typifies the psychiatric and medical treatment used in 
this study. 


CASE REPORT 


Patient 2, Mary, was 14 years old and weighed 47.6 kg 
when she started to diet with her sister. She had never men- 
struated. She was not hyperactive but did drink 10 diet soft 
drinks per day, felt she was overweight, and admitted being 
afraid of gaining weight. After one year of dietinz, Mary was 
referred by her parents for outpatient psychiatric evaluation, 
at which time she weighed 34.9 kg. She began mdividual and 
family psychotherapy with one of us (M.J.M.;. 

The second of three children, Mary was a high achieving, 
conforming perfectionist who had no friends. She ventured 
outside the house only for school and brief errends with her 
mother. Her mother was concerned and cooperative but tim- 
id. When she was 15, Mary's mother had hersel had an 8.2- 
kg diet-induced weight loss, lasting two years with amenor- 
rhea for three years. Mary's relationship with her mother 
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TABLE 2 
Weight Changes in Four Anorexia Nervosa Patients Treated with Hyperalimentation and Psychotherapy, by Treatment Phase 
o. Admission Hyperalimentation Follow-Up 
Ideal —DEIOre AGIMISSION.... % of Post- % of % of 
Weight Preanorexia %Lostby Weight Ideal Height Length Treatment Ideal Length Weight Ideal 
Patient (kg) Weight(kg) Dieting? (kp Weight? Age (cm) (days)  Weight(kg) Weight" (months) (kg) Weight: 
l 54.0 54.4 44 30.4 56 16years, 162.6 22 38.1 71 16 47.6 88 
4 months 
2 47.2 47.6 39 29.0 61 15 years, — 157.5 12 34.0 72 11 42.6 90 
11 months 
3 47.6 49.0 38 30.4 64  li5years, 157.5 24 39.0 82 7 43.1 90 
2 months 
4 29.9 29.4 44 16.6 55  ]2years, 139.7 44 29.4 98. 5 31.8 106 
3 months 


?For age and height; calculated from the tables of Howard V. Meredith, Iowa Child Welfare Research Station, State University of Iowa. 
*Computed by subtracting admission weight from preanorexia weight, then dividing by preanorexia weight and multiplying by 100. 
*Computed by dividing admission weight by ideal weight and multiplying by 100. 


was nostile but dependent. Her physician father was inter- 
ested in her but related in an awkward and confronting man- 
ner. As a result Mary rarely talked with her father. 

During three months of outpatient treatment, Marv never 
missed an appointment but was unable to verbalize much in 
her sessions. In a family meeting she did admit being "fed up 
with my father’s intrusions,” but she was unable to elabo- 
rate. She spoke little about herself but repeated often, ‘‘No- 
body listens to me.’’ Regarding her diet she said, ''To lose 
weight makes me feel I can do something." During four 
months of outpatient individual and family treatment Mary's 
depression and obsession with school work graduallv wors- 
ened. Her weight dropped. She withdrew from peers, family, 
and therapist. She began to sit in her room all day muttering, 
“All I want to do is stare at the wall." She resisted dis- 
cussing anything more about her food habits and refused her 
parents' requests for weekly weight recordings. 

When Mary's weight fell to 29 kg (61% of ideal weight), 
she was admitted to the adolescent medical unit. She ap- 
peared marasmic, withdrawn, pale, and depressed. Her 
serum potassium was low. She received peripheral intra- 
venous hyperalimentation for 12 days and continued psycho- 
therapy. The intravenous fluid was made up of dextrose, 
crystalline amino acids, vitamins, electrolytes, and trace 
metals. In addition, a 10% fat emulsion was given to supple- 
ment caloric intake. Oral intake was encouraged. Mary was 
not pleased with the medical treatment but did cooperate. 
When the hyperalimentation was started she appeared 
"withdrawn, depressed, and apathetic" according to her 
chart. By day five of hyperalimentation she was eating and 
was ''more responsive verbally” but still had a flat affect. By 
day 7 the nurses’ notes mentioned that she was socializing 
and talking. During the 12 days of hyperalimentation Mary's 
weight increased 5 kg to 34.0 kg. This posthyperalimentation 
weight was still only 71% of her ideal weight for height and 
age. Her depressive affect and social withdrawal had im- 
proved, as measured by semistructured psychiatric evalua- 
tion, ward nurses' observations, parents' comments, and 
Mary's own account. 

The individual and family therapy continued weekly 
throughout the 23-day hospitalization. It was interesting to 
find that Mary was able to talk more openly as she gained 
weight. For example, she slowly began to discuss intra- 
psychic and family conflicts about food and self-esteem, 


which she had previously avoided with the same therapist. 
She admitted, '*Whenever my parents correct me, I feel like 
a bad person." With the weight gain she admitted feeling 
more ''in contact with reality." She began to explore her 
body image distortions: ‘‘I guess I'm not really fat.” While 
in the hospital she mentioned a fear of “my insatiable appe- 
tite." 

After discharge from the hospital Mary continued in week- 
ly individual and family therapy. She further explored her 
conflicts about food and sexual development in these ses- 
sions. She found that when she was angry she did not feel 
hunger. Her depression, low self-esteem, and obsession with 
school work diminished, allowing her to return to school, 
make some friends, and eat normal meals. After 11 months 
of outpatient psychotherapy, her weight had risen to 42.6 kg, 
which is 90% of the ideal weight for her height and age. 


CHANGES IN MOOD AND COGNITION 


The daily nutritional and psychiatric evaluations 
during this study allowed us to document some impor- 
tant clinical findings. Weight gain in each of the four 
patients was associated with improvement in affect, 
verbalization, and sociability as measured by psychiat- 
ric evaluations before and after treatment, nurses' ob- 
servations, and unsolicited statements of parents. It is 
noteworthy that a characteristic improvement in 
mood, cognition, and verbalization in psychotherapy 
occurred when these patients gained about 4.6 kg. 
Specifically, the patients showed increased sociaLility, 
alertness, concentration, openness, and defiance with 
weight gain. Although these data call for a more de- 
tailed study of the cognitive effects of malnutrition and 
weight gain, our preliminary findings are consistent 
with clinical experience in the malnutrition of regional 
enteritis! and experimental starvation (31). 


‘Personal communication from W.B. Schubert, M.D., Direcior, 
Gastroenterology Division, Children's Hospital, Cincinnati, Ohio, 
May 1, 1979. 
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One surprising finding was the cooperation of these 
sometimes manipulative patients with the intravenous 
technique and the rapid weight gain of hyperalimenta- 
tion. These patients had actively or passively resisted 
all previous efforts to assist them in gaining weight, 
e.g., tube feeding, bed rest, drugs, and behavior modi- 
fication. However, the severely anorectic patients in 
this studv appeared to accept the intravenous feedings 
easily, perhaps due to the avoidance of an oral 


struggle. 


DISCUSSION 


Hyperalimentation alone is no panacea for anorexia 
nervosa. However, these four cases demonstrate a 
successful medical and psychiatric approach to severe 
malnutrition in anorexia nervosa. The rapid return of 
electrolyte balance, weight gain, and a clear sensorium 
is noteworthy. Our findings concur with those of 
Lucas and associates (5) and others (31, 32), which in- 
dicate that the malnourished anorectic’s symptoms of 
apathy, social isolation, confusion, shallow affect, and 
nausea may reflect physical starvation. 

While gaining weight the patients in this study im- 
proved in sociability, concentration, and verbaliza- 
tion. These changes in mood and cognition allowed the 
patients to work openly on their self-esteem and inter- 
personal problems in psychotherapy. The weight gain 
appeared to ease previously reluctant patients into 
psychotherapy, which could then be focused on under- 
lying conflicts about food. The weight stabilization by 
means of hyperalimentation was at times life-saving 
for these severely anorectic patients. However, this 
was only the first stage in the rehabilitation process. 
The real work was then continued in psychotherapy to 
help the patients explore and master their conflicts 
over food, autonomy, and self-esteem. The individual 
and/or family treatment may need to be continued for 
months or years until underlying personality problems 
are resolved. 

In this study of severe anorexia nervosa, the follow- 
ing indications for hyperalimentation evolved: 1) life- 
threatening weight loss with marasmus and lowered 
serum potassium levels, 2) increasing apathy, social 
isolation, and depression, and 3) failure of convention- 


al approaches to weight gain. The contraindications . 


for this approach included 1) the likelihood of patients' 
manipulation of the intravenous line, causing air em- 
bolism and possible death, and 2) the inability of pa- 
tients or families to collaborate in the psychotherapy 
necessary for this program. 

This study raises many clinical research questions: 
1) the etiology of the cognitive, emotional, and behav- 
ioral changes associated with weight gain, 2) the 
amount of weight gain that should be induced in each 
case by hyperalimentation, 3) the psychodynamic rea- 
sons these noncompliant patients accept intravenous 
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feedings. Some questions may be answered by prospec- 
tive studies with control groups and detailed nutrition- 
al, neurochemical, and cognitive assessments. 

The clinical success of psychotherapy and hyper- 
alimentation with intractable anorexia nervosa pa- 
tients in this study warrants consideration in the treat- 
ment planning of this often fatal disease. Any psychia- 
trist using hyperalimentation must collaborate with a 
pediatrician, internist, or other experienced physictan 
because medical complications (33), including sepsis, 
vein thrombosis, liver toxicity, and water overload, 
can arise. However, in our preliminary observations of 
four patients, the careful use of hyperalimentation, 


-coupled with traditional psychotherapy. provides a 


safe, effective approach to treatment of severe ano- 
rexia nervosa. 
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Linking General Health and Mental Health Systems of Care: 
Conceptual Models of Implementation 


BY HAROLD ALAN PINCUS, M.D. 


Recent political and scientific developments have 
contributed to a growing recognition of the need to 
move mental health into the mainstream of general 
health service delivery. It is important to 
systematically approach the development of a range 
of conceptual models that could link these two 
systems. The author defines such linkage relationships 
in terms of three basic elements: contractual, 
functional, and educational. He describes six models 
and presents specific examples of each. He suggests 
the factors that should be examined to select the most 
effective model for a given context and presents 
future research needs in the field. 


If we are to develop a truly comprehensive system of 
mental health care at the community level, greater atten- 
tion must be paid to the relationship between health and 
mental health. 

— President's Commission on Mental Health (1, p. 20) 


ver the past two decades, and especially in re- 
(J) vears, scientific and political developments 
have clearly demanded a closer examination of the 
relationship between general health and mental health. 
The federal initiatives of health centers and commu- 
nity mental health centers, the growth of health main- 
tenance organizations and other organized care set- 
tings, the recent health manpower legislation with its 
mandate for primary care, and the advances in biologi- 
cal psychiatry and behavioral medicine have all con- 
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tributed to a growing recognition of the need to move 
mental health into the mainstream of health services. 

This need has become manifest in a number of dif- 
ferent ways. Recent data indicate that at least 15% of 
the population of the United States suffer from a tem- 
porary or long-term mental disorder every year. Ap- 
proximately 54% of these people receive services only 
through the general health care sector. Only 15% re- 
ceive specialty mental health services alone. Six per- 
cent receive services in both sectors £2). 

These trends and findings did not go unnoticed by 
the President's Commission on Mental Health, which 
stated, 


General health care settings represent an amportant re- 
source for mental health care in the commurity. There is 
ample evidence that emotional stress is often related to 
physical illness and that many physical disorders coexist 
with psychological disorders. While general health care 
settings frequently serve as an entry point to the mental 
health care system, many millions of persons with some 
level of mental disorder are never referred to mental 
health specialists. They are cared for by office-based prac- 
titioners, in industrial health care settings, m homes, in 
general hospital outpatient clinics and emergency rooms. 
(1, p. 20) 


The Commission went on to note that '*vhile inter- 
dependence of the mental health and genzral health 
system is evident, cooperative working arrangements 
between health care settings and commurity mental 
health service programs are rare” (p. 20). Itis my pur- 
pose in this article to review various ''cooperative 
working arrangements” and to develcp a conceptual 
base for delineating the range of models for such rela- 
tionships. In addition, I will describe considerations 
for their implementation as well as future research and 
evaluation needs. 


DEFINITION OF TERMS 


In a paper presented at a conference in May 1978, 
Klerman pointed out that the overall mental health and 
general health care systems can be graphically depict- 
ed along a continuum that combines both intensity of 
care and specialization of services. Four levzls of care 
are shown in Table 1. Although there is a good deal of 
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TABLE 1 

Selected Examples of Health and Mental Health Care Settings by Level of Intensity of Care 
Level of 

Intensity of Care General Health Alcohol Abuse 

Primary care Primary care practitioners Primary care practitioners 


and organized health set- 


tings tings 


Secondary care Community hospitals 


Tertiary care Specialized hospitals 


Home care services State hospitals 


Nursing homes 


Long-term care 


overlap in the functioning of these settings, the table 
provides a preliminary mapping of where general 
health and various mental health services are pro- 
vided. It also suggests many possible points at which 
the two systems might be linked. 

Mental health services should not simply be con- 
strued as the treatment or prevention of disorders spe- 
cifically designated 2s or implied to be psychiatric or 
psychological in nature. Also included are activities 
aimed at treating behavioral factors that increase the 
likelihood of morbidity or mortality from physical ail- 
ments and at treating medical illness in which there is a 
superimposed or coexistent psychological disorder or 
maladaptive behavior pattern (3). 

Terms such as ‘‘linkage,’’ “‘coordination,’’ ‘‘collab- 
oration, and ‘‘integration’’ are simply ways of de- 
scribing a relationship between the two systems. It is 
important, however, to systematically approach the 
development of conceptual models of such relation- 
ships. Although there have been some attempts to de- 
velop a typology cf interorganizational relationships 
on the basis of the degree of complexity or the extent 
of formality of the relationship (4-6), for the purposes 
of this article I assume that each organizational ar- 
rangement, either explicitly or implicitly, consists of 
three sets of elements. These elements, which may be 
formally specified or informal, are descriptive of the 
manner in which the linkage arrangements are actually 
implemented. 

Contractual eleraents. These consist of the nature 
and content of formal or informal agreements between 
the two settings. Such issues as the mechanism of pa- 
tient referral, the means of transferring clinical infor- 
mation and other data between the two systems of 
care, the access to patient records, and the assurance 
of follow-up care for the patient would be considered 
among the contractual elements. When appropriate, 
considerations regarding transportation arrangements, 
billing and financial procedures, mechanisms for com- 
bined or cooperative planning, program development 
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and organized health set- 
Alcohol treatment centers 


Alcohol treatment centers 


Primary care practitioners 
and organized health set- 
tings 

CMHCs 

Private practitioners 


Primary care practitioners 
and organized health set- 
tings 


Drug treatment centers 


Residential treatment cen- 
ters for children and ado- 
lescents . 
Private mental hospitals 


Community support pro- 
grams 
State hospitals 


and operation, and other decision-making processes 
would also be included (4). 

Functional elements. These include aspects of the 
relationship actually encountered by the patient. More 
specifically, they consist of those services, and the 
staff providing them, which directly grow out of the 
linking relationship. These elements may include any 
possible combination of services, ranging from diag- 
nostic evaluation through various modes of short- and 
long-term treatment to substance abuse treatment. 

Educational elements. These are aspects of the rela- 
tionship that serve to establish and reinforce the pri- 
mary care provider’s knowledge and skills in mental 
health. In addition, these same elements could equally 
be applied to increasing the mental health care pro- 
vider’s understanding of general health issues relevant 
to patient care. 


CONCEPTUAL MODELS 


A number of schemes for implementing the range of 
linkage models in various settings have been de- 
scribed. Borus and associates (7) differentiated four 
organizational models of neighborhood mental health 
programs. These types reflect different patterns of in- 
teraction and contribution of resources by neighbor- 
hood health centers and community mental health cen- 
ters (CMHCs) (7). Three models of providing mental 
health services in a comprehensive neighborhood 
health center were characterized by Morrill in 1972 (8). 
They include a part-time outside consultant, a full-time 
inside isolated program, and an integrated family 
health care team. Similarly, Coleman and Patrick (9) 
described three possible programmatic arrangements: 
the mental health education of the primary physician, 
a liaison program between medical and mental health 
providers for individual patient problems, and a team 
collaboration in which mental health providers are 
members of a primary care team. 
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FIGURE i 
Conceptual Models of Linkage Between General Health and Mental 
Health Systems of Care 
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CONTRACTUAL EDUCATIONAL 


The conceptual framework presented here differs 
from those previously described in three important 
ways. First, it is an attempt to develop a generalized 
theory of such linkages without being limited to specif- 
ic levels or settings. Second, I make no assumptions 
regarding which is the ''best" model. My only as- 
sumption is that whichever model is ‘‘best’’ in a given 
situation will depend on a host of considerations re- 
lated to local conditions. Finally, the six models pre- 
sented here can be roughly placed along a three-di- 
mensional continuum. Figure 1 depicts the six models 
as they reflect the degree of emphasis on one or anoth- 
er of the three functional elements of the linkage. 


Model |: Agreement 


In model 1 the primary emphasis is on the con- 
tractual elements of the relationship. The two systems 
usually operate under different auspices and in sepa- 
rate locations. There is a formal or informal agreement 
between the two parties that includes considerations 
regarding such items as patient referral, follow-up, and 
information transfer. The functional elements consist 
simply of the services independently provided by the 
two parties. There may be some informal educational 
processes involved in the feedback given the referring 
party. In general, though, the patient has primary re- 
sponsibility for making the connection between the 
two systems. 

Examples of model 1 include the strategy and pro- 
gram described by Borus (10) in his attempt to initiate 
an alliance between a new urban CMHC and the pri- 
vate medical practitioners in the area. Some multi- 
specialty group practices (11), a number of prepaid in- 
dependent practice associations, and solo private 
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practitioners in primary care and psycnia-ry have for- 
mal or informal systematized referral petterns. Two 
levels of possible CMHC-HMO linkage that have been 
described also represent variations on this model (12). 
In these examples, either the HMO purcaases selec- 
tive mental health services from the CMHC on a refer- 
ral basis or the HMO makes specific arrar gements or 
even contracts to refer patients for specific services for 
which the CMHC is the prime resource. 


Model 2: Triage 


The emphasis in model 2 remains on an agreement, 
as described in model 1, but has two important dif- 
ferences: 1) there is generally a more specific and artic- 
ulated agreement and 2) there is a significant runctional 
component, that is, a specifically designated staff per- 
son(s) who provides assessment and triage and also 
eases the process of referral, information ilow, and fol- 
low-up. The presence of such a mental health profes- 
sional would generally provide some additional educa- 
tional benefits. These might include informal consulta- 
tion, improved feedback, and, perhaps formal 
conferences. 

Model 2 provides the basis for the recently devel- 
oped community health center-community mental 
health center (CHC-CMHC) linkage program (13). 
This grant program, developed through an agreement 
between the Alcohol, Drug Abuse, and Mentel Health 
Administration and the Health Services Administra- 
tion, made funds available to assure the provision of 
mental health services to CHC patients. The necessary 
elements for these grants were a negotiated formal 
written agreement between the CHC and CMHC and a 
mental health professional located within the CHC to 
provide the liaison functions of triage, referral, and 
consultation. 


Model 3: Service Delivery Team 


In model 3 the general health setting— generally un- 
der its own auspices—establishes a clearlv cefined 
mental health organizational unit. The basic function 
of this unit is to provide assessment and some degree 
of treatment. The degree of comprehensiveness and 
the target areas of the service are variable, but backup 
facilities are generally available. The contractueél ele- 
ments are well articulated and facilitated by having 
both systems under the same auspices (but not neces- 
sarily in the same location). The educational! elements 
are similar to those described in model 2, but the pres- 
ence of more extensive services and staff might pro- 
vide more opportunity for formal and informal tra ning 
experiences. 

The Group Health Association in Washington, D.C. 
(14), the Group Health Cooperative of Puget Scund 
(15, 16), the Health Insurance Plan of Greeter New 
York (17-19), the Katser-Portland Alcohol Treatment 
Program (20), and a number of trade union health 
plans (21, 22) have programs that fall within the ccn- 
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structs of model 3. Each of them varies in terms of the 
extent and types of services offered, the degree of em- 
phasis on consultation and education, the flexibility of 
the contractual arrangements, and the underlying phi- 
losophies of the program. For instance, the Group 
Health Cooperative of Puget Sound places somewhat 
more of an emphasis on preventive and consultative 
aspects. On the other hand, the Group Health Associa- 
tion is more oriented toward treatment of illness and 
prevention of disability. As a result, the Group Health 
Association has devised a structure that encourages a 
high degree of proficiency in the diagnosis and treat- 
ment of mental disorders (23). 


Model 4: Consultation and Service 


In model 4 there is also a specific entity providing 
specialty services. Unlike model 3, there is a profound 
emphasis on furnishing provider-provider consultation 
with the goal of enhancing the specialty capabilities of 
' the primary care provider so that he or she can manage 
as many aspects of the patient’s care as are reason- 
able. When specialty care is necessary, this service is 
provided by the mental health specialist. Although 
there is generally a well-specified agreement con- 
cerning patient referral and information flow, it often 
tends to be more informal, and the information flow 
tends to be more verbal. Clearly, educational consid- 
erations are of great importance, and there are often 
formal teaching experiences in addition to the consul- 
tative process. Obviously, this model is often encoun- 
tered in teaching hospital settings that have consulta- 
tion-liaison programs (24). A number of prepaid health 
settings, which are often affiliated with universities, al- 
so use this model. 

The Georgetown University Community Health 
Plan (25) and the Harvard Community Health Plan (26) 
demonstrate somewhat different approaches within 
the context of this model. Georgetown has a consulta- 
tive process that is more formal and extensive, while 
the Harvard plan stresses its functional components 
and emphasizes the more informal aspects of the con- 
sultative process. Lowenkopf and Paul (27) described 
an example of this model in a neighborhood health 
center. 


Model 5: Supervision and Education 


The primary emphasis in model 5 is on the educa- 
tional elements of the relationship, that is, providing 
non-mental-health professionals with the knowledge 
and skills to effectively assess, treat, and manage pa- 
tients with emotional problems. There is also a need 
for these professionals to develop an appreciation of 
when specialty expertise and referral are needed. 
Some iniormal or formal contractual elements may 
arise out of this model. The functional elements con- 
sist primarily of the increased and enhanced services 
provided by non-mental-health professionals and the 
appropriate referral to a backup specialty system. 
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Examples of this model include continuing medical 


education programs in psychiatry for nonpsychiatric 


physicians (28), Balint-type groups for physicians in 
practice or in training (29), and some programs in un- 
dergraduate and graduate medical education (30, 31). 


Model 6: Integrated Health Care Team 


Model 6 is, in a sense, a fluid synthesis of the three 
elements of the relationship. The mental health pro- 
viders are integrated into the day-to-day functioning of 
a primary health care team. There is usually no sepa- 
rate mental health entity. Instead, a mental health pro- 
fessional is assigned to each health care team. Refer- 
rals are made through direct discussion, and case 
problems are reviewed in regular team meetings. It is 
important to note that, generally, supportive and back- 
up specialty services are available through well-speci- 
fied relationships. The ongoing collegial and collabora- 
tive relationships constitute the bulk of the educational 
elements, but there is also an opportunity for more for- 
mal programs. 

This model has been well described in an HMO set- 
ting in New Haven (10, 32), a Boston neighborhood 
health center setting (9, 33), and' a small family prac- 
tice group in Canada (34). 

Inasmuch as these models seem to fit along a three- 
dimensional continuum, there is a considerable degree 
of overlap in their description. Moreover, it 1s quite 
possible to develop other organizational arrangements 
based on combinations of those presented here. 


CONSIDERATIONS IN CHOICE OF MODELS 


It is important that there be a heterogeneity of mod- 
els because different situations and problems suggest 
the use of different approaches and solutions. It would 
be most useful to develop some means of choosing the 
most appropriate model in a given context. Although 
we now have no formula for ascertaining the most ap- 
propriate model, clearly a number of factors must be 
taken into account in any planning for a lirkage pro- 
gram. Some of these considerations are dictated by 
existing conditions; others are controllable, depending 
on the needs, resources, and goals of the program. The 
following factors need to be taken into account: 

I. People served. The populations to which services 
are directed in both systems of care clearlv affect the 
manner in which services are delivered. It has been 
well established that the act of providing services to 
specifically designated geographical areas has impor- 
tant implications in terms of the use and types of serv- 
ices delivered (35). In prepaid settings, there is a de- 
fined membership whose special needs and ex- 
pectations must be taken into consideration (14, 19, 
22). The development of services targeted toward spe- 
cific populations on the basis of such factors as race, 
ethnicity, gender, and age must take into account the 
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specific and unique needs of those special groups (1). 
For example, children need special programs; a num- 
ber of such programs have been described (32, 36, 
37). 

2. Geography. The nature of the linkage in a sparse- 
ly populated rural area would be considerably different 
from that of an urban one. Related to this basic geo- 
graphic distinction are also important political, cultur- 
al, transportation, and epidemiologic issues that need 
examination (1, 38). 

3. Management. The question of under whose aus- 
pices the program is operated is clearly one of the first 
to be answered (39). Related to this is the location of 
the functional component of the relationship and the 
distance between the settings. 

4. Financing mechansim. The method of financing 
the relationship, whether it is on a fee-for-service, pre- 
payment, or privately or publicly subsidized basis, will 
obviously have a profound impact on the type of mod- 
el chosen (40-42). For example, models 4 and 5 would 
probably not be viable options in a fee-for-service 
system because there are currently no reimburse- 
ment mechanisms for consultation, supervision, and 
education. 

5. Philosophy of care. This area, although somewhat 
difficult to define, is nevertheless quite important. The 
philosophy of the two systems includes such issues as 
the extent to which there is a commitment to primary 
prevention as opposed to secondary or tertiary pre- 
vention (23), the presence of a particular educational 
mission (such as a university medical center might 
have), and the particular clinical-ideological per- 
spective of the settings (medical, social, or psycho- 
dynamic model, for instance). Obviously of great im- 
portance are the personal inclinations, skills, and 
training of the staff involved. 

6. Settings and levels of care. The types and levels 
of the settings to be linked (as shown in table 1) are 
two of the most important factors to be considered in 
designing an appropriate linkage program. For ex- 
ample, linking a primary health care setting to a level 2 
CMHC might require a model quite different from the 
linking of a level 2 community hospital and a level 2 or 
3 alcohol treatment center. 


FUTURE NEEDS 


The examination of the interface between general 
health and mental health has become an exciting and 
stimulating field that is clearly expanding and gather- 
ing scientific and political momentum. However, we 
must move cautiously and thoughtfully in this area. To 
avoid inefficiency, waste, and overpromising, we need 
to gather and disseminate a great deal of further infor- 
mation. 

There is a great need for further documentation of 
the benefits and effectiveness of linkage relationships 
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in terms of use of services, costs, patient satisfaction, 
and other outcome measures. There must also be some 
consideration of the hazards and negativz aspects of 
these relationships. 

We need to disseminate more informatien about and 
descriptions of various thoughtful arid inpovative pro- 
grams. A full repertoire of the various contractual, 
functional, and educational elements ave lable should 
be elucidated. 

Comparisons should be made among the various 
models to assess which types of programs are most 
useful for given situations as defined by the factors just 
described. For example, are certain sociceconomic or 
ethnic groups served better by one mode. than anoth- 
er? 

There should be a careful definition of zhe appropri- 
ate care-giving roles for the different d sciplines in- 
volved. Which type of services are best provided by 
primary care givers and which are most appropriately 
performed by mental health specialists? What are the 
optimum staffing patterns in different cortexts? Along 
with this is the importance of ascerlainirg what trzin- 
ing needs different groups have in crder :o fulfill their 
roles. 

Finally, there is a need to elucidate various methods 
of financing linkage relationships because some mod- 
els that might be clinically appropriate to a specific sit- 
uation are not effectively funded under p-esent financ- 
ing mechanisms. 

The mandate for comprehensive, coorc:nated, holis- 
tic health care combined with a more effective, effi- 
cient, and manageable health care system is clear. In- 
creasing the relationship between mentzl health and 
general health is an integral part of tLat endeavor. 
Equally clear, however, is the need to move carefully 


and thoughtfully in this area. 
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Insanity Acquittals in New York State, 1965-1978 


BY HENRY J. STEADMAN, PH.D. 


The author presents data on the use of the insanity 
defense to provide a basis for current debates on its 
revision. Generally, the experience in New York State 
in 1976 -1978 reflects an increasing number of insanity 
acquittals over 1965-1976, but the characteristics and 
length of hospitalization of the defendants remained 
fairly similar. In addition, in some counties the 
defense was used often, but in others it was not used at 
all. The author suggests that similar, more 
sophisticated analyses of the actual operation of the 
insanity defense be carried out to establish an 
adequate basis for designing rational social policy. 


——— HR 





T he purpose of this paper is to provide some empiri- 
cal facts about the actual use of the insanity de- 
fense on which debates of its revision might rely. My 
associates and I have presented some data on insanity 
acquittals in New York State for 1971-1976 (1) and for 
1965-1976 (2). More recently, at the request of a New 
York State Senate committee reviewing possible statu- 
tory changes in the insanity defense, we updated these 
materials for 1976-1978. 

The request from the senate committee grew from 
the spate of legislation that had been introduced in the 
previous session for revamping the state's insanity 
statutes. This legislative activity grew from the con- 
troversies surrounding the governor's veto of a death 
penalty bill at the time when David Berkowitz, ‘‘Son 
of Sam,” was facing trial. If Berkowitz had been found 
competent to stand trial, he was expected to plead not 
guilty by reason of insanity. The senate's interest was 
further sparked by a paper produced by the Depart- 
ment of Mental Hygiene (3) that recommended the 
abolition of the insanity plea in favor of a finding of 
diminished capacity, which would lead to treatment 
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within the correctional system. In these contexts, a 
number of bills had been or were expected to be in- 
troduced taking positions somewhere between accept- 
ing the diminished capacity prorosa. and retaining the 
current statutes. One bill that recetved »articular at- 
tention was a "guilty, but insane'' proposal similar to 
the Michigan statute that was found unconstitutional 
due to the lack of treatment available in the prisons to 
which defendants would have been sent. 

The data presented here were compiled to inform 


the legislative debates on possible revision or the New 


York State insanity defense statutes. Al:hough much 
of the anticipated debate on these issues was headed 
off by David Berkowitz' guilty plea and the unexpect- 
edly small amount of importance of the death penalty 
veto in the 1978 gubernatorial election. at the time 
these data were gathered the next egisbative session 
was expected to scrutinize the statutes for possible re- 
vision. 

With these data, plus some other -ecertly published 
information from other jurisdictions a deta base is be- 
coming available from which informed decisions can 
be reached. Such data are essential ingredients in so- 
cial policy debates about the insanity defense because 
planning must go beyond establishing lezal principles 
to understanding the implications of their implementa- 
tion for the actual administration of the mental health 
and criminal justice systems..It is znadequate to rely 
solely on legal principles and medical iceology in at- 
tempting to regulate human behavior. What results 
from the application of these principles and ideologies 
requires close scrutiny. 

Although the literature dealing wath the insanity de- 
fense is replete with learned tracts on tre philosophy 
of the defense, data on the people zcqui-ied and their 
experiences after acquittal are sparse. Morrow and Pe- 
terson (4) provided one of the earliest empirical analy- 
ses of insanity acquittals focusing >n recidivism and 
prognosis. In 1977 Pasewark and Lanthcrn (5) looked 
at its use and implications in rural Wycming, and in 
1974 Cooke and Sikorski (6) analyzed factors associat- 
ed with release in Michigan. Also, two rezent reports 
(7, 8) have examined attorneys’, juciges*. and legisla- 
tors’ perceptions of the use of the cefense. In both of 
these reports the frequency of insamity acquittals was 
greatly overestimated. Singer (9) provided some ex- 
tremely useful information about pcstaccuittal experi- 
ences in New Jersey. Her findings are useful com- 
parisons for our New York data fo- 1975 to 1978 be- 
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cause her data are from November 1976 through 
November 1977. 

Generally, the experience in New York State in 
1976-1978 reflects an increasing number of insanity ac- 
quittals, but the characteristics and length of postac- 
quittal hospitalizations of the defendants remained 
fairly similar to those in 1965-1976. Further, our New 
York data are similar to the New Jersey data reported 
by Singer (9). 


METHOD 


Our earlier reports studied all defendants acquitted 
by reason of insanity from April 1, 1965, through June 
30, 1976. The cutoff date was arbitrary; it simply re- 
flects when the earlier research was done. After ac- 
quittal, all of the defendants were automatically com- 
mitted to a hospital for mental health treatment until 
they were no longer in need of care and treatment and 
did not pose a danger to the community. Then the hos- 
pital petitioned the committing criminal court for the 
person’s release. This report highlights New York 
State’s experiences with insanity acquittals from July 
1, 1976, through June 10, 1978. The current work relies 
solely on records available from the New York State 
Department of Mental Hygiene. 


FINDINGS 


As is evident in table 1, the volume of insanity ac- 
quittals in New York State has steadily risen, contin- 
uing to do so over the past 2 years. The acquittals are 
separated in 1965-1971 and 1971-1976 on both empiri- 
cal and statutory grounds. Before September 1, 1971, 
‘the effective date of the revised Criminal Procedure 
Law. most defendants acquitted by reason of insanity 
were housed in a maximum security correctional hos- 
pital—Matteawan State Hospital. The law that went 
into effect in September 1971 required that they be 
treated in a Department of Mental Hygiene facility. 
Whether this administrative change caused the marked 
increase in acquittals is purely speculative. Regard- 
less, there has been a dramatic increase in the number 
of insanity acquittals since 1971. This increase has 
moderated but continues through the past 2 years with 
55 acquittals a year in 1976-1978 statewide compared 
with 47 in 1971-1976 and only 8 in 1965-1971. 

The reasons for this dramatic increase in successful 
pleas are entirely speculative. Whether defense at- 
torneys view current conditions in state mental hospi- 
tals as more favorable for their clients than was the 
case in the 1960s, whether the proportion of successful 
pleas has increased while the total number of cases in 
which the plea is used has remained constant, or 
whether the visibility of this plea has increased to the 
point that it is more often used is entirely unclear. 
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TABLE 1 
Insanity Acquittals in New York State, 19651978 

Acquittals 

Average 

Study Period Men Women Total per Year 
April 1, 1965- August 31, 1971 43 10 53 8 
September 1, 1971-June 30,1976 196 20 225 47 
July 1, 1976-June 30, 1978 95 14 109 55 
Total 334 $3 387 


What is clear, however, is that although the volume of 
cases has dramatically increased, the characteristics of 
the acquitted defendants and the types of crimes for 
which acquittals occur have changed only slightly. 

Of the 109 people acquitted in 1976 to 1978, 95 (87%) 
were men and 14 (13%) were women; this ratio almost 
matches the 86%-14% men-women ratio for 1965- 
1976. Thus, women continue to be overrepresented 
among insanity acquittals compared with all correc- 
tional admissions (1396 compared with 496). Likewise, 
whites are still overrepresented among acquittees 
compared with the state prison population (60% com- 
pared with 31%). The figure of 60% of acquittees who 
were white in 1976-1978 is very close to the 65% figure 
for 1965-1976. In age as well, the 1976-1978 acquittees 
were like those of the previous decade. The men and 
women both averaged 33 years of age, 3 years less 
than the 1965-1976 men and 1 year less than the wom- 
en. Clearly, on age, sex, and race characteristics, the 
most recent acquittees had not changed from those of 
the previous 10 years. 

The previous mental hospitalization rate of the 
1976-1978 group remained at almost precisely the 
same level as the rate for 1965-1976. In the past 2 
years 58% of acquittees had never been hospitalized in 
a state facility; 56% of the 1965-1976 group had never 
been hospitalized in a state facility. This figure is very 
close to Singer’s recent finding in New Jersey (9): 50% 
of her subjects had never been hospitalized in a state 
facility. 

Table 2 shows the crimes for which the defendants 
were acquitted. There were only a few inconsequential 
shifts in the past 2 years. Because there were no sub- 
stantial differences in the 1965-1976 period, all cases 
for this period are grouped together for clarity. Murder 
cases, including attempted murder, were by far the 
most frequent, but they comprised much less than the 
90926-10096 of acquittals that are often envisioned by 
the public and by lawmakers. For the 1965-1977 peri- 
od, 53% of the cases were murder or attempted mur- 
der, compared with 4426 in 1976-1978. In both periods 
assaults were the second most frequent offense—15% 
and 896, respectively. Other offenses that were fre- 
quent in both time periods were arson (5% and 12%) 
and robbery (7% and 4%). 

Cooke and Sikorski's sample of 1965 and 1972 ac- 
quittals in Michigan (6) included 71% with murder 


Am J Psychiatry 137:3, March 1980 


HENRY J. STEADMAN 323 


TABLE 2 
New York State Insanity Acquittals by Criminal Charge and Sex, 1965-1976 and 1976-1978 
1965-1976 x 1976-1978 
Men Women Total Men Women Total 
(N —239) (N=39) (N=278) (N=96) (N=14) (N=110) 
Criminal Charge | N % N % N Fo N % N % N % 
Murder 118 49.4 30 76.9 148 33.2 42 43.8 6 42.8 43 43.6 
Manslaughter 12 5.9 4 10.3 16 5.8 Í 1.0 — — i 0.9 
Kidnapping I 0.4 — -— I 0.4 2 2.1 _ — 2 1.8 
Rape 6 2.5 . — — 6 2.1 5 9:4 — — 5 4.5 
Robbery 17 7.1 z 5.1 19 6.8 4 4.2 — — 4 3.6 
Assault 42 17.6 — — 42 15.1 9 9.4 =- — 9 8.2 
Arson 13 5.4 2 5.1 15 5.4 9 9.4 4 28.5 73 11.8 
Burglary i 2.9 — — 7 2.5 8 8.3 — — 8 7.3 
Sexual abuse, sodomy 5 24 — — 5 1.8 5 5.2 — — 5 4.5 
Possession of weapon l 0.4 — — 1 0.4 3 3.1 =- E 3 2 
Reckless endangerment 4 1.7 — — 4 ].4 I 1.0 — — l 0.9 
Escaping 3 1.3 — — 3 1.1 1 1.0 = — l 0.9 
Menacing 1 0.4 — — 1 0.4 1 1.0 — — 1 0.9 
Drug sales 3 1.3 I 2.6 3 1.1 — — — — — — 
Other 6 2.5 I 2.6. 7 25 1 10 2 14.3 3 2:1 
Information missing = — — — — — 4 4.2 2 14.3 5 3:3 


charges, but Singer (9) reported a lower proportion of 
murder cases (26%) and a much higher proportion of 
assaults (35%). The differences between her findings 
and ours may be explained partly by our including at- 
tempted murder with murder; in her categorizations 
attempted murder was included with assaults. Arson 
ranked third in frequency in Singer's New Jersey cases 
(9%); rape also ranked third (9%). Other offenses in- 
cluded robbery (6%), larceny (6%), possession of a 
weapon (6%), and drug sales (2%). 

As is evident in table 2, the crimes of the women 
acquitted in both time periods in New York State were 
very different from those of the men. Fully 77% of the 
women acquitted in 1965-1976 were charged with mur- 
der or attempted murder; 43% were so charged in 
1976-1978. These percents are substantially higher 
than the 49% figure for men in the 1965-1976 period 
and about the same as the 44% figure of the men ac- 
quitted of murder in 1976-1978. The explanation for 
the huge decrease from 77% to 43% from the first to 
the second time period among the women is uncertain. 
It is conceivable that as more years are added to the 
1976-1978 period, a trend consistent with the longer 
1965-1976 period might emerge, but this will have to 
await further data. Regardless, of all defendants ac- 
quitted by reason of insanity for the entire 12 years, 
women much more often than men were charged with 
murder or attempted murder and were much less often 
charged with property offenses. 

Just as it was in our 1965-1976 analyses, in the past 2 
years there were very wide variations in the number of 
acquittals across state counties. Only 39 of New 
York's €2 counties (63%) had acquittals over the 10- 
year period 1965-1976; 24 of the 62 (39%) had acquit- 
tals in 1976-1978. Clearly the successful use of the in- 
sanity plea does not occur evenly across the state. Al- 
bany County, which had the highest rate, had .63 ac- 


quittals per 10,000 residents in 1965-1975, compared 
with Niagara County and Westchester County, which 
had the lowest rate—.04 (see table 3). In 1976-1978 
Albany had the third highest rate of acquittal. Other 
counties that ranked in the top 10 in frequency in both 
time periods were Sullivan (second and eighth, respec- 
tively), Steuben (fifth and seventh), and Chautauqua 
(eighth and tenth). However, 22 of the 62 counties 
(35%) have not had a single acquittal for insanity in 12 
years, despite the fact that these counties have just 
over one million residents. It appears tha: the appli- 
cation of the insanity statutes depends more on the idi- 
osyncrasies of attorneys, prosecutors, and judges than 
on the number of people in the countv. 

There remains one other area of concern regarding 
insanity acquittals: what happens to acquitted defend- 
ants after hospitalization? Table 4 presents data on the 
number of people released after acquittal and the 
length of confinement for those released and those still 
hospitalized from both study cohorts. As is apparent, 
4096 of the 1965-1976 group were still hospitalized, 
and another 4% were in the community under hospital 
supervision. Those discharged averaged 406 days of 
hospitalization. Twelve (4%) of the acquittees had es- 
caped at the end of the follow-up period. Cn the aver- 
age these 12 patients had been hospitalized for 546 
days before their escape. Another 12 patients (4%) had 
died. Only 6% of the 1976-1978 group had been dis- 
charged after an average of 189 days of hospitalization 
after acquittal. On the basis of the length of hospital- 
ization of the 1965-1976 group, it appears that the re- 
cent acquittees were being retained for a longer period 
of time. The 97 acquittees from the 1976-1978 group 
who remained hospitalized had been retained for al- 
most as long as the average length of stay of the 131 
released patients from the 1965-1976 group (see table 
4). 
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TABLE 3 
Frequency and Rate per 19,000 Residents of Insanity Acquittals, by 
New York State County, 1965-1976 and 1976-1978 


1955-1976 1976-1978 — 
Rate per Rate per 
County N 10,000 Residents N 10,000 Residents 
Albany 18 .63 i .24 
Sullivan 3 57 I 19 
Erie 55 48 8 .07 
Cherango 2 43 — — 
Steuben 4 .40 2 22 
Putnam 2 33 — = 
Genessee 2 34 — — 
New York 42 ir: 16 10 
Broome 6 27 — mone 
Chartauqua 4 .27 2 .14 
Onondaga 12 22 1 02 
Ontario 2 20 — — 
Wayae 2 25 2 25 
Cattaraugus 2 24 — — 
Franklin l 23 l .23 
Allegany 1 22 I 22 
Delaware I 2d — — 
Dutchess 5 22 2 .09 
Monzoe 14 16 4 .06 
Columbia I 19 1 19 
Monigomery 1 18 — — 
St. Lawrence 2 18 € es 
Herkimer 1 ;19 — — 
Clinton i 14 — — 
Ulster 2 .I4 — — 
Rensselaer 2 13 l .07 
Tompkins ] 13 l 13 
Queens 22 ll 14 07 
Oswego ] 10 — — 
Suffolk 11 10 5 04 
Orange 2 .09 — = 
Kings 22 .08 13 .06 
Saratoga 1 .08 — — 
Bronx 1i .07 ii .07 
Oneida 2 .07 — — 
Richmond 2 07 l .03 
Nassau 9 .06 6 .04 
Niagara 1 .04 — — 
Westchester 4 04 2 .02 
Seneca — — 3 .86 
Jefferson — — 2 E. 


It is also importan: to note from table 4 how long the 
patients who were still hospitalized had been detained. 
All too often, media reports focus on what appears to 
be extremely brief hospitalizations for people ac- 
quitted of notorious deeds. They overlook the person 
who is still hospitalized. From the 1965-1976 period 
112 acquittees remzined hospitalized as of June 30, 
1973, for an average of 4!/; years. Likewise, 97 of the 
109 acquittees from the 1976-1978 group remained 
hospitalized as of June 30, 1978. Most defendants ac- 
quitted by reason of insanity can expect hospital- 
izations of 4 years or more. As Singer (9) and I (10) 
have noted, it is very misleading to compare the hospi- 
talization times of people acquitted by reason of in- 
sanity with those of people convicted of the same 
charges. Plea-bargaining occurs in 92% of the criminal 
cases in New York State (11); therefore, very few of 


Am J Psychiatry 137:3, March 1980 


TABLE 4 
Status, as of June 30, 1978, of Defendants Acquitted by Reason of 
Insanity in New York State, April 1, 1965~June 30, 1978 


April 1, 1965- April 1, 1976- 
June 30, 1976 June 30, 1978 
(N=278) (N= 109) 
Length of Length of 
Hospital- Hospital- 
ization? ization? 
Status N % (days) N % (days) 
Discharged I3] 47.1 406 6 5.5 189 
Escaped 12 4. 546 5 4.6 225 
Died 12 43 1 9 146 
In community 
under 
supervision 11 40 637 0 
Hospitalized 112 40.3 1,701 97 89.0 - 402 


*Days actually in hospital before escape, discharge, or community placement. 


the defendants acquitted by reason of insanity would 
have been sentenced for the arrest charge. They would 
have bargained for a reduced charge and would have 
spent time incarcerated waiting for trial. This time 
would then be counted against their sentence time; 
with the accrual of ‘‘good time" their time in- 
carcerated would have been further reduced. 

To meaningfully compare the detention time of in- 
sanity acquittees with an appropriate group of criminal 
defendants, one must compare the amount of time the 
acquittees spent in the hospital with the amount of 
time people actually convicted of similar crimes spent 
incarcerated. Otherwise, arrest charges of one group 
(acquittees) are compared with conviction charges of 
another (offenders). The latter is usually substantially 
less severe and results in much shorter sentences. In 
the cases here, it would appear that the actual amount 
of time spent in the hospital closely approximated the 
amount of time that the person would have been de- 
tained if conviction had ensued in the usual course of 
the criminal justice system. 

In table 5 it is evident that the more serious offenses 
tended to be associated with longer detention. Among 
the 1965-1976 group the two acquittals for rape aver- 
aged 1,102 days, and the 55 released murder acquittees 
averaged 500 days. This compared with 188 days aver- 
aged by the 8 released robbers and 288 days for the 
acquitted burglars who were released. Because so few 
of the 1976-1978 group had been released by June 
1978, it is premature to attempt to demarcate any 
trends. Only 7 of these patients had been released as of 
June 1978. 

The pattern of patients acquitted of murder remain- 
ing hospitalized longer is consistent with Singer's find- 
ing (9). In her New Jersey data the average hospital- 
ization time of all of the defendants in her study group 
who were released was 14.3 months, but those who 
had been charged with murder averaged 24.2 months 
of hospitalization. This finding is contrary to one my 
associates and I reported using only the 1971-1976 
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TABLE 5 


Amount of Time Spent Hospitalized by Defendants Acquitted by Reason of Insanity and Discharged from New York State Psychiatric 


Through June 30, 1978 


HENRY J. STEADMAN 
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Centers 


dodi 1976-1975 
Number of HEROS Number of Number of 

Charge Defendants Range Mean Defendants In-Hospital Days 
Murder 55 1-2326 500 l 125 
Manslaugt:ter 5 143-907 350 — — 
Criminal or negligent homicide I — 61 — — 
Robbery 10 6-565 188 — — 
Kidnapping — — — 1 458 
Assault 25 33-1033 ` 398 1 312 
Reckless endangerment 4 78-475 240 — — 
Burglary 6 20-622 288 | 136 
Rape 2 1042-1162 1102 — — 
Sexual abuse, sodomy 4 36-765 384 — — 
Arson T 45-1434 384 — — 
Possession of weapon I — 863 l 14 
Possession of burglary tools i — 191 — — 
Forgery 1 — 152 — — 
Driving while intoxicated l — 7 — — 
Endangering the welfare of a child I — 322 — — 
Criminal mischief ] — 71 — — 
Drug sales 1 — 58 — — 
Resisting arrest 2 76-360 218 — — 
Escaping 1 — 39 — — 
Absconding 2 94-301 198 — — 
Information missing — — — ] 19 
Total 131 1-2326 406 6 180 


New York State data (1). For that time period there 
was no discernible relationship between severity of 
crime and length of confinement. With longer follow- 
up and a larger group, such an association appears to 
occur. 

In summary, there has been a marked increase in the 
number of insanity acquittals in New York State over 
the past 12 years. Although the volume has increased, 
the characteristics of the acquitted defendants have 
changed little, as have the offenses for which they 
were acquitted. Acquittees are older and are more of- 
ten white and female than are prison inmates. Murder 
is the mast frequent offense for both men and women 
but there is a substantially higher frequency of the 
charge of murder among the acquitted women. 
Lengths of hospitalization vary widely, but longer de- 
tention is associated with the more serious offenses. 
Nevertheless, 40% of the defendants acquitted from 
- 1965 through 1976 remained hospitalized for an aver- 
age of 1,701 days, and fully 89% of those who were 
acquitted in the past 2 years were still hospitalized as 
of June 1978. 


DISCUSSION. 


The data presented here are limited in that they 
come from only one state. Although limited, they are 
also the most comprehensive set of data available 
about the actual operation of the insanity defense. It is 
crucial that similar, more sophisticated analyses be de- 


veloped for other jurisdictions. It is presumptuous to 
debate the possible revision of the insanitv defense in 
the absence of data about how it has been and is func- 
tioning. It might be stimulating to argue the philosophi- 
cal bases and metaphysics of criminal responsibility, 
but by themselves these are inadequate bases on 
which to plan rational social policy. We must develop 
a better understanding of the actual applications of 
these principles through data on the administration of 
existing statutes. Clearly, the administrative realities 
diverge from idealized principles. One has but to look 
at the high discrepancies among the 62 counties in 
New York to see the gap between theory and practice 
in insanity acquittals. It may be mere productive in 
assessing the need for revising the insanity defense to 
begin with the administrative and treatment realities 


than to assume appropriate practices wil flow from 


sound legal principles. 

Social policy analysis, such as that surrounding cur- 
rent debates on the insanity defense, need not take ei- 
ther-or positions on approaches to needed analyses. 
Legal principles and medical ideology have necessary 
places in these discussions. However, empirical analv- 
ses of the application of the principles and ideologies 
are also necessary ingredients. Physiciams, lawyers, 
courts, and the media should call on the states to com- 
pile the data néeded to inform these discussions. The 
current paucity of the type cf data presented here rele- 
gates most debates on the insanity defense to little 
more than fodder for campus forensic societies. Psy- 
chiatry and law both deserve better. 
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In Search of True Freedom: Drug Refusal, 
Involuntary Medication, and “Rotting with 


Your Rights On” 


A society which is based on the letter of the law and never reaches any higher ts taking 
very scarce advantage of the high level of human possibilities. The letter of the law is t20 
cold and formal to have a beneficial influence on Society. (1) 


L a number of areas the psychiatric profession is having to learn to dezl with 
lawyers entering into the clinical sphere. The complexity of this situation relates 
in part to a conflict of models: legal versus clinical (2). At best, litigation promotes 
needed reforms; at worst, the adversary mode of the lawyer's courtroom subverts 
the therapeutic alliance of the physician's office. 

One area of controversy, addressed by the special section articles in this issue, 
is the question of drug refusal and the use of medication against the will of the 
psychiatric inpatient. Although each article deals with specific aspects of the issue 
and argues from a different point of view, the section, considered as a whole, 
attempts to provide a multifaceted portrait and a balanced view of this problem. 

As with many forensic psychiatric issues, the pendulum of judicial thought in 
this area has swung in both directions. In the late 1960s, in Minnesota and New 
York, physicians were successfully sued for not medicating committed, drug-re- 
fusing patients. Currently, in Massachusetts, doctors have been sued for medicat- 
ing drug-refusing patients (3). In the Massachusetts case the issue was clearlv a 
conflict of freedoms: is that patient more free whose delusional refusal of medica- 
tion is honored, freeing him or her from nonconsensual invasion of bodily integri- 
ty? Or is this a sham freedom, a "freedom of psychosis,” that represents a greater 
slavery than having the refusal, under appropriate sanctions, overruled, even at 
the cost of bodily invasion? 

Judicial thinking on this matter must strike the clinician as a bit bizarre. At one 
point in his opinion on the Massachusetts case, Judge Joseph Tauro remarked: 


Whatever powers the Constitution has granted our government, involuntary mind 
control is not one of them. . . . The fact that mind control takes place in a mental institu- 
tion in the form of medically sound treatment of menta] disease [does not warrant] an 
unsanctioned intrusion on the integrity of a human being. 


This excerpt clearly illustrates the failure of the legal mind to grasp clinical 
realities. The clinician would, of course, point out that a psychosis is itself in- 
voluntary mind control of the most extensive kind and itself represents the most 
severe ''intrusion on the integrity of a human being." The physician seeks to 
liberate the patient from the chains of illness; the judge, from the chains of treat- 
ment. The way is paved for patients to *'rot with their rights on" (2). 

Alan Stone, M.D., President of APA, was recently quoted (4) on the excellent 
point that legal advocates for the mentally ill “have treated rights as if they consti- 
tuted the needs of the mentally ill." As is the case with a number of therapeutic 
interventions—for example, ECT (5) and seclusion (6)—the naive observer is 
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challenged to attain a balanced perspective that accords equal weight to the clini- 
cal/therapeutic as well as the civil-rights dimensions of involuntary medication— 
the needs as well as the rights. The preponderance of controversy on this issue has 
almost exclusively stressed the civil rights perspective and the tension between 
the right to treatment versus the right to refuse treatment. This imbalance must be 
redressed as we seek to understand better the patient instead of the plaintiff. We 
must draw our inspiration from Solzhenitsyn (1), who reminds us, 


whenever the tissue of life is woven of legalistic relations, there is an atmosphere of 
moral mediocrity, paralyzing man’s noblest impulses. 
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SPECIAL SECTION: Life, Liberty, and the Pursuit of Madness—The Right to 


Refuse Treatment 


Refusing Treatment for Mental Illness: Historical and Ethical 


Dimensions 


BY STANLEY JOEL REISER, M.D., PH.D. 


The author summarizes the historical bases for 
overzealous intervention by physicians, noting the 
tensions among medical technology, nature as a 
healing force, and the physician’s warrant to treat. 
He discusses John Mill's On Liberty and Gerald 
Dworkin's “Paternalism” and suggests that there are 
times when the intervention should be withheld, but 
never the care. 


the matter of defining limits to the physician's war- 
qus to intervene in the interest of helping a patient 
poses great problems for modern physicians. This is 
partly the consequence of a belief that modern medi- 
cine has much to offer the patient. It is also the result 
of confusion about where to draw lines between the 
responsibility to intervene and the responsibility to let 
be. 


HISTORICAL DIMENSIONS 


Doctors in other civilizations at other times have 
faced this sort of problem. Particularly instructive is 
the interpretation given this issue by the physicians 
who practiced in ancient Greece and were followers of 
the Hippocratic school of medicine. Their writings, ac- 
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cumulated principally between the fifth and third cen- 
turies B.C., are compiled into a group of works known 
as the Hippocratic Corpus. In one of these essays, 
known as The Art, the physician-author defines his 
view of the doctor's role: ‘‘In general terms, it is to do 
away with the sufferings of the sick, to lessen the vio- 
lence of their diseases, and to refuse to treat those who 
are overmastered by their diseases, realizing that in 
such cases medicine is powerless” (1, p. 193). The au- 
thor then states his view of how a doctor justified re- 
fusing to initiate the treatment of a »atient whose dis- 
order seemed beyond the power of current therapy to 
heal: 


For if a man demand from an art a power over what 
does not belong to the art, or from nature a power over 
what does not belong to nature, his ignorance is more al- 
lied to madness than to lack of knowledge. For in cases 
where we may have the mastery through the means af- 
forded by a natural constitution or by an art, there we may 
be craftsmen, but nowhere else. Whenever therefore a 
man suffers from an ill which is too strong for the means at 
the disposal of medicine, he surely must not even expect 
that it can be overcome by medicine. (1, p». 203, 205) 


The Greek physician had a relatively clear idea of 
where he stood in relation to his warrant to treat. Dis- 
orders that responded to his ministrations required in- 
tervention. Those which did not respond did not de- 
mand action; to intervene in such cases was to arro- 
gantly assert that the power of man exceeded the 
power of nature. Nature to the Hippocratic Greex doc- 
tor was to be lived with, helped, and in that wav gov- 
erned. Therapy was moderate and incended to assist 
the natural forces of the body to overcome tne illness, 
not do the whole job itself. The physician who engaged 
in reckless combat against a disorder too powerful for 
his means not only displayed a self-damaging pride but 
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also diminished the art of medicine in the eyes of oth- 
ers. 

The view that nature can be overcome by art was 
increasingly nurtured from at least the seventeenth 
century, when the so-called Scientific Revolution be- 
gan. With enthusiasm and confidence, investigators 
since this time have explored the nonorganic and bio- 
logical worlds, dissecting their components through 
instrumental methods of fact-finding such as tele- 
scopes and microscopes and through such newly re- 
fined methods of fact-testing as experimentation. The 
success Of these efforts is well known, but their in- 
fluence in producing therapeutic excess calls for com- 
ment. The same ideal that drove investigators to re- 
lentlessly prove that nature's secrets could be un- 
covered, that knowledge of nature led to power and 
domination, also helped to foster a therapeutic in- 
temperance. This intemperance reached its peak in the 
early nineteenth century, when a mania for blood- 
letting developed. This mania is illustrated in a letter 
written in 1803 by another physician to Benjamin 
Rush, a foremost advocate of ‘‘heroic bleeding”: 


It is with unfeigned pleasure—My dear friend, that I as- 
sure you the bleeding System gains ground rapidly. When 
I first commenced the practice every practitioner repro- 
bated bleeding; now all bleed some most profusely and 
upon all occasions . . . to open a vein 3, 4, 6 or 7 times ina 
disease is now with me very common. I have in one case 
of Pneumony drawn blood 17 different times and the per- 
son was nearly cured of it but finally died by a relapse 
caused by exerting himself. This case, sir, has surpassed 
any in this place, and so far from the family being opposed 
toit...they have frequently drawn blood before I could 
arrive. The bleeding doctor is my appellation, and I assure 
you I begin to find it very profitable to me. It is the most 
rational remedy I know and the most efficacious. (2, pp. 
235-236) 


In medicine as these events took place, many looked 
on the Hippocratic teachings on therapy as a paean to 
the defeat of man by nature—as a self-effacing with- 
drawal and abrogation of responsibility by the doctor. 


The French physician M.S. Houdart, for example, . 


writing in 1836, recorded the main responses of the 
Hippocratic physician to illness as ‘‘to examine stools, 
urine, sweats, etc., to look therein for signs of coction, 
to announce crises and to pronounce sentences of 
death” (3, p. xix). 


Other physicians, however, reacted to these ex- . 


cesses by returning to the Hippocratic view of thera- 
py. Notable is the 1835 monograph by Jacob Bigelow, 
A Discourse on Self-Limited Diseases, in which he ar- 
gued that many disorders were cured by nature, not by 
medical science. He wrote, 


The longer and more philosophically we contemplate 
this subject the more obvious it will appear, that the phy- 
sician is but the minister and servant of nature; that in 
cases like those which have been engaging our considera- 
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tion, we can do little more than follow in the train of Ji- 
sease, and endeavor to aid nature in her salutary inten- 
tions, or to remove obstacles out of her path. . . . Bui if 
we can accomplish comparatively little in the actual direc- 
tion of disease, the necessity becomes more imperative 
that we should do that little wisely, and well. The impor- 
tance and usefulness of the medical profession, inst2ad 
of being diminished, will always be elevated, exactl" in 
proportion as it understands itself, weighs justly its own 
powers, and professes simply what it can accomplish (4, 
pp. 34-35) 


In modern medicine the view of doing much aad the 
view of doing little both have advocates, but the prin- 
cipal modern conception is that more treatment s bet- 
ter than less. The physician who battles nature, who 
goes that extra mile to dominate disorder with therapy 
is approved, rarely criticized. 


ETHICAL DIMENSIONS 


Defining the limits of the physician's warrant to treat 
illness involves another set of problems, which have 
been discussed mainly by philosophers. They center 
around the moral and political justifications of sovern- 
ments and experts to override the opinions of -ndivid- 
uals about what constitutes their best interests. Two 
philosophers with valuable thoughts on this. question 
are John Stuart Mill and Gerald Dworkin. 

Mill's treatise On Liberty, published in 1859, con- 
tains a clear and forceful statement of individual rights 
against those of authorities: 


The object of this Essay is to assert one very simple 
principle, as entitled to govern absolutely the dealings of 
society with the individual in the way of compulsion and 
control. . . . That principle is, that the sole end Zor which 
mankind are warrented, individually or collectively, in in- 
terfering with the liberty of action of any of the.r number 
is self-protection. That the only purpose for wh.ch power 
can be rightfully exercised over any member of a civilized 
community, against his will, is to prevent harm to others. 
His own good, either physical or moral, is not € sufficient 
warrent. He cannot rightfully be compelled to do or for- 
bear because it will be better for him to do so, because it 
will make him happier, because, in the opinions of others 
to do so would be wise, or even right. These are good 
reasons for remonstrating with him, or reasoning with 
him, or persuading him, or entreating him, but not for 
compelling him, or visiting him with any evil in case he do 
otherwise... . Over his own body and mind the individual 
is sovereign. (5, p. 186) 


Mill insisted that his doctrine was not a statement of 
selfish indifference or an assertion that we adopt a pol- 
icy of total noninterference in the affairs of others. In- 
deed, he acknowledged that people withoutthe mental 
capacity to make decisions should have them made by 
others. Mill’s statement is a plea for education and 
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persuasion, not compulsion, in social intercourse with 
rational actors. He asked who could claim to be more 
interested in our well-being than ourselves: the inter- 
ests of others in us are, generally, ‘‘trifling’’ by com- 


parison. Even if another understands the nature of any. 


given prcblem we have better than we do, the likeli- 
hood that this knowledge will be misapplied is great. 
Mill argued that the consequences are better, on the 
whole, when we allow each other to live according to 
our own wishes, rather than live as seems good to the 
rest. He argued further that the freedom to choose, to 
be an autonomous actor, is good, independent of the 
consequences of the choice. 

Gerald Dworkin, in his 1972 essay ‘‘Paternalism’’ 
(6), took a somewhat different view of this issue. 
Dworkin supported Mill’s declaration that a principal 
benefit of free choice is preserving a wide range of 
freedom for the person in his future actions. However, 
Dworkin believed that this view allows certain types of 
arguments that favor paternalism, and he specified cir- 
cumstances that would prompt rational people to agree 
to conditions under which their liberty could be limit- 
ed, even when the interests of others are not at stake. 
One such circumstance is when the person acts con- 
trary to his actual preference: for example, the person 


who jumps from a window believing he will fly up- 


ward. Assuming he does not wish to hurt himself, we 
can conclude that at some future date he will welcome 
an intervention that restrained him until he acquired a 
more realistic view of the situation. 

A second kind of case involves actions taken when 
the person is making decisions under extreme pres- 
sure, in the heat of the moment: for example, attempt- 
ing suicide. A third class of decisions involves dangers 
. not adequately understood by the individual: for ex- 
ample, a person who knows the hazards of cigarette 
smoking but lacks the willpower to quit or inappro- 
priately discounts its future risks and consequences. 

In such cases Dworkin believed paternalism may be 
justified, but he nonetheless insisted that its use be 
strictly limited and recommended two principles to 
help ensure this: 1) that the burden be placed on au- 
thorities to clearly delineate the nature of the harm to 
be avoided and the likelihood of its occurring, and 2) 
that if there are alternative ways that do not restrict 
but reach the end desired, they must be used even if 
their cost and inconvenience are great. 


MENTAL ILLNESS AND THE PHYSICIAN 


The weighing of such considerations when a patient 
has normal mental function is difficult enough. Mental 
illness significantly clouds the picture in several ways. 
Two questions arise: 1) Is the problem one in which 
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the patient can weigh certain kinds cf alternatives ra- 
tionally despite his mental illness? and 2) How does 
one judge whether the behaviors contemplated are ac- 
tually harmful to the patient or to others? In both in- 
stances, our medical ability to make accurate judg- 
ments is limited by current knowledge. These limits 
require us to ask another question: When considerable 
doubt exists on either or both counts, where ought we 
chance error—on overzealous therapy that invades 
rights of patients or on premature withdrawal that 
causes injury? | 

The physician is not essentially different from other 
authorities, such as the clergyman or the lawyer, who 
seek the good of mankind and have great responsibility 
for human welfare. I see no justification fcr physicians 
in general, or psychiatrists in particular, to have more 
power than such other experts to override the ex- 
pressed wishes of people or to have greater responsi- 
bility for harm to self or the public caused by the in- 
temperate behavior of clients. Psychiatrists should 
seek public authorization to intervene therapeutically 
against the wishes of patients when substantial evi- © 
dence exists that the individual cannot decide the mat- 
ter rationally and, additionally, when the proposed 
therapy holds substantial promise of improving the 
condition in question. If a therapy can do little to fun- 
damentally change a prognosis and/or is not in accord 
with the patient's rationally stated desires, we are jus- 
tified in withholding it. There is no reason to do all that 
we can do because agencies of therapy are on hand or 
because we believe our judgment about the circum- 
stances is superior to the patient's. When we have 
reached the medical or moral limits of our ability to 
intervene we must cease the intervention—but not the 
care. Even in cases in which health profess:onals have 
concluded that certain therapeutic measures are no 
longer appropriate or possible, surelv they can agree, 
as Ned Cassem has written, ''that certain extreme 
measures are still indicated—exacting responsibility, 
extraordinary sensitivity, heroic compassion” (7, 
p. 37). 
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The Psychiatrist’s Double Bind: The Right to Refuse Medication 


BY MAURICE DEG. FORD, J.D. 


The assertion of a patient’s right to refuse medication 
places a psychiatrist in a double bind because he or 
she knows that medication will often greatly relieve 
mental disturbance. Delaying medication until the 
patient is formally judged incompetent and a guardian 
appointed causes discomfort for the patient, the 
physician, staff, and other patients. On the other 
hand, forcing medication on a patient undermines the 
latter's sense of autonomy and may interfere with his 
cr her constitutional rights, as a federal judge has 
ruled in the famous Boston State Hospital case. The 
righ! to refuse medication presents a uniquely 
intriguing case study of a need for accommodation 
between abstract constitutional concepts and 
practical realities and has opened a profound legal 
and ethical debate about the nature of ''true 
freedom.” 


Psychiatric expert witness: A patient who comes into 
the hospital, who is not violent but simply says he is very 
depressed, apathetic, sits in a corner, refuses medications, 
and that patient is going to sit there for a long time, maybe 
years—that's a personal quiet emergency. 

Federal Judge Joseph Tauro: But he's got a right to re- 
fuse that medication, hasn't he? He's got a right to sit in 
that corner the rest of his life. Those are two questions, 
you can answer either one. (colloquy during the trial of 
Rogers v Boston S'ate Hospital, Sept. 22, 1978 [1, trial 
transcript 51-31] 


he assertion of a patient's constitutional right to 
Tq medication for mental illness places a psy- 
chiatrist in a double bind. As a trained member of a 
caring profession, a psychiatrist knows that the admin- 
istration of certain forms of medication will often 
greatly relieve mental disturbance. Chlorpromazine 
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may help clear up persecuting delusions and hallucina- 
tions, and amitriptyline markedly cuts down depres- 
sion, perhaps of suicidal proportions, in many pa- 
tients. Lithium, too, has made an enormous difference 
in alleviating manic-depressive illness. Yet these medi- 
cations sometimes produce unpleasant or incorven- 
ient side effects— drowsiness, dryness of mouth, blur- 
ring of vision, transient extrapyramidal symptoms— 
that may lead a patient to refuse the medication. An- 
other patient may genuinely feel that he can get along 
on his own without the support of medication, or, yet 
again, that those who are attempting to force drugs on 
him are part of the conspiracy which constantly bedev- 
ils him. 

In recent years psychiatrists have been made aware 
of other considerations: the constitutional rights of 
their patients and the ethical obligation to respect a 
patient's freedom to decide. The civil rights revolu- 
tion, with its previous major emphasis on rights for 
blacks and women and protection of the environment, 
is flooding in on the shores of psychiatry. Some mem- 
bers of the legal profession have been so zealous of 
their clients’ rights— with allegations of ‘‘cruel and un- 
usual punishment” and "denial of due process and 
equal protection" —that they have greatly aroused 
psychiatrists’ wrath. 

Many such lawyers exhibit a lack of awareness of 
the seriousness of their clients’ precarious clinical situ- 
ations. Their very idealism may allow their client-pa- 
tients ‘‘to die with their civil rights on.’’! On the other 
hand, as Dr. Alan Stone urged at the 1978 annual meet- 
ing of the Southern Psychiatric Association, many 
"psychiatrists have promised more than they could 
deliver and pursued a crippling course of narrow- 
minded self-interest, actions that have contributed to 
the profession’s dark hour now at hand"' (2). Dr. Stone 
believes that “‘organized psychiatry’s shortsighted re- 
sponse to attacks on the profession has led to a situa- 
tion in which lawyers who genuinely want to improve 
treatment of the mentally ill now view psychiatrists as 
the enemy.” 

Any sensitive psychiatrist, I suspect, finds himself 
in a double bind when a patient refuses medication. 
Certain medication, he knows, may greatly help his 
patient to feel less troubled and to be more open t» the 
benefits of psychotherapy. Yet forcing medication on a 


Personal communication from George Ainslie, M.D., Massachu- 
setts Mental Health Center. 
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patient undermines his or her sense of automony. 
Moreover, maintaining mutual respect between doctor 
and patient is an essential part of forming a therapeutic 
alliance. When an involuntarily institutionalized pa- 
tient is involved, a psychiatrist is in another kind of 
double bind. On the one hand, such a patient seems to 
have been committed by courts for treatment, the fail- 
ure to give which might result in liability. On the other 
hand, the psychiatrist may face lawsuit if he does not 
respect "the right to refuse treatment” (3). 


CONSTITUTIONAL ORIGINS 


Tte corstitutional origins of the right to refuse medi- 
cation stem from a long-standing recognition by courts 
that each person has a strong interest in being free 
from nonconsensual invasion of his bodily integrity (4, 
5). Ir recent years, beginning with its decision in Grin- 
swold v Connecticut (6)—which declared unconsti- 
tutional a Connecticut statute forbidding the sale of 
contraceptives to married couples—the Supreme 
Cour- has emphasized the constitutional right to pri- 
vacy. Roe v Wade (7), the abortion decision, also 
stressed a concern for human dignity and self-determi- 
nation against an unwanted infringement of bodily pri- 
vacy. In 1976 the Third Circuit Court of Appeals found 
‘‘at least three conceivable constitutional deprivations 
that may accompany the involuntary administration of 
[medication] by state officers acting under color of law 
to inmates of a state institution" (8). In the first place, 
the involuntary administration of psychotropic drugs, 
which affect mental processes, may interfere with a 
patient's First Amendment rights to freedom of speech 
and association (9, 10). Second, the patient, even 
though committable, may not also have been adjudi- 
cated incompetent to consent to medical treatment. 
Third, the court ruled, ‘‘Under certain conditions [in- 
voluntary medication] may raise an Eighth Amend- 
ment issue respecting cruel and unusual punishment"' 
(8, 9, 11). 


THE STATE’S INTEREST IN MANDATING 
TREATMENT 


As a general rule a patient has the right to decline 
even essential treatment through medication (12). Cer- 
tainly, in the absence of a medical emergency, forced 
medical treatment is a tort, for which a physician may 
be liable for damages (13-15). As long as the public 
health, safety, or morals is not endangered, courts will 
respect a patient's decision to forego a life-saving 
blood transfusion (16-18). Of course, where innocent 
third parties may be affected, as when Jehovah's Wit- 
ness parents refuse permission for their child, courts 
have ruled that the state's interest in preserving life 
outweighs the command of sincere religious belief 
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(19. As the Massachusetts Supreme Judicial Court 
noted in its opinion in the now famous Samewicz case 
(20), a "survey of recent decisions involv:ng the diffi- 
cult question of the right of an individual to refuse 
medical intervention or treatment indicates zhat a rela- 
tively concise statement of countervailing State inter- 
ests may be made... (1) the preservation of life, (2) 
the protection of the interests of innocent third parties, 
(3) the prevention of suicide, and (4) maintaining the 
ethical integrity of the medical profession.”’ 


HOW ARE MENTAL PATIENTS DIFFERENT 
FROM OTHER PATIENTS? 


What, then, differentiates the mental patient from 
other patients who have the right to refuse treatment? 
All 50 states have recognized that, under tke rationale 
of parens patriae —the state acting as substitute par- 
ent—a person may be involuntarily committed, given 
appropriate circumstances (21). Civil commitment is, 
to be sure, a species of preventive detention, long 


‘anathema to our criminal law, and the Supreme Court 


has recognized that it involves a ‘‘massive curtailment 
of liberty'* (22). Indeed, the Massachusetts Supreme 
Judicial Court has recently ruled, applving the same 
standard to those confined in mental instituzions as to 
criminal defendants, that a patient's dangerousness or 
substantial inability to take care of himseif must be 
proved ''beyond a reasonable dcubt" (23), a task 
clearly beyond the present predictive power cf psychi- 
atry (24). Nonetheless, some believe that ‘‘intherent in 
an adjudication that an individual should be committed 
under the state's parens patriae power is th: decision 
that he can be forced to accept treatments fcond to be 
in his best interest; it would be incongruous if an 
individual who lacks capacity to make a treatment 
decision could frustrate the very justification for the 
state's action by refusing such treatments" (21, p. 
1344). 


A THRESHOLD ISSUE— THE INVOLUNTAEY 
PATIENT 


The theory that a patient committed by the courts 
must accept treatment rests on the assumption that he 
is incompetent to make a decision that such treatment 
is in his best interest; yet this assumption is n»: neces- 
sarily correct. At a commitment hearing, only the issue 
of a patient’s dangerousness (to self or others) or sub- 
stantial inability to care for himself is decidec. Such a 
patient presumptively retains all other civil rights —the 
rights to vote, to freedom of speech and religion, and 
to decide whether to accept medication. M2ntal ill- 
ness, moreover, is highly selective in its effects. A 
paranoid patient, as noted earlier, may see any attempt 
to force medication as part of a conspiracy. However, 
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a severely depressed patient, involuntarily hospital- 
ized as a precaution against suicide, may be extremely 
lucid in other areas. He may read the New York Times 
and Wall Street Journal (even obsessively) daily and, 
anticipating his approaching end, draft a valid will. 

Thus, in addition to a finding of dangerousness or 
substantial need for care, a court should ideally make a 
separate finding about a patient’s competence to ac- 
cept or refuse medication. The report of the Task Pan- 
el on Legal and Ethical Issues submitted to the Presi- 
dent’s Commission on Mental Health (25) suggested 
that a ruling on the medication question might ideally 
take place at the time of the original commitment hear- 
ing. The panel recommended that ‘tan involuntarily 
committed but competent patient shall have the right 
to refuse medication unless the patient is an imminent 
danger to himself/herself or others’’ and that ‘‘in the 
latter case, there should be a hearing mechanism 
which can be triggered on short notice at the request of 
the patient or his advocate.’’ Moreover, the panel rec- 
ommended that ‘‘1f an involuntarily committed patient 
who is also incompetent expresses a desire to refuse 
medication, there should be a due process hearing—on 
short notice—to determine the need for such medica- 
tionc ovs 

A *'due process’ hearing does, of course, necessi- 
tate the judicialization of psychiatric decision making. 
The patient will have the right to be physically present 
and the right to assistance of counsel. If he/she cannot 
afford counsel, counsel will have.to be appointed by 
the court, the panel suggested, "not less than 10 days 
before the hearing." This will involve delay, during 
which the unmedicated patient may continue to ''heat 
up," to the discomfort of the physician, staff, other 
inpatients, and himself. The patient (or attorney) will 
have the right to confront and cross-examine all wit- 
nesses, locking himself/herself into an oppositional 
stance which may impede later therapy. 

Making the decision about medication into such a 
litigious process disturbs many clinicians. They en- 
tered their profession to practice psychiatry; now they 
are forced to practice law— often in a distasteful, over- 
ly confrontative atmosphere. The systemic effects of 
making constitutional issues out of an increasing 
amount of psychiatric practice may be disastrous. 
Psychiatrists still sufficiently idealistic or courageous 
to work in state and often badly understaffed public 
hospitals —precisely those institutions where the con- 
stitutional guarantees of the Fourteenth Amendment 
apply—may be driven into private practice. 


CRITERIA OF COMPETENCE 


In determining a patient’s competence to decide 
about medication, the central question to be asked is 
the extent to which his illness impairs his ability to 
comprehend the necessity for a given treatment. Some 
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patients may simply be mute when asked about medi- 
cation. Others may have specific hallucinations or de- 
lusions that cloud their capacity in this regard. Stone 
suggested the following tests for determining when a 
patient's refusal of medication should be respected 
(24, pp. 68-69). 


1. There should be a burden on the reliably diaznosed 
severely ill person to articulate a reason for refusinz treat- 
ment. 

2. Those patients who are unwilling or unable :o con- 
sent, or object (the so-called nonprotesting patient), 
should be considered as having made an incompetent 
refusal. 

3. If the alleged patient is able or willing to state a rea- 
son for objecting to confinement, the psychiatrist should 
be asked to demonstrate that the refusal is irraticnal and 
is based on or related to the diagnosed illness. . . . 

4. If the patient has a reason which is not a product of 
his illness; e.g., “I have been a Christian Scientist all my 
life: I do not believe in medicines or physicians." Even 
though a physician might consider this irrational, it is not 
based on his current misperception of reality, and -t should 
therefore be considered a competent refusal. 


JUDICIAL ORDERING OF MEDICATION 


A court's determination that a given patient is in- 
competent to refuse treatment does not necessarily im- 
ply that the court should affirmatively order iz. Some 
therapeutic modalities, such as neurosurgery or elec- 
troconvulsive treatment, are nowadays consicered so 
intrusive that limitations on them and procedures for 
determining when they may be ordered invo untarily 
are expressly spelled out in state law? (26). In addition 
to considering the intrusiveness of treatment, the court 
should weigh its irreversibility, side effects “such as 
tardive dyskinesia), and efficacy; whether an emergen- 
cy is involved; whether an inpatient or outpacient set- 
ting is necessary; and whether less restrictive alterna- 
tives to the treatment in question have been explored 
and rejected for valid reasons. Psychiatric t2stimony 
will be required on each of these points (25, pp. 1435- 
1436). 


INVOLUNTARY MEDICATION OF VOLUNTARY 
PATIENTS 


A sharp distinction is usually made between the 
right to medicate forcibly involuntary and voluntary 
patients. The Task Panel of the President's Commis- 


"Massachusetts Department of Mental Health Regulation 181 
(1973) spells out the conditions under which electroconwulsive treat- 
ment may be administered and limits the number of treatments in 
any one year. But a troubling question remains: What if a patient has 
received the statutory maximum number of treatments end comes in 
later in the year actively suicidal and electroconvulsive treatment is 
the treatment of choice? 
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sion on Mental Health stated in no uncertain terms 
that ‘‘a voluntary patient should have the absolute 
right to refuse treatment, and there should be a mean- 
ingful spectrum of choices of potential treatments for 
such patients” (25, p. 1434). However, it seems evi- 
dent, as a clinical matter, that whether a patient comes 
into the hospital voluntarily or involuntarily does not 
dispose of the quite separate issue of his competence 
to refuse medication. Some voluntary patients are so 
needy and so accepting of the doctor's authority that 
they will consent to any medication at any dosage level 
and perhaps even to neurosurgery. On the other hand, 
the wards are full of paranoid patients, on conditional 
voluntary status, who sign themselves in to the hospi- 
tal but adamantly refuse medication. 


THE PROBLEM OF GUARDIANSHIP 


A court's usual solution, after a person is found in- 
competent to consent to medication, is to appoint a 
guardian. The guardian's legal obligation is to exercise 
informed consent in the best interests of the patient. 
This makes perfect sense in theory, and it seems an 
essential step to those of a lawyerlike cast of mind, 
whose prime focus is on proper procedure. Procedure 
is the essence of the law; the substantive result is usu- 
ally not as important to lawyers as whether it was 
reached by a correct mechanism. (A conviction of a 
person who, in fact, committed a criminal act will be 
overturned if he has been denied procedural due pro- 
cess in any significant respect.) The importance that 
the law—in contrast to the field of psychiatry — places 
on procedure is dramatically highlighted by the col- 
loquy between Federal District Judge Joseph Tauro 
and psychiatric witnesses for the defense in the Boston 
State Hospital case (1, Oct. 29, 1979), a recent land- 
mark constitutional ruling in the area of the right to 
refuse medication. The judge continually wondered 
why it did not occur to the doctors to secure a guardian 
before administering medication involuntarily (1, trial 
transcript 51-35-41): 


The doctor: In my opinion, it's acceptable medical prac- 
tice to intervene with forcible medication prior to seclu- 
sion. 


Judge Tauro: Let me ask you this, going back to the 
depressed patient who is sitting in the corner: you think 
that the patient should take the medicine. The patient 
says, “I don't want to take it." Now, the patient is not 
threatening anyone, not threatening suicide, just with- 
drawn. When I say just withdrawn, I don't mean to mini- 
mize it as a problem, but there is no apparent danger to 
himself or to anyone else, at least nothing immediate. 
Now, at that point why isn't it a more reasonable, less 
restrictive alternative to impose on a staff, even an under- 
staffed institution like Boston State Hospital, to have a 
petition for guardianship taken out so that determination 
can be made as to whether or not this individual is com- 
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petent to make that decision; and if nct competent then, 
the guardian would be appointed, and then the guardian 
would give the consent or withhold consemt for forced 
medication? 


The doctor: That seems to be a very reasorable alterna- 
tive. 


Judge Tauro: Having this reasonable alternative avail- 
able, how can you take the position that the patient . . . 
doesn't have a right to refuse the treatment zs long as he 
or she isn't bothering anybody else? 


The doctor: What I'm thinking specifically of .. . [is] 
where the individual can't be reached to understand the 
consequences of not taking medication. 


Judge Tauro: But there's no violence. 
The doctor: No violence. 


Judge Tauro: You and I aren't discussing a situation 
where you make a medical judgment that if this medica- 
tion isn't taken that this person is going to srrack Charlie 
right in the chops; we're not talking about that... what 
I'm talking about is the person just sitting in a corner with- 
drawn, eats meals, not starving to death, just withdrawn, 
doesn’t want to be bothered, and you have reached the 
point, you say, to yourself, ‘‘She’s not going to get better 
unless we give her some medication and brinz her out of 
it"; she says, "I don't want to.” At that point, how can 
you force her to take it? Don’t you have to, first of all, go 
to a court and establish her incompetencv and then deal 
with somebody you can talk to and wko wil make de- 
cisions for her? 


The doctor: I find it difficult to try and think about that 
in general, because . . . the usual practice was if a patient 
refused medication, under those circumstances, zo sit with 
the patient and attempt to somehow persuade the patiert. 
If a patient says, ‘‘I love you, but I'm nct going to take the 
medication,” and he is eating three meals a dar, I think it 
would occur to the hospital to say to the patient, "If you 
don't want to be treated, you are free to leave." 


Judge Tauro: That is a voluntary patient. I think that's a 
reasonable reaction: “‘If you don't want to tate my ad- 
vice, go someplace else." What about the invoLintary pa- 
tient? 


The doctor: Who was committed for treatmea:? 


Judge Tauro: Was committed. He wasn't sentenced. 
This isn't punishment. 


The doctor: No. 


Judge Tauro: The involuntary patient was committed 
primarily to quarantine that patient from the outside 
world, hopefully going to be able to be treated and cured; 
you say an involuntary patient has no right to refuse treat- 
ment regardless of any situation, is that your premise? 


The doctor: In a nonpsychiatric emergency? 


Judge Tauro: Let’s get back to our depressed person 
just sitting in the corner, does the involuntary patient have 
a right to refuse treatment? 


The doctor: | would, looking at the practice, say that the 
involuntary patient in that situation would have :o accept 
treatment. 


La] 


2 


36 THE PSYCHIATRIST S DOUBLE BIND 


Judge Tauro: Would have to accept forced medication? 


The doctor: Given a situation of the patient who was 
psychotic, out of touch, as opposed to someore who was 
simply saying, *'I understand the medication will help me 
get better, but I don't want any.” 


Judge Tauro: Take both instances, the patient who 
sys, "Look, I like you, Doctor, I know that rt will prob- 
ably help me, but I just don't want the medication, I don't 
like the medication, I don't like what it does to me, I don't 
like what it makes me feel. Come up with something I like 
and someday I'll take it. Right now; I don’: want it. I 
know that means I'm going to be involuntarily committed 
here for years." Now, that patient, do you have a right to 
forcibly medicate him? 


The doctor: No, I would think about discharging him. 
Judge Tauro: He's involuntarily committed. 


The doctor: The involuntary commitment, as you know, 
can be broken by discharge. If the patient was in that good 
touch, was not dangerous to himself or others, and I'm 
just having a hard time. 


Judge Tauro: What makes him in good touch if he's re- 
fusing medication and you think it necessary for him to get 
rid of whatever it is that caused the commi:ment in the 
first place? 


The doctor: Y'm thinking of the patient who is so delu- 
sional, who thinks that he is the devil and he deserves to 
suffer. 


Judge Tauro: Involuntary? 
The doctor: Involuntary, yes. 


Judge Tauro: But he's not hurting anybodv, not hurting 
himself? 


The doctor: Yes. 

Judge Tauro: Can he refuse treatment? 

The doctor: | would be inclined to have kim treated. 
Judge Tauro: Forcibly? 

The doctor: Forcibly. 


Judge Tauro: Even though there is no emergency in 
terms of any danger to himself, any physical danger to 
himself or to another? 


The doctor: In my opinion, he would do well to be 
treated. 


Judge Tauro: We know you feel that way. Can he refuse 
it? 
The doctor: 1 don't think so, sir. 


Judge Tauro: Do you think that patient might consider 
it to be punishment to have medication forced upon him 
when he's not doing anything anyway, just minding his 
own business? He was sent there. He's just minding his 
own business, not hurting anybody. He gets a needle up 
his rear end. Do you think that patient might perceive this 
as punishment? 


The doctor: The problem, your Honor— 
Judge Tauro: Do you understand the question? 


The doctor: Y just want to—yes, I think I understand the 
question. 
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Judge Tauro: Answer it. 

The doctor: May I make a comment? 
Judge Tauro: Answer the question. 
The doctor: I don't think I can, sir. 


Judge Tauro: That's your answer. 


In addition to the problems of communication be- 
tween the psychiatric and legal professions (evident in 
the dialogue above), the practical realities surrounding 
guardianship make strict application of the theory dif- 
ficult. In the first place, many patients are so disturbed 
as to be unable to comprehend the pendency, or na- 
ture, of the guardianship proceeding. When they re- 
ceive a formal notice from the court telling them (usu- 
ally in legalese) that a guardianship hearing will take 
place at 10 o'clock on Tuesday morning at the old Suf- 
folk County Courthouse, it often seems meanzngless. 
Strictly speaking, a guardian ad litem——-a guardian to 
read and interpret the notice—should be appointed to 
assist the patient. We might call this additional person 
the guardian to explain and oversee the guardianship 
proceeding. 

Second, after the final guardian is appointed, he 
should demand to receive sufficient medical input to 
make an informed judgment about the effects of vari- 
ous medications. A physician, knowing how fearful a 
paranoid patient is, may be leery of explaining the full 
potential of chlorpromazine, if administered over a 
long time, for producing tardive dyskinesia But a 
guardian might validly demand that the graphiz symp- 
toms be shown to him and his ward on viceotape. 
Guardians who discharge their duties conscientiously 
ask hard and time-consuming questions. Herce they 
are more of an annoyance to many psychiatrists than 
comparatively passive patients. Yet this is the very 
reason for their appointment. 

Whom can the probate court find to serve as guardians 
of the incapacitated mentally ill? There is, I assure 
you, no long line of applicants for the job. Many pa- 
tients who end up in a state mental institution have no 
family or friends willing to undertake the task. The 
judge may, of course, search around the ccurtroom 
looking for an obliging lawyer willing to serve, but 
there are usually no funds available to pay for such a 
trying obligation. And until the guardianship pro- 
ceeding is completed, which may be a matter of many 
weeks, the unmedicated patient may continue to be 
out of control. For a court proceeding to be most use- 
ful, a judge should be able to act as the clinica! urgency 
of the situation demands. 


MUST (DUE PROCESS" ALWAYS MEAN 
JUDICIAL PROCESS? 


It should be clear from the foregoing that if the ap- 
pointment of a guardian (and often a guardiam ad litem 
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as well) is required for the large number of in- 
competent patients who refuse medication, a stagger- 
ing situation will result. The courts will be flooded with 
the guardianship petitions, and lawyers, many of them 
from legal service offices, will eat up precious amounts 
of psychiatrists’ and mental health staff’s time, which 
is already in too short supply to provide adequate pa- 
tient care in most public facilities. Millions of dollars 
will have to be spent on such legal involvement, espe- 
cially if, as the Tenth Circuit Court of Appeals has in- 
timated, in the case of involuntarily committed pa- 
tients, the ‘‘guiding hand of counsel’’ is required at 
every step of the proceedings (27). Hence the question 
must be raised whether any mechanism short of judi- 
cial process will adequately safeguard a patient's 
rights so as to satisfy constitutional guarantees. 

In this series of articles, Gutheil, Shapiro, and St. 
Clair explore the attempts to grapple with this issue on 
the inpatient services at the Massachusetts Mental 
Health Center before the Boston State Hospital case 
was decided. At first, legal counsel for the Massachu- 
setts Department of Mental Health argued that the vol- 
untary or conditional voluntary patient had the right to 
refuse medication, except in those emergency situa- 
tions where chemical restraint was required (letter 
from Thomas Martin to George Ainslie, M.D., May 3, 
1978). Educated to think in a traditional legal frame- 
work, I at first shared that opinion. However, as Gut- 
heil, Shapiro, and St. Clair point out, many basic clini- 
cal problems are posed by guardianship. The therapeu- 
tic alliance is no longer with the patient but past the 
patient, and the patient's ability to assume responsibil- 
ity is inescapably undercut. At the Massachusetts 
Mental Health Center, the practical effects of an ex- 
periment with resorting to legal guardianship in each 
instance proved it unworkable in the opinion of the 
treating physicians and staff. 

The failure to medicate during the pendency of 
guardianship proceedings raises some fundamental 
questions, because a number of conflicting rights seem 
to be involved: 1) the rights of the patient who refuses 
to be medicated (might he not sue for malpractice a 
psychiatrist who went along with the refusal even 
though he knew the patient was acting incompetently 
and self-destructively?), 2) the rights of his fellow pa- 
tients, close by in confined quarters, who might bear 
the brunt of the unmedicated patient's physical and/or 
verbal violence, 3) the rights of the hard-pressed treat- 
ment staff. 

After a searching internal review of what its policies 
should be.? the Massachusetts Mental Health Center 
decided in 1978 that patients may be medicated against 
their will in a psychiatric emergency, when there is a 
substantial risk of serious self-destructive or assaultive 


3Letter and accompanying protocol from Miles Shore, M.D., Su- 
perintendent of Massachusetts Mental Health Center, to Robert 
Okin, M.D., Massachusetts Commissioner of Mental Health, July 5, 
1978. 
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behavior. The most difficult decision-making situation 
Is, of course, when a patient's ccndition stcps short of 
being an emergency but is nonetaeless critical. At the 
Massachusetts Mental Health Center a critical situa- 
tion is defined as one in which prompt initiation of a 
course of psychiatric medication is necessary in order 
to prevent further severe suffering by the patient and/ 
or rapid worsening of his clinical state. The Massachu- 
setts Mental Health Center's ccnclusion was that in 
such situations, first, a Board-certified psychiatrist in 
the line of clinical responsibility cor the patient should 
determine that the patient's condition is in fact criti- 
cal—that in his opinion a course of psvchotropic drug 
treatment is an essential part of the patient's treatment 
and that alternative treatments would be insufficient. 
Second, an independent outside consultant who is a 
Board-certified psychiatrist must zome to the same de- 
termination. Third, formal guardianship proceedings 
should be initiated in the interim. If these conditions 
are met, medication may be administered involuntarily 
without awaiting the conclusion of the guardianship 
hearing. Finally, where a patient is in need of medica- 
tion but is in a noncritical situaticn, and refuses it, the 
consent of a duly appointed guardian is deemed to be 
necessary before the medication may be given. 

On October 29, 1979, Judge Joseph Tauro handed 
down his opinion in the Boston State Hospital case. 
Not surprisingly, as the tone of kis dialogue with the 
unnamed psychiatric expert w-tness indicates, he 
came down quite hard on the psvchiatric profession. 
Judge Tauro ruled that hencefortn patients had a con- 
stitutional right to refuse medicztion "except where 
there is a substantial likelihood of ... extreme vio- 
lence, personal injury, or attempted suicide” (1, 28). 
His order applied to both involuntary and voluntary 
patients. 

The right to refuse medication presents a uniquely 
intriguing case study of the need for accommodation 
between abstract constitutional ccncepts and practical 
realities, foremost among whick are scarce mental 
health resources and the conflictimg rights of other pa- 
tients. The issue is a test of the zoility of our judicial 
system to inform itself about, and to adjust to the 
needs of, clinical practice and the aecessity for psychi- 
atry to respect the procedural sefeguards implicit in 
"due process of law.’’ The procedures arrived at by 
Massachusetts Mental Health Center do not satisfy 
Judge Tauro's view of what the Ccnstitution requires. 

While recognizing the very trying conditions that ex- 
ist on the wards of large, rundown, and understaffed 
state mental institutions, Judge Tauro remair ed, in the 
end, unpersuaded. Patients’ constitutional rights to 
privacy, liberty, and freedom of 2xpression, he con- 
cluded, override even the best intentions of the psychi- 
atric profession. In the first place, patients confined to 
the Austin Unit at Boston State Hospital, “a drab, 
gloomy, poorly lighted structure in a state of chronic 
disrepair” (1, p. 19) with frequent ‘basement flooding 
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and the odor of sewage through the building” (1, pp. 
19-20) had few enough of the amenities of life. They 
were isolated from their families, if they had any fam- 
ily members left who cared and, as Judge Tauro was 
carerul to remind the readers of his opinion, were ''not 
subjects of criminal investigation, but . . . victims of 
fate who have been shortchanged by life” (1, p. 78). If, 
in addition, they refused the proffered medication, 
they faced the cheerless prospect of being disrobed 
and forcibly injected in the buttocks. Such a proce- 
dure, the court ruled, violates patients' constitutional 
rights to privacy and bodily integrity. To support this, 
he quoted from the recent decision of the Massachu- 
setts Supreme Judicial Court in the famous Saikewicz 
case (20, p. 63): 


The constitutional right to privacy . . . is an expression 
of the sanctity of individual free choice and self-determi- 
nztion as fundamental constituents of life. The value of life 
so perceived is lessened not by a decision to refuse treat- 
ment, but by the failure to allow a competent human being 
the right of choice. (italics added) 


One of the more intriguing aspects of the opinion in 
the Boston State Hospital case is its emphasis on a 
patient's First Amendment rights to freedom of speech 
and expression. It is admitted that antipsychotic medi- 
cation is mind-altering. ‘‘The right to produce a 
thought—or refuse to do so—is as important," the 
judge wrote, ‘tas the right . . . to give birth or abort” 
(1, p. 67). The capacity to produce ideas, even ones 
which many people may believe to be crazy, is one of 
man's most cherished freedoms. As Justice Brandeis 
wrote in a famous dissenting opinion over 40 years ago 
(29. p. 70): 


The makers of our Constitution undertook to secure 
conditions favorable to the pursuit of happiness. They rec- 
ognized the significance of man's spiritual nature, of his 
feelings and of his intellect. They knew that only a part of 
the pain, pleasure and satisfactions of life are found in ma- 
terial things. They sought to protect Americans in their 
beliefs, their thoughts, their emotions and their sensa- 
tions. They conferred, as against the Government, the 
right to be let alone—the most comprehensive of rights 
and the right most valued by civilized man. . 


Vincent van Gogh would probably be diagnosed today 
as psychotic. He certainly exhibited self-destructive 
tendencies by lopping off an ear. Yet would the world 
have experienced the glory of a sunflower so brilliantly 
had he been medicated? We do not know. 

While establishing a constitutional right to refuse 
medication, Judge Tauro refused to hold the doctors at 
Boston State Hospital liable for monetary damages for 
past abuses. They did the best they could, like soldiers 
on zhe front lines, in very difficult circumstances, hon- 
estly believing in the widespread medical practice of 
the time and should not be charged with foreseeing the 
creation of a new constitutional right in 1979. None- 
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theless, many members of the medical profession will 
protest that Judge Tauro's ruling is too restrictive, es- 
pecially in requiring that a patient be-formally adjudi- 
cated incompetent and a guardian appointed before 
medication can begin (if, of course, the guardian con- 
sents). The judge did not seem to appreciate fully how 
difficult it is to secure guardians for the mentally ill in 
Massachusetts. 

Judge Tauro's opinion also raises a basic dilemma 
about the nature of true freedom. The psychiatric pro- 
fession contends, with much evidence, that the use of 
antipsychotic medication and, on occasion, seclusion 
are, much like the law, ‘‘wise restraints which make 
man free.” They can get many people over the hump 
of severe immobilization and free them up for dis- 
cussion of their problems. Yet Judge Tauro is worried 
about the dangers of being ‘‘forced to be free’’ accord- 
ing to someone else's "better judgment,” even if that 
judgment is the product of considerable training and 
experience: 


Whatever powers the Constitution has granted our gov- 
ernment, involuntary mind control is not one of them, ab- 
sent extraordinary circumstances. The fact that mind con- 
trol takes place in a mental institution in the form of medi- 
cally sound treatment of mental disease is not, in itself, an 
extraordinary circumstance warranting an unsanctioned 
intrusion on the integrity of a human being. (1, p. 68) 


Whether or not there are appeals of Judge Tauro's de- 
cision, a profound legal and ethical debate has begun. 
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Drug Refusal: A Study of Psychiatric Inpatients 


BY PAUL S. APPELBAUM, M.D., AND THOMAS G. GUTHEIL, M.D. 


The authors studied patients’ refusal of medication 
during a three-month period on an inpatient service of 
a community mental health center. Although refusal 
of medication was common, most episodes were self- 
limited. Only 5 of 72 episodes seriously impaired 
patient care; each of these cases appeared to be 
delusionally motivated. Legal conceptions of a right to 
refuse treatment may not accurately portray the 
realities of the clinical situation, in which patients' 
refusal is determined by the dynamics of their illness 
rather than reflecting a principled exercise of their 
legal rights. i 


everal years ago the advertising for a particular 

psychotropic drug featured the “‘screamer’’ head- 
line: ‘How can you help him if he refuses medica- 
tion?" To those familiar with the wealth of non- 
pharmacologic interventions available to psychiatry, 
the degree of therapeutic despair expressed by the 
headline seems excessive. The effectiveness of con- 
temporary pharmacotherapy, however, although al- 
most universally acknowledged, can be completely vi- 
tiated simply by the patient's refusal to take even in- 
disputably effective medication; the psychology of 
such refusal is the subject of this review and study. 

Drug refusal represents only one of several possible 
responses that, in common, involve a breakdown of 
the pharmacotherapeutic alliance or a failure of ''par- 
ticipant prescribing’’ (1-3); refusal as a special form of 
noncompliance, however, involves the greatest degree 
of forensic controversy. Both inpatients and out- 
patients may directly refuse medication when it is of- 
fered. While included within the general term of non- 


Received Feb. 28, 1979; revised Oct. 1, 1979; accepted Nov. 8, 
1979. 

From the Massachusetts Mental Health Center and Harvard Med- 
ical School, Boston, Mass. 

Address reprint requests to Dr. Gutheil, 74 Fenwood Rd., Boston, 
Mass. (2115. 

Tke authors acknowledge their indebtedness to Drs. Douglas In- 
gram, Alex Hoffer, and Richard Shader for review and comments; 
to Ms. Alice Wolpert for bibliographical assistance; to Mses. 
Bonnie Barnes and Tanya Giarratani for assistance in the prepara- 
tion of this article; and to the staff of Service II, Massachusetts 
Mental Health Center, without whose efforts this study would not 
have been possible. ' 

Copyright © 1980 American Psychiatric Association 0002-953 X/ 
80/03/0340/07/$00.50. 


compliance, refusal is more direct and confrontative 
and places the matter squarely and openly as an issue 
of contention between patient and treatment team. 

This directness is, of course, a mixed blessing. On 
the one hand, the issue is out in the open and relatively 
clearly defined; thus, it may be maximally accessible 
for exploration and resolution. On the other hand, the 
oppositional position created represents a significant 
strain on the treatment alliance, the more so since 
the negativism that may be expressed in drug refusal 
often extends to the treatment effort in general. 


SELECTIVE REVIEW OF THE LITERATURE 


The literature on the general topic of compliance (or 
noncompliance) in psychiatry and the rest of medicine 
is enormous and is growing exponentially, as demon- 
strated in Blackwell’s excellent comprehensive review 
(4). The literature on drug refusal is significantly small- 
er. Previous authors (5-9) have amalgamated the sub- 
types of noncompliance, but to our knowledge no 
study has specifically examined overt refusal as in the 
present work. 


Intended Drug Effect as Reason for Refusal 


The inherent paradox here is familiar to the clini- 
cian: it is because the medication works, works well, 
and works in the way in which it was intended that the 
patient refuses it. This may result from an unwilling- 
ness to surrender the positive defensive adaptations of 
the psychotic state (1, 10), a fear of losing the supports 
offered by hospital and physician (2, 3), or a multi- 
faceted reluctance to reestablish contact with reality 
(6). There may also exist a category of ''dysphoric re- 
sponders" to phenothiazines, which may correlate 
with rapid discontinuance of medication and with poor 
outcome (11). 


Drug Side Effects as a Basis for Refusal 


Data as to the importance of this category suggest 
conflicting interpretations. While one study found a 
high correlation between extrapyramidal side effects 
and failures in compliance, particularly among para- 
noid patients (12), other studies concluded that the in- 
cidence of side effects is not related to defaulting and 
that situational and defensive factors play a pre- 
dominant role (7, 8). 
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Effects cn and from Relationships 


It is widely agreed (1-4, 10, 13, 14) that drug-taking 
is intimately connected to the doctor-patient relation- 
ship. Causative elements in noncompliance may in- 
clude tension in that relationship, excessive physician 
passivitv, and a lack of feedback from the doctor (15). 
Other interpersonal factors may bear on a patient’s 
willingness to continue with medication, among them 
familial strain as a result of changes induced by the 
medication (16, 17) and the opinions and influence of 
the patient’s peer culture (18). 

Attempts to develop a profile of the drug refuser 
have focused on varying sets of criteria: paranoia (9, 
13); ego-syntonic grandiose delusions (5); increased 
sophistication about psychiatry, combined with high 
levels of hostility (7); and a resentment of parents, ex- 
pressed as a distaste for “‘coercive’’ medications (19). 


Management of Drug Refusal 


The management of drug refusal is problematic. In- 
formation and patient education are unquestionably 
essential, but are probably overrated as to efficacy 
(20). A closely supervised drug regimen (21) in the 
context of a gratifying relationship with a skilled clini- 
cian (6) is the most widely accepted prophylactic mea- 
sure. The physician must beware of his or her in- 
appropriate, hostile countertransference responses to 
the discovery of patients' noncompliance, generated 
by his or her own feelings of frustration (22). 


SOCIAL CONTEXT OF THE STUDY 


Less than a decade ago our study would have been 
dramatically different, since it was then common prac- 
tice to weigh lightly delusionally based drug refusal. 
Thus, drug refusers needing treatment—floridly manic 
patients who denied illness or psychotic patients who 
refused because the medication was seen as poison 
from imagined persecutors—usually would have been 
given medication involuntarily on the basis that the re- 
fusal was transparently a symptom of that illness for 
treatment of which the patient was in the hospital. Fre- 
quently the illness cleared within days, and many 
members of this group continued medications volun- 
tarily, at least in the hospital. 

Recently the rights of mental patients have become 
a topic of major controversy, especially the tensions 
concerning the right to refuse treatment (23). À current 
case, Rogers v Okin (24), indicts involuntary medica- 
tion practices at a state hospital that is in the same 
jurisdiction as the study hospital. The trial of this case, 
which is still in progress as of this writing, has already 
had a number of effects. For example, shortly before 
our study began, hospital policy was changed to per- 
mit patient refusal of medication and to prohibit gener- 
al use of involuntary medication except in emergency 
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situations or when the patient's :2gal guardian had giv- 
en consent. While no formal attempt was made to in- 
form the patients collectively ofthe policy change, the 
altered response to incidents of refusal soon became 
general knowledge. 

In the context of this raising of consciousness, then, 
the present study addresses the paucity ot clinical data 
in an area of contemporary forensic interest. 


METHOD 


The study was conducted on a 40-bed inpatient serv- 
ice of the Massachusetts Mental Health Center, a state 
facility with a primary teaching and training com- 
ponent. Its patient population reflects a cross-section 
of serious acute and chronic mental illness. with a sub- 
stantial number of involuntaril; committed patients. 
The majority of the patients receive some psycho- 
tropic medication, usually antidepressant or antipsy- 
chotic. | 

Medication is administered by a medication nurse— 
a role rotated among all nursing staff members, al- 
though there is a regular nurse assigned on the daytime 
shift. This nurse routinely announces medication times 
and, in the event that patients do not appear at the 
"med room,” he or she seeks them out or asks other 
members of the ward staff to do so. Patients who re- 
fuse to come to the med room or to accept medication 
are generally approached repeatedly and urged to dis- 
cuss the feelings that lie behind their refusal. 

Refusal, as defined in this study, required an affirm- 
ative act beyond mere nonappea-ance at the med room 
door, i.e., either explicit verbal rejection of the medi- 
cations or a failure to respond to a direct approach by a 
member of the ward staff. Fatients who covertly 
"palmed"' or ‘‘tongued’’ medication were not consid- 
ered refusers unless subsequent to discovery they 
overtly refused the medication. 

All instances of refusal of medication bv patients 
from April 1, 1978, to June 30, 1978, were logged by 
the medication nurse, who noted, in addition, the pa- 
tient's verbalized reason for refusal and the immediate 
staff response. Log sheets were checked daily and the 
resident in charge of the patient's care was asked to 
complete a short questionnairz concerning his per- 
ceptions of the patient's reason for refusal, his re- 
sponse, noteworthy incidents following -efusal, and 
his perceptions of the patient's reascn for sub- 
sequently accepting the medization when that oc- 
curred, as well as anecdotal and basic demographic 
data. In those few instances in which the resident. did 
not complete the questionnaire, we gathered the ap- 
propriate data from the patient's chart, other involved 
staff members, or their own knowledge ot tne case. 

For the purpose of comparison, acts of refusal were 
tabulated by ‘‘episodes.’’ Each episode was defined as 
beginning with the patient's refusal of a given medica- 
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tion and ending with the patient’s voluntary reac- 
ceptance of the medication, his or her discharge from 
the facility, inception of involuntary medication, or 
that medication’s discontinuation by the patient’s phy- 
sician. The initial rationale for this classification was 
the assumption that contiguous refusals represented 
similarly motivated acts. This was confirmed by re- 
view of patients’ stated reasons for refusal as recorded 
in the nurses’ log. 


RESULTS 


During the three-month study period there were 23 
patients who refused medication, accounting for 72 in- 
dividual episodes of refusal. During that interval there 
were 56 admissions and 52 discharges, with an average 
ward census of 40 patients. 

Analysis of the data revealed that refusers fell into 
three relatively distinct groups: 1) situational re- 
fusers—a diverse group of patients who on occasion 
refused medication for a short period of time and for 
one of a variety of reasons; 2) sterotypic refusers— 
chronically ill patients with paranoid traits who habitu- 
ally and predictably responded to a variety of stresses 
with brief medication refusal; and 3) symptomatic re- 
fusers— young relatively acutely ill patients whose re- 
fusal, often based on delusional premises, was sus- 
tained over a long period and successfully stymied 
treatment efforts. 


Group I1 —Situational Refusers 


These 13 patients refused medication infrequently 
and with no obvious pattern during the study period. 
Ten patients had 1 episode of refusal, 1 patient had 2 
episodes, 1 had 4 episodes, and 1 had 5. Average age 
was 35 years (range = 16-71 years). Diagnoses were 
diverse, including character disorders, mental retarda- 
tion, senile dementia, psychotic depression, manic-de- 
pressive illness, acute paranoid psychosis, and chronic 
undifferentiated, schizoaffective, and paranoid schizo- 
phrenia. All but 1 patient had had previous hospital- 
izations, ranging from 1 to 11. The refusal episode took 
place from 1 day to 3 years after admission, but 15 of 
2] episodes occurred during the first 2 weeks of the 
patient's hospitalization. 

The reasons offered by the patients for their refusal 
were as varied as their diagnoses. Five patients were 
acutely psychotic and apparently delusional about 
medication in general; 2 of these patients refused vita- 
mins as well as their psychotropic medications. Five 
patients complained of side effects from the medica- 
tion, and in 3 of those instances the patient's doctor 
concurred and discontinued the medication in question 
or decreased the dosage. Two patients refused the 
medication in what appeared to be angry and manipu- 
lative responses to tight space restrictions; one of 
these patients refused anticonvulsants, vitamins, and 
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antibiotics, while the other refused antibiotic treat- 
ment for a painful inflammatory condition. Two pa- 
tients declined to accept different brands of the same 
medication that they had previously accepted. No epi- 
sode of refusal lasted longer than one day, and most 
ended the same day. 

The patient's doctor became involved in the dis- 
cussion with the patient about his or her medication 
with only 6 of the 13 patients in this group. In the other 
7 instances, contact with the medication nurse or other 
ward staff was sufficient to persuade the patient to re- 
sume medication. In fact, had it not been for the data 
collection process of the present study, the patient's 
doctor would have remained ignorant of the entire 
transaction in the majority of these latter cases. 

Most patients offered no explanation for their re- 
sumed acceptance of medication. Two of the 5 acutely 
psychotic patients noted that the medication helped 
them to feel more in control of themselves. One of the 
patients who refused a different brand of medication 
later accepted it following approval by his private phy- 
sician; the second patient in this category was returned 
to his usual brand of medication. 

Five patients who refused medication shortly there- 
after required administrative intervention because of 
the danger they represented to themselves or others. 
All 5 were placed in locked seclusion; 4 of the 5 re- 
ceived involuntarily administered parenteral medica- 
tion, 2 of these after assaulting nursing staff members 
who were offering medication to them. 


| Group II—Stereotypic Refusers 


The 5 patients who fell into this category appeared 
to respond habitually to a variety of stresses with the 
stereotypic response of refusal of medication. Two pa- 
tients demonstrated 3 episodes of refusal each, while 
the others in the group had 8, 9, and 16 episodes re- 
corded. All patients, except for a 67-year-old de-- 
pressed woman, were less than 30 years old. Stereo- 
typic refusers tended to be chronically ill; 2 carried 
diagnoses of chronic paranoid schizophrenia, 2 were 
diagnosed as having chronic undifferentiated schizo- 
phrenia, and 1 carried a diagnosis of recurrent unipolar 
depression. The patients had an average of 6 previous 
hospitalizations (range=3-13). Refusals occurred from 
| day to 3 years after admission. 

All 5 of the stereotypic refusers had prominent para- 
noid elements to their illnesses that appeared to moti- 
vate their refusals. Two patients complained of a vari- 
ety of somatic symptoms, usually without apparent 
physical basis, although on occasion they reported real 
but minor side effects. Two additional patients appar- 
ently feared that the medications were harming them 
in other ways. One of these patients, the 67-year-old 
depressed woman, reported after recovery that she 
had been convinced that the staff had been giving her 
an incorrect medication that had led to her confusion. 
In fact, measurement of plasma tricyclic antidepres- 
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sant levels revealed them to be in a markedly toxic 
range (25). The final patient in this category, a 20-year- 
old chronic undifferentiated schizophrenic, offered a 
variety of reasons for refusal, some relating to real side 
effects, others representing angry responses to admin- 
istrative restrictions, yet others in reaction to intoler- 
able feelings of closeness to the ward staff. 

Of the 39 individual episodes, 29 lasted 1 day or less, 
5 lasted 2 days, and 1 each continued for 3, 4, 6, and 7 
days; one ended with the patient's escape. One pa- 
tient’s doctor never became involved in her 3 epi- 
sodes, and one doctor was involved in each of 3 epi- 
sodes; but for the other patients involvement was vari- 
able, and many refusals ended without the doctor 
having known of them. Medications refused were pri- 
marily antipsychotic drugs, but also included an anti- 
depressant, an antiparkinsonian medication, and an 
anticonvulsant. 

In those instances in which the patient offered his or 
her reasons for ultimate reacceptance of the medica- 
tion, the reasons included a decision to discuss alleged 
side effects with her doctor in the morning and the dis- 
comfort of side effects resulting from the refusal of 
antiparkinsonian medication. Other reasons offered by 
. the patients’ physicians were the patient's relation- 
ship with the day's medication nurse, the patient's fear 
of his own anger, and the patient's fear of receiving 
intramuscular medication if he later lost control. One 
patient who spent part of his day in the institution's 
day hospital was felt to be more willing to take medi- 
cations from the ward staff than from the day hospital 
staff because of a lesser degree of psychotic transfer- 
ence to the former. In one instance, a patient repeated- 
ly refused evening medications while accepting the 
identical medication each morning. Investigation re- 
vealed that a particularly fatherly member of the eve- 
ning staff so aroused the patient's intolerable oral 
dependency longings that he could not accept the 
evening medication. Significantly, within an hour of 
the therapy session in which this was revealed, the 
patient fled from the hospital in escape. 

Only one of the episcdes of refusal in this group was 
followed by assaultive behavior. This newly admitted 
chronic paranoid schizophrenic received a parenteral 
antipsychotic medication in response. 


Group III —Symptomatic Refusers 


The 5 patients in this group refused medications 
over substantial periods of time in a manner that signif- 
icantly interfered with the hospital's ability to treat 
them. These patients had between 1 and 4 episodes of 
refusal, but each had a major episode which lasted 7, 
14, 30, 58, and 65 days. The average age was 27 years 
(range=17-38 years). Diagnoses included psychotic 
depression, catatonic schizophrenia, chronic paranoid 
schizophrenia, and schizoaffective schizophrenia; in 
an additional patient the differential between schizo- 
affective schizophrenia and: manic-depressive illness 
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was not definitively resolved. One patient had no pre- 
vious hospitalization, 2 had one prior adm:ssion, and 1 
each had two and six prior admissions. In three cases 
refusal began when medications were first offered; in 
one instance the patient accepted medications twice 
over the course of a week before beginning prolonged 
refusal; and 1 patient did not begin persistent refusal 
until 6 months after admission. All but cne of these 
patients had previously taken and responded to the 
specific medication now being refused. 

All symptomatic refusers maintained as a reason for 
refusal that it was their legal right to dec] re medica- 
tion. Additional reasons offered included a preference 
for megavitamin therapy, an unwillingness to have a 
"purified" body ‘‘contaminated’’ by mecication, an 
outright denial of mental illness, a fear of side effects 
and emotional blunting combined with delusional fears 
that acceptance was equivalent to sexual ntercourse 
with the therapist, and a simple refusal to offer a rea- 
son. The patients’ therapists noted in add-üon that 2 
patients seemed to be involved in negativist c struggles 
with their therapists that recapitulated familial pathol- 
ogy, 1 schizoaffective schizophrenic patient denied ill- 
ness while high, a depressed patient did not want to get 
better, and 1 patient was quite delusional about the 
meaning of the medication. 

Therapists' responses to this group of patients' re- 
fusals varied with the patient's clinical state. A para- 
noid schizophrenic patient who had continually sought 
new arenas for struggle with the therapists during a 6- 
month hospitalization began to refuse medication 
when she learned that other patients had teen doing 
this successfully. After 3 weeks of refusal it was 
judged that further hospitalization would not be useful, 
and she was discharged. Another patient—a manic, 
perhaps schizoaffective, patient— was discharged at 
the conclusion of a 10-day emergency commitment 
since he was not thought to meet criteria Zor longer 
term commitment. In the remaining 3 cases it was not 
felt that the patient could be safely releaseó; guard- 
ianship proceedings were therefore initiated for the 
purpose of having a guardian give consent tc adminis- 
tration of medication against the patient's wal. Hospi- 
tal policy permitted involuntary medication at that 
point and, faced with the prospect of intremuscular 
medication, 2 patients agreed to take oral medicaiion. 
Both improved dramatically soon afterward. The third 
patient became acutely catatonic, refusing to eat, be- 
fore guardianship proceedings could be completed. He 
was adjudged to be in a life-endangering cond:tion, and 
intramuscular medication was authorized. Despite no- 
ticeable improvement, acknowledged by the patient, 
he refused oral medications, saying that he preferred 
the injections, which were continued. 

Of this group, one patient required seclusion for 
threatening behavior and on that occasion acczpted or- 
al medication as an alternative to intramuscular ad- 
ministration. One patient received repeated parenteral 
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medication for continued self-destructive behavior; 
the catatonic patient described above was given in- 
tramuscular medication when in a life-endangering 
State. 


DISCUSSION 


Our pilot study is based on direct observation and 
reporting as well as interpretation of clinical data by 
the treating physicians and staff visit. Despite the 
methodological constraints of this method of data as- 
similation, the division into groups was relatively 
clear. 


Psychological Issues 


Even within each of the three groups, the patients 
remained diagnostically and functionally hetero- 
geneous; this finding was most pronounced in group I 
(situational refusers). Group II (stereotypic refusers) 
contained the sickest and most chronically ill patients. 
We felt that drug refusal served as a specific and routin- 
ized means of communication of distress in this group 
because of its recurring and rhythmic availability (sev- 
eral times a day) and because of the fact that the en- 
counter with the medication nurse served as a recur- 
ring interpersonal forum to communicate distress to an 
orally gratifying object whose responsive concern 
could be predictably and reliably mobilized by refusal. 
We suggest that in this group refusal represents the 
dynamic equivalent of a child going on a hunger strike 
to evoke certain responses from the mother. In addi- 
tion, refusal may have offered a means of attaining in- 
creased interpersonal distance for patients troubled by 
excessive closeness. 

Group III (symptomatic refusers), who refused for 
prolonged periods of time and for various reasons, ap- 
peared to contain a disproportionate number of those 
with a high level of premorbid function (e.g., educa- 
tion, durable object relations, achieved professional 
status). Our impression was that the same resoluteness 
consistent with high achievement was recruited to 
support delusional perceptions of medication. 

In contrast to previous authors (8, 9, 12), we did not 
find the role of extrapyramidal symptoms to be promi- 
nent in refusal; the inpatient population, closely moni- 
tored by the nursing staff, may respond to such 
symptoms by calling them to staff attention. This 
pattern may differ from that of an outpatient popula- 
tion who may simply default if distressed by extra- 
pyramidal symptoms. It seemed that most of our inpa- 
tients used other means of communicating their concern 
over extrapyramidal symptoms than outright refusal. 

Also in contrast to other studies (2, 3, 6, 15), the role 
of the doctor-patient alliance was variable. The doctor 
was often unaware of the refusal; the nurse-patient al- 
liance often appeared more pivotal in resumption of 
compliance. This point has been virtually ignored in 
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the literature. In this study, a highly significant but im- 
ponderable variable was the presence of a medication 
nurse who had been on the ward for about 15 years and 
was thus extremely well known to frequently read- 
mitted patients and those on the ward for a long time. 

The role of paranoia frequently cited by other au- 
thors as grounds for noncompliance (9) was prominent 
in our sicker group II patients (stereotypic refusers); 
we could not reliably determine the specific role of 
grandiosity in this group as a factor significantly dis- 
tinct from, say, suspiciousness. Group II appeared 
prominently motivated by grandiose concerns, sup- 
porting previous authors (5, 6, 9, 13). 

The role of the milieu as a factor in drug refusal— 
strikingly underacknowledged by other authors, with 
the exception of Stimson (18)— was brought out as our 
patients shared their information and advice about the 
possibilities for and consequences of refusal. It is in- 
teresting that despite patient-patient "'education"' 
about refusal, the feared epidemic of refusals did not 
materialize. 


Clinicoforensic Issues 


Among some members of the legal profession, there 
is a growing tendency to view refusal of medication (in 
ali but extreme emergencies) as a "right," which all 
patients, even those involuntarily committed, should 
be free to exercise (26). They reason from common- 
law standards that administration of medication in the 
absence of consent may constitute assault and battery. 
In addition, proposed constitutional bases for a “‘right 
to refuse” include a recently formulated “‘right to pri- 
vacy," Eighth Amendment freedom from cruel and 
unusual punishment, First Amendment freedoms of 
speech (23) and religious expression, and Fourteenth 
Amendment notions of due process (26). Few states 
grant explicit statutory rights of refusal and most of 
these limit the scope to voluntary patients (26). 

The above approach fails to take into account the 
fact that ‘‘refusal’’ is not a homogeneous concept but a 
set of behaviors whose meaning and consequences 
vary according to the patient's clinical state. Among 
our situational refusers (group I), some were delusion- 
al about the medication, others used refusal as a means 
of expressing anger, while still others ''rationally"' re- 
fused medication that was causing side effects. Our 
stereotypic refusers (group IJ), all chronically ill, gen- 
erally responded to stress by projecting their concerns 
on:o the medication. Symptomatic refusers, the most 
troublesome category (group HI), held deep-seated 
delusional beliefs about their medication but often 
phrased their objections in the language of civil rights. 
One might argue that some patients were seeking the 
"privacy" of craziness and others used refusal as a 
substitute for speech in communicating their feelings; 
still, it is impossible to force these variegated situa- 
tions into a uniform constitutional mold. 

More useful in this situation is a clinical perspective. 
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Permittirg both situational and stereotypic refusers in 
our study to decline medication, not as a “right” but 


t ft 

26 3 matter of clinical policy, did not seriously impair 
their overall treatment and yielded some positive ad- 
vantages. Areas of concern and periods of stress were 
signalled nonverbally at times when direct communi- 
cation may have been difficult, giving doctors an op- 
portunity to explore material which might otherwise 
have remained buried. All episodes ended quickly, 
even for delusional patients; emergency situations 
were rare and relatively smoothly handled under pro- 
visions allowing involuntary medication when danger 
to self or others was present. 

Only for the symptomatic refuser (group III) did the 
act of refusal result in serious clinical consequences. 
Here, regardless of the constitutional justification of- 
fered by the patient, it was clear in each instance that 
refusal was a direct result of the patient's illness and 
the resulting delusional system. A rigid legal approach, 
accepting unchallenged the patient's categorization of 
the situation as an adversary proceeding, might have 
been forensically satisfying but would clearly have un- 
dermined the patient's care. These individuals may be 
voluntary or committed patients, otherwise competent 
to manage their affairs and not an immediate danger to 
themselves or to others. However, if the legal system 
fails to recognize that their refusal is a manifestation of 
their illness and not a conscious exercise of their civil 
rights—as the previously accepted parens patriae doc- 
trine implicitly acknowledged —then constitutional ar- 
guments serve only to justify deprivation of care. 
Some legal authors have indicated how the ‘‘right to 
refuse treatment" may actually infringe on the nas- 
cent, constitutionally based ‘‘right to treatment” (27). 
Although the legal and psychiatric systems face a con- 
ceptual nonalignment in this area, the legal structure 
must find some way of adapting to clinical realities. 
Mechanisms such as in-hospital review boards, impar- 
tial third-party arbitrators, and even the more cumber- 
some route of limited guardianship for the purpose of 
consenting to medication may all offer such an adapta- 
tion, and all are potentially valuable routes out of this 
clinical dilemma. 

Unquestionably, pharmacotherapy is far more diffi- 
cult and costly when hedged about with the forensic 
procedures herein alluded to. Whether such proce- 
dures are more just — whether the patient's rights are, 
in fact, better protected-—is far from clear in light of 
the patient's right to treatment and demonstrated psy- 
chotropic efficacy. Whether refraining from treatment 
militates in favor of the development of chronicity of 
illness is an additional unanswered query. 

Clinicians, on the other hand, may have to accept 
some limitations on their freedom to treat those pa- 
tients declining therapy. As our study suggests, not 
only is permitting limited refusal generally innocuous, 
but some definite gains may accrue from the accom- 
panying negotiations. Even among the class of long- 
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term symptomatic refusers, prolonged refusal did not 


preclude subsequent postive response to medication 


(three of three cases treated involuntarily) and the de- 
velopment of an effective therapeutic alliance. As long 
as alternative paths out of the bind represented bv 
long-term refusal exist, a good outcome remains a pos- 
sibility. The knowledge of psychotropic efficacy, 
moreover, is neither license nor -ustification for 
blindly medicating everyone, voluntarily or not. As 
Meerloo has cautioned, ‘‘Medicaticn and medical 
technique can be used to make man a submissive and 
conforming being. This we have to keep in mind in or- 
der to be able to make him really healthy and free" 
(28). 
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Legal Guardianship in Drug Refusal: An Illusory Solution 


BY THOMAS G. GUTHEIL, M.D., ROBERT SHAPIRO, M.D., AND R. LAWRENCE ST. CLAIR, M.D. 


The use of legal guardianship appears to offer a ready 
resolution to the complex forensic issue of involuntary 
medication for psychiatric inpatients. The authors, 
with the aid of clinical examples, show that the gap 
between theory and practice may render this solution 
illusory and illustrate the profound complications for 
treatment introduced by the guardianship process 
itself. After examining the complexities of this 
problem, they consider alternative methods for 
preserving the patient’s rights both to receive and to 
refuse medication. 


A guardian may give any consent or approval that may be 
necessary to enable the ward to receive medical or other 
professional care, counsel, treatment or service. 

- — Section 5-312(a)(3) Uniform Probate Code 


hen a patient with a psychiatric disorder refuses 

to take psychotropic medication, a dilemma of 
critical dimensions arises for the patient, for his or her 
physician, and for the possibilities of their future 
therapeutic work together. 

Involuntary medication as an issue presents alterna- 
tive dangers— on the one hand, that the patient will be 
subjected against his or her will to risks of an unneces- 
sary medication, and, on the other hand, that he or she 
will be permitted to avoid taking (i.e, not forced to 
take) a medication that was essential, resulting in the 
patient's death, severe disability, chronicity of illness, 
harmful acts against others that may have an immu- 
table effect on the rest of the patient's life, or severe 
anguish and suffering. 

Since fearsome ethical and legal entanglements arise 
around this question, an approach would be most wel- 
come that would safeguard patient rights, provide 
clear and precise decision-making guidelines, localize 
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responsibility and accountability, and offe 
reasonable protection from excessive o 
liability. 

The use of legal guardianship ffor those patients 
needing but refusing medication afppears -o offer just 
such promise: since the patients own competence to 
refuse is rendered questionable by his or her mental 
illness, the guardian shall *‘stand.in’* for the patient as 
the ‘‘average rational person?’ envisioned by the law. 

Our purpose in this article is to delineate the illusory 
quality of this offered promise by examining the guard- 
ianship process, not as envisioned by lawmakers, but 
as it actually transpires in the clinical context. At the 
Massachusetts Mental Health Center (MMHC), we 
have had considerable experience in attemz2-ing to use 
the guardianship approach to the problem of in- 
voluntary medication. With the aid of clinical ex- 
amples we will attempt to describe 1) what we have 
learned about the discrepancy between theory and 
practice in legal guardianship, 2) the clinical problems 
that result when it becomes necessary to rzsort to the 
guardianship process, and.3) our conclusions about 
some alternative ways of dealing witk. the problem of 
involuntary medication. 


mappropriate 


THEORETICAL CONDITIONS UNDER WHICH 
GUARDIANSHIP MIGHT BE CONSIDERE 


In order to respect a patient’s right to the integrity of 
his or her own body, application for guardianship (or 
other actions that might lead ta giving medication 
against a patient’s will) should ideally be undertaken 
only when the following simultaneously apply: 

1. The patient's clinical condition is suca that he or 
she is urgently in need of a therapeutic intervention to 
prevent serious physical harm to himself cr herself or 
others, or to prevent serious illness-related disability. 
Such clinical states may include manic excitement, . 
catatonic excitement, catatonic stupor, depressive stu- 
por, other acute psychotic states. suicidal states, se- 
vere homicidal states, severe paric states, and toxic 
and other organic delirious states. 

2. The patient's condition is one for which, accord- 
ing to convincing scientific evidence, there exists med- 
ication that usually reliably leads to an imprcvement in 
that condition: and the likelihood of benefit to the pa- 
tient outweighs the risks. 

3. The patient refuses medication specifically be- 
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cause his or her judgment has been impaired on that 
point by mental disorder. 

4. Alternative methods of treatment (or the decision 
not to treat) are not consistent with humane or ethical 
standards of medical practice. 







THE “IDEAL” PROCESS OF GUARDIANSHIP: 


join: functions of protecting a patient's civil rights and 
his or her right to adequate and appropriate treatment, 
the following features should pertain. 

1. A court system that can act decisively within a 
time-frame of hours, days, weeks, or months, depend- 
ing on the clinical urgency of the situation. 

2. A pool of individuals, who will be willing to serve 
as guardians on notice to be appointed within the time- 
frame of hours, days, weeks, or months, according to 
the clinical urgency of the situation; adequate com- 
pensation and liability protection should be available. 

3. The availability and; freedom of such individuals 
to act in the best interests of the patient, unencum- 
bered by preexisting psychological, psychosocial, or 
socioeconomic concerns. 

4. The availability of such individuals specifically 
capable of understanding the complexities of the is- 
sues to be decided, i.e., capable of maximally in- 
formed consent to medication. 

5. The existence of clear guidelines as to what con- 
stitutes consenting competence, i.e., under what clini- 
cal conditions a patient's illness constitutes in- 
competence to refuse medication. 

The following clinical cases will demonstrate some 
of the ways in which actual mechanisms for obtaining 
guardianship deviate from this ideal. 


CASE REPORTS 


' Case I. Ms. A, the youngest of four children, was raised in 
a deeply religious family from South America; she had diffi- 
culty with the move to the United States in her teens and had 
never really learned English. Her diagnosis of paranoid 
schizophrenia was based on her paranoid delusions, auditory 
hallucinations, her feelings that others could control her 
thoughts, and her increasing social isolation over the two 
vears following her first hospitalization. Her first psychosis 
had responded to hospitalization and fluphenazine in about a 
month. The second admission a year later was related to the 
family’s emotional abandonment of the patient; an increase 
in medication was found to be helpful. In the summer the 
patient stopped taking her medication, broke off all treat- 
ment, and slowly deteriorated over the next six months. 

In the winter the patient was readmitted on a voluntary 
basis for treatment of her third psychosis tn three years, with 
paranoid delusions about her family putting a hex” on her 
and auditory hallucinations (the voices of snakes). The bi- 
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zarre quality of the hexes clearly exceeded the limits of her 
cultural belief system. There was some question of a mild 
tardive dyskinesia involving the tongue. After discussion 
with the patient and her family, it was decided that the bene- 
fits outweighed the risks and treatment with fluphenazine 
was started. 

Over the next four weeks the patient’s psychosis slowly 
improved to the point that she was permitted an increased 
range of movement on the ward. When her therapist an- 
nounced that she was going on vacation, however, the pa- 
tient became assaultive and asked to be discharged. She also 
refused to take her medication, saying, ''If you won't let me 
go home, I won't take the medication." 

After the initial outburst the patient said very little about 
the medication and refused to meet with her therapist. Over 
the next two weeks she took the medication only sporadical- 
ly. A major winter blizzard stranded much of the city and 
kept her therapist away from the hospital for over a week. 
Her refusal of medication then became more consistent. 

The agonizing dilemma for the staff was the ambiguity of 
when to request that a guardian be appointed to decide the 
issue of forced medication. Although the patient was defi- 
nitely improved, she was still somewhat delusional about 
her family putting hexes on her, and she was saying nothing 
psychotic about the medication: she simply did not want it. 
Ironically, she was not legally incompetent about this issue 
at this point. Working with the family to help the patient 
decide to take the medication did not help. 

For the next month the staff had to watch helplessly while 
the patient slowly deteriorated until she was ''crazy" 
enough to be declared legally incompetent. In other words, 
for the patient to be found incompetent to make decisions 
about her treatment (and thus require a court-appointed 
guardian) she first had to become more psychotic, despite 
the availability of a treatment of proven efficacy in this very 
patient. After one month of only sporadic medication, she 
was feeding cigarette butts to the ‘‘snakes’’ on the ward and 
felt the medication was poison. At this point the staff advised 
the family to seek guardianship. 

The legal machinery required over a month to effect, in 
part because this was not an ‘‘emergency’”’ in the eyes of the 
court since the patient was quiet (although, of course, she 
had to be kept in her own bedroom most of the time in order 
to be ‘‘quiet’’). That month's delay saw further deterioration 
in the patient. 

First the court had to be sure that the patient knew of the 
probate action. Two Spanish-speaking psychiatric residents 
read the patient a letter from the court, phrased in traditional 
‘‘boilerplate’’ (see appendix 1), while the patient continued 
to feed the snakes and to make uninterpretable head motions 
when asked if she understood. A guardian ad litem was ap- 
pointed to oversee the guardianship process—a ''guardian 
for the guardianship," as it were. The patient's family 
missed the first court hearing. Despite monumental efforts 
by the social worker, the family was totally bewildered by 
the legalities and quite ambivalent about Ms. A in general. 
Finally, in mid-April the court appointed Ms. A's mother as 
guardian, and she signed a consent form for medication. The 
patient was offered a choice of pills or an injection; under 
this plan Ms. A regularly took the fluphenazine. Three weeks 
later her privileges could be increased, and from then on her 
hospitalization took the same course to discharge as the two 
previous admissions. However, this hospitalization was 
nearly twice as long as either previous admission. 


Am J Psychiatry 137:3, March 1980 


Drug refusal in response to a therapist’s vacation is 
not uncommon on inpatient wards. (See Appelbaum 
and Gutheil’s article ‘‘Drug Refusal: A Study of Psy- 
chiatric Inpatients” in this special section.) However, 
this case shows to what degree traditional therapeutic 
management may be profoundly disrupted by the diffi- 
culties encountered in practice with the guardianship 
mechanism for protecting the patient's rights. In fact, 
this mechanism created major interferences both with 
regard to the patient's civil rights and her right to treat- 
ment; only one of five "ideal" characteristics of a 
guardianship system—availability of family—applied. 
To elaborate this point: 

1. The court mechanism was clearly not able to re- 
spond as rapidly as the urgency of the clinical situation 
demanded because her condition did not constitute a 
life-threatening emergency. 

2. The next of kin could, in fact, appropriately serve 
as guardians, fitting our second criterion; that is, they 
were willing and available to serve. 

3. The family's intense ambivalence may have com- 
promised their suitability regarding the third criterion 
(the neec for a guardian "uncontaminated" by con- 
flicting aims or interests). 

4. The family's bewilderment over the medicolegal 
issues mzde their ability to understand the matter (the 
fourth criterion) seem dubious—a question further 
clouded by linguistic and cultural issues. 

5. Finally, as the case suggests, there are no clear 
competency guidelines suited to the constantly fluc- 
tuating clinical picture. 

Our second case illustrates clear problems in the 
area of conflicting parental interests impinging on 
guardianship. 


Case 2. The patient, an adolescent girl (a legal minor), was 
acutely psychotic, withdrawn yet defiant, and unable to help 
herself: She evinced signs of suffering greatly. A pivotal as- 
pect of the psychosis was a bizarre negativistic delusional 
system concerning food. Despite severe emaciation and 
near-dehydration she refused to eat and even to drink, al- 
though under threat of intravenous hydration/feeding (she 
feared needles) she took minimal fluids and barely enough 
food to prevent starvation ketosis. She also refused medica- 
tion, on the basis of “not wanting and not needing it.” 

The situation thus far resembles a number of clinical states 
(e.g., anorexia nervosa) that can readily become life-and- 
death matters. We might underscore that this patient was not 
dangerous to anyone other than herself. Since she was a mi- 
nor, makirg her parent the guardian would seem to be a well- 
precedented, feasible course of action. Certain details of 
family history, however, must now be considered. 

For most of her life, at her father's instigation, this girl had 
been on a special diet, which—although somewhat idiosyn- 
cratic—did not appear to be delusionally based; nor was it 
inherently malnutritive. However, the diet, and her father's 
insistence on strict adherence to it, served as a continuing 
focus of struggles in the family both between parents and 
between generations; the child would occasionally sneak off 
for "junk" food, and on one occasion, the family went so far 
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as to go to court concerning what the child shculd eat, with 
the parents each arguing a different view. Even now, visiting 
the ward, the parents argued across her mute form over what 
should go into her mouth. 


The issue here is not merely < question of folie à 
deux; the diet in question is not necessarily a ‘‘symp- 
tom” of illness. Yet the history gives unequivocal in- 
dications of the extent to which the diez: (and, by asso- 
ciation, medication) is deeply interwoven into the fam- 
ily's pathological overconcern about feeding issues; 
more to the point, the courts had already been recruit- 
ed to participate in this ''oral struggle.”’ 

Consequently, to appoint the father tze putative 
guardian— whatever else might be accomplished by 
such appointment— would be, once again. to employ 
the law to strengthen the familial pathology. 


Case 3. A middle-aged woman with an affective disorder 
who was under involuntary commitment was told by her 
boyfriend that she had a legal right to refuse medication. 
When she brought this query to the resident, he first encour- 
aged her to discuss it thoroughly with h:m as a legitimate 
topic of therapeutic exploration. He then outhned the cur- 
rent regulations pertaining to the issue, including use of lim- 
ited guardianship. The patient exclarmed, “I don't want a 
guardian, forget the whole thing! PH take the medication.” 


We might reflect on one clinical dimension implicit 
in the vignette, yet probably unsuspected by lawmak- 
ers: the same negativism that may apply to medication 
may easily be turned against guardienstip as well! 
From the patient's perspective, the imposition of a 
guardian may not be in the least a greater blessing than 
the imposition of medication. 


BASIC CLINICAL PROBLEMS PCSED BY 
GUARDIANSHIP 


Contract and Alliance 


Ordinarily the treatment contract (1) is negotiated 
directly between doctor and patieat as a shzred agree- 
ment about process and goals. When the patient has a 
legal guardian, however, the contract is nezotiated be- 
tween doctor and guardian past the patient, as it were, 
instead of with him or her. This contractuzl abnormal- 
ity leaves ambiguous the question of agency: who is 
employing the psychiatrist, for whose goals, and in 
whose interest is he or she working? Similarly, the 
therapeutic alliance (2) is altered from its customary 
configuration of doctor and patient collaborating 
against the illness or problem. The doctor is function- 
ally allied with the guardian, whe collaborates on the 
planned drug regimen; the patient remains in an oppo- 
sitional stance to both. 


Guardianship and Countertransference 


In common with other coercive approaches, seeking 
guardianship may evoke conflicts in the counter- 
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transference, usually of two sorts. One is the conflict 
concerning sadism, often focused on the intramuscular 
injection of the guardianship-permitted medication. 
This resonates with conflicts concerning taking over 
and taking control. The other is the conflict evoked 
when a significant part of the treatment process is re- 
moved from within the therapeutic dyad. Counter- 
transference anger at the patient for refusal, as Mester 
(3) has described, may lead to coercive impulses or, as 
reaction formation, the wish to avoid all semblance of 
coercion. All of these factors may militate in the direc- 
tion of inappropriate reluctance to seek guardianship 
when indicated. 


Guardianship and Responsibility 


Personal responsibility remains the keystone of de- 
finitive rehabilitation of the mentally ill; guardianship 
poses inherent problems in maintaining the responsi- 
- bility of the individual. If the guardian is a parent, the 
judicial procedure acts counter to the autonomy of the 
patient, effectively re-infantilizing him or her, regard- 
less of the age; the patient is legally transformed into 
the status of a minor. Even if the guardian is not a 
parent, the patient’s denial of illness, projection, and 
consequent avoidance of responsibility may all be re- 
inforced through the judicial process, which localizes 
responsibility outside the patient. 


The Pool of Potential Guardians —A Major Problem 
Área 


The process of guardianship depends on available 
guardians; neither the legal system nor the mental 
health system in Massachusetts (and probably else- 
where) has the manpower to supply this need. The log- 
ical alternative is the use of family members, but this 
has several difficulties of its own. 

1. As in case 2, the family may be part of the prob- 
lem or may be no healthier or more competent than the 
patient. 

2. The family may be deceased, absent, unreach- 
able, unavailable to serve, or unwilling or uninterested 
in being guardians. In the landmark Saikewicz case of 
the Massachusetts Supreme Judicial Court (4), which 
set a number of controversial precedents concerning 
guardianship, it is noteworthy that the family of that 
patient declined totally to participate in guardianship. 
Similarly, many of our inpatients represent a popu- 
lation whose families have withdrawn from them, giv- 
en up on them, or washed their hands of them in de- 
spair and exhaustion. 

3. The family may be opposed to medication—a dis- 
turbing ethical as well as legal dilemma. If a parent is 
made guardian and also refuses medication on the pa- 
tient's behalf, what is the ethical implication of return- 
ing to the court, saying, in effect, ‘‘This guardian did 
not respond as we would wish; give us another who 
will do so”; and how often could this be repeated? 
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IMPLICATIONS 


Our experience at Massachusetts Mental Health 
Center has led us to conclude that the use of the guard- 
ianship process to help resolve questions of involun- 
tary medication has not been satisfactory. Guardian- 
ship has not been satisfactory because, 

1. It often results in infringement of the patient's 
right to prompt, effective treatment in situations in 
which such treatment is urgently required. 

2. It often does not actually protect the patient's 
right to refuse medication because of difficulties in 
finding a guardian who understands the complex issues 
involved in the decision and who is sufficiently free of 
psychological, psychosocial, and socioeconomic con- 
cerns that he or she can act unambiguously in the pa- 
tient's best interest. 

3. It often creates profound clinical problems that 
interfere with maintaining a high level of care of a psy- 
chiatric patient in treatment modalities other than 
medication. This interference may, in fact, impair the 
ethical practice of medicine—an issue that was specifi- 
cally addressed in the Saikewicz decision (4). 

Although we have not emphasized the question of 
actual monetary or manpower costs, this variable as- 
sumes staggering proportions when one considers that 
three lawyers are involved for each case in point: the 
patient's attorney, the hospital's attorney, and the 
guardian ad litem; in addition, the cost of court time 
cannot be ignored. If we use as a reference point the 
data from Appelbaum and Gutheil's study in this se- 
ries, in which 23 patients refused medication in a 3- 
month period, we derive a total possible involvement 
of 69 lawyers per quarter, or 276 lawyers per year, in- 
volved in 92 (4 X 23) court cases per year from just 
one ward of one hospital—a cost in money and man- 
power that must overload any system now extant, es- 
pecially when one considers the speed with which 
these forces must be marshalled in the clinical setting. 

Taken together, these effects of the use of the guard- 
ianship process have made it very difficult or impos- 
sible to deliver good medical care, to protect the pa- 
tient's right to treatment, and to protect the patient's 
right to refuse medication. 

This finding, if confirmed by the experience of other 
centers, is of great concern to psychiatrists, to psychi- 
atric patients, their families, and, in the long run, to 
society. If the theoretical benefits of guardianship in 
protecting the patient's rights do not hold up in prac- 
tice, how then can these rights be maintained in such a 
way as to allow physicians to give, and patients to re- 
ceive, good medical care? We suggest five alternative 
mechanisms, none of which is without considerable 
problems in itself. 


Restructuring the Court System 


Restructuring the court system so that the court can 
act on guardianship in accordance with the clinical ur- 
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gency of the patient’s condition might be considered. 
In order to accomplish this, it would be necessary to 
have some type of 24-hour-a-day ‘‘call system” for 
judges, similar to the 24-hour call system that physi- 
cians use to maintain clinical availability and responsi- 
bility for their patients. Such a call system for judges 
would ensure that the psychiatrist, faced with an ur- 
gent situation possibly requiring the use of involuntary 
medication, would have a counterpart in the legal sys- 
tem with whom he or she could work as urgently as 
necessary to come to a satisfactory resolution for the 
patient. 

Similarly, the court system could take on the re- 
sponsibility for maintaining a cadre of well-qualified 
individuals willing to serve on short notice as guard- 
ians for mental patients. 

However, the costs of such a system, the burdens it 
would place on an already overburdened court system, 
and the unlikely possibility of finding large numbers of 
well-qualified individuals willing to take on the oner- 
ous task of guardianship make the solution one that 
society is unlikely to attempt. 


Rapid Judicial Rulings on Competence 


Another alternative is the rapid rendering of a judi- 
cial ruling on this matter. Since a judge may declare a 
patient incompetent to refuse medication, such a dec- 
laration might be introduced at a commitment hearing 
as an additional finding; the patient's and hospital's 
counsel would already be present at the hearing. When 
the patient is voluntarily admitted, it might be possible 
to use ad hoc judicial rulings, perhaps with one court 
serving a number of treatment facilities. Although 
somewhat cumbersome, this method may yet be more 
responsible than full guardianship. 

As with other areas lacking clear judicial prece- 
dents, an unexpected obstacle may be posed by lower 
court judges’ fears of having their guardianship rulings 
overturned by higher courts. 


Outside Psychiatric Consultation 


Another alternative to guardianship is outside psy- 
chiatric consultation on the appropriateness of in- 
voluntary medication in the specific case. The consul- 
tant would be from a source outside the direct line of 
clinical responsibility to avoid allegation of conflict of 
interests. This method can operate with reasonable ex- 
peditiousness on an emergency basis through the use 
of clinicians in nearby hospitals. The usual sanctions 
in terms of malpractice and negligence litigation would 
apply for the patient's protection. To expedite this 
process a protocol might be developed, systematically 
reviewing such variables as history of previous re- 
sponse to treatment, documentation of evidence that 
refusal is based on illness, and so on. Such protocols 
may be reviewed by medical standards committees to 
ensure their appropriate use, much as tissue com- 
mittees review operations. 
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Outside Review Board 


At times the suggestion has been made that before 
medication is given without a patient's consent, the 
case should be examined by a rzview board. Such a 
board might consist of physicians only, cr physicians 
and representatives from the community. 

Such an alternative would help considerably with 
the problem of conflict of interests. However, it has 
several major disadvantages. By making such a review 
necessary before administering involuntary medica- 
tion, the same problem currently facing the g 
lanship procedure would be likely tc occur-—an 
inability of the system to respond to the clinical urgen- 
cy of the situation. It is unlikely that any outside re- 
view board could be convened at short enough notice 
to solve this problem. Furthermcre, such a procedure 
may raise more legal and ethical issues than it solves. 
If the review board and the responsible hospital clini- 
cians disagree, who, then, is ethically and legally re- 
sponsible if the patient does not receive medication 
and suffers because of it? Will the review board take 
on this responsibility, and if so, who would be willing 
to serve on such a board? 


Combination of Internal and External Rev.ew 


Another alternative would be to combine the in- 
ternal and external review procedures. 

In this procedure a single psychiatrist or group of 
psychiatrists within a given hospital (or region, if nec- 
essary), with qualifications such as Board certification 
and particular expertise in psychopharmacology, 
would be designated to review any case of involuntary 
medication before the medication is given. Each hospi- 
tal (or regional group of hospitals) coulc establish a 
call schedule so that such internal review could be 
done on a 24-hour basis. Then an external review 
board could meet weekly to review all ongoing cases 
to determine whether such involuntary treatment 
should continue. 

Although this system solves some of the practical 
problems of involuntary medication, the ethical and le- 
gal questions raised under mechanism 4 still pertain. 

Despite the numerous failings we have 2numerated, 
we must concede that a guardianship proceeding may 
represent the last hope for the nondangerous, treat- 
able, mentally ill—those *'rotting with their rights on" 
(5). These are the patients for whom involuntary com- 
mitment criteria related to dangerousness cannot be 
invoked in response to drug refusal—a si-vation leav- 
ing the physician with no legal recourse “or moving 
these patients (who desperately need treatment) into a 
therapeutic situation. Other jurisdictions, moreover, 
may operate with greater efficiency and speed than 
does Massachusetts. In any case, it is clear that we are 
encountering the problems of all pioneers in untracked 
legal wilderness: no guidelines, no unequivocal de- 
terminants of a patient's competence, no fund of legal 
precedent on which to draw. 
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In the long run, society will have to choose how 
much any one system of dealing with the problem of 
invcluntary medication actually protects patients’ 
rights and whether the cost of such a system is too 
high. Whatever is proposed, it should first be tried in 
practice before final legislative or administrative 
changes are made. Only society, through legislation 
and test cases, can answer the question of guard- 
ianship—a question that demands an answer, as do our 
suffering patients. 
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APPENDIX 1 
Court Letter for Case 1 


Please be advised that a motion to appoint your mother as 
Temporary Guardian of your person will be presented to the 
Probate Court for the County of Suffolk at the Old Court 
House, Pemberton Square on (date) at (9:00 A.M.). If you 
wish to object thereto, you or your attorney should appear 
at that time. A photostatic copy of said Motion is enclosed. 


MOTION 


Now comes the petitioner in the entitled matter and moves 
this Honorable Court as follows: 

1. To appoint (mother) temporary guardian of the person 
of (patient), a mentally ill person for the purpose of con- 
senting, or withholding consent, to the proposed medication 
treatment plan as outlined in the attached medical report; 

2. For whatever other orders this court deems meet and 
proper. 
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Social and Cultural Perspectives on Medication Refusal 


BY LORNA RHODES AMARASINGHAM, PH.D. 


The author reviews the sociocultural anthropology of 
medication refusal in relation to ‘‘compliance’’ and 
examines the social and cultural meaning of 
medication outside and within treatment. She 
suggests that these aspects of the medication 
experience provide the clinician with a deeper and 
needed understanding of both compliance and drug 
refusal. 


In investigating the use of prescribed medication we 
have to take account of the patient as a decision-making 
individual living in a culture from which he is receiving 
information about health and illness. 


—~Stimson (1) 


n any society, treatment for illness is part of a larger 
[social and cultural universe that includes beliefs 
about the body, about other people, and about the na- 
ture and usefulness of ingestible substances. Like oth- 
er aspects of treatment, medications have meaning in 
. relation to the social context in which they are pre- 
scribed. Patients’ refusal of medication is indicative of 
a gap between their experience and understanding of 
the medication and the intentions of the prescribing 
physician. In this paper I will explore the issue of drug 
refusal from the perspective of the meaning that medi- 
cation has for patients, focusing in particular on the 
social and cultural aspects of patients' attitudes. 

There are two interrelated senses in which we can 
speak of the ''social context” of taking medication— 
the social context in which the patient lives apart from 
his or her treatment and the social context of the treat- 
ment setting itself. Although for many psychiatric pa- 
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tients these two worlds eventually become inter- 
twined, for the purpose of this paper I will use a divi- 
sion of focus. After a brief discussion of th» concept of 
compliance itself, I will turn to the backgrcund of the 
patient's encounter with medication, particularly from 
the point of view of the cultural influences involved. 
Second, I will look at the meaning of medication with- 
in the social context of medical treatment itself. Liter- 
ature from several areas in social science will be briet- 
ly referred to when relevant. 


IMPLICATIONS OF ‘‘COMPLIANCE”’ 


Much of the enormous literature on medical com- 
pliance is, as Stimson (1) pointed out, directed to the 
questions of how many patients are noncompliant and 
who they are. A substantial number of patients do not 
comply with prescribed regimens; however, the at- 
tempt to predict on the basis of demograrhic features 
which patients will default has been largely unsuccess- 
ful (1-5). One result of the evidence of widespread 
noncompliance is the emergence of a number of arti- 
cles suggesting methods for obtaining increased com- 
pliance (e.g., 5-7). Thorough education o= the patient 
regarding his illness, management of the medical inter- 
view to indicate respect for the patient's 2eliefs, sim- 
plification of regimens, and social suppcrt for com- 
pliance have all been suggested as ways to remedy 
noncompliance. All these suggestions take zor granted 
that fairly simple manipulations of the clinical situation 
directed at improving communication and increasing 
the patient's understanding of the illness and regimen, 
will lead patients to greater compliance. 

Perhaps, instead, we should reconsider the whole 
concept of compliance. As Stimson (1) suggested, the 
idea of compliance implies that the patient is a passive 
"complier" or ‘‘obeyer’’ who mechanically follows 
the instructions given to him. Programs that try to in- 
crease compliance by having the physician manipulate 
the form, timing, or presentation of the medication as- 
sume that the patient has no other source of informa- 
tion about medication than what the doctor tells him. 
This, however, is unlikely. As Stimson (1) pointed out, 


..'*People have ideas and attitudes about the use of med- 


icines; they are not taking them in a thoughtless vac- 
uum." Compliance studies often assume that a pre- 
scribed drug addresses just those dimensicns of the pa- 
tient's illness which the physician intends to address; 
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- the possibility is rarely raised that the patient would 
interpret the drug’s action in wholly different or con- 
tradictory ways. 

To expand the idea of compliance we need to exam- 
ine ways in which the experience of taking medication 
is linked with other experiences and ideas that the cul- 
ture and society provide. We also need to consider the 
patient as an actor in rather than a passive recipient of 
his own treatment. This is particularly important in un- 
derstanding the role of medication in psychiatric treat- 
ment because of the intimacy and complexity of the 
therapeutic relationship in psychiatry and because of 
the complex ways in which psychiatric illness itself is 
shaped by social and cultural conditions. 

A useful point made in the recent literature on medi- 
cal anthropology is that we should distinguish between 
disease as a biological entity and illness as a social ex- 
perience (8-11). Eisenberg (8) pointed out that a per- 
son can have a ‘‘disease’’ without being ill in the social 
sense. For instance, a "hypertensive patient may stop 
taking his prescribed medication because it makes him 
“il even though he is told it will mitigate his disease.” 
The patient experiences his illness not only as a biolog- 
ical fact but also as it impinges on his experiences and 
interactions as a social being. Thus, even when the 
doctor and patient agree, ‘‘the agreement may be limit- 
ed to a common perception that a problem exists 
which each is likely to formulate in quite different 
terms” (8). 

When a doctor prescribes medication he or she is 
usually attempting to treat the perceived disease or its 
symptoms. The medication, however, inevitably takes 
on meaning in relation to the patient’s illness as an ele- 
ment, perhaps a-problematic one, in the social situa- 
tion. Although psychiatrists may often be more aware 
than other physicians of the complexities of the pa- 
tient’s social situation, Gutheil (12) pointed out that it 
is sometimes difficult not to regard medication as 
somehow different and more straightforward than oth- 
er aspects of psychiatric treatment. However, the pos- 
sibility for misunderstandings about medication 1s par- 
ticularly great for psychiatric patients (13), not only 
because of the complicated psychodynamics of the 
treatment situation but also because of the attitudes 
toward drugs and toward their illness that patients 
bring to.treatment. . 


SOCIAL AND CULTURAL SOURCES OF 
ATTITUDES 


The assumption in much of the literature on drug 
compliance is that the patient is somehow a ''blank 
slate" when he comes to the physician for the first 
time and that he passively soaks up what the doctor 
tells him about medication. Even the most isolated pa- 
tient, however, lives in a social world in which illness 


and treatment have meaning. For most patients a good 
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deal of self-treatment and adaptation to an illness have 
already occurred before the illness is brought to the 
attention of a health care professional.! Stimson (1) 
stated that the doctor ‘‘may be a source of ideas, but 
he is by no means the only source. People may consult 
a whole range of other people for medical advice and 
suggestions on the use of medications." In a sym- 
posium at Boston City Hospital in March 1976 Zola 
pointed out that although ‘‘the doctor may be expected 
to-give some crucial aid, it is rarely if ever the only 
thing the patient will use.’’ Often, also, it is not just the 
intensity of the illness but discomforting aspects of a 
patient's social situation that ‘‘trigger’’ the decision to 
see a doctor (18). For example, a woman may want to 
be hospitalized to avoid certain pressures from rela- 
tives (18), or a family may bring in an unruly patient 
for treatment only when a change in their economic 
situation makes his behavior intolerable. Because pa- 
tients come with expectations of the outcome of seek- 
ing help, they may have reasons for refusing medica- 
tion that have little to do with the objective. ''facts'' of 
their medical condition. In fact, Zola stated that to 
‘* ‘take one's medicine’ is in no sense the ‘natural’ 
thing for patients to do.” 

To understand the reasons a patient may have for 
refusing medication, it is useful to think of some of the 
ways in which people make sense of illness in cultural 
terms. Kleinman (11) suggested that each member of a 
culture carries an ''explanatory model" of illness 
which is typical for the culture and which defines the 
nature of the illness, its appropriate treatment, and the 
kind of relationships within which treatment can take 
place. These explanatory models can be rooted in 
medical or psychiatric theory, in folk theories of ill- 
ness, and in the assumptions of the culture about the 
relationship between illness and society. In the case of 
psychiatry, he stated that ‘‘all ideas about mental ill- 
ness are explanatory models operating within particu- 
lar sociocultural settings" (11). Kleinman presented 
examples that show the great differences in approach 
to illness among cultures; at the same time he sug- 
gested that this model need not be limited to cultures 
widely different from ours. He stated that the diverse 
"social world of modern societies can be regarded as 
an almost endless series of isolated explanatory mod- 
els." Thus, medical and psychiatric patients may be 
using explanatory models that are very different from 
those of the clinician. 

The explanatory model concept suggests that pa- 
tients come into the treatment setting with their own 
system for classifying and understanding substances. 
The possible complexity of such systems can be clear- 
ly seen in an example from another culture: Har- 


Zborowski (14), Mechanic (15), Zola (16), and others have shown 
that even the physical experience of disease is mediated by social 
and cultural factors; what Bart (17) called the ‘‘vocabulary of dis- 
comfort” varies widely across cultures and social classes. 
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wood’s description of the hot-cold theory of Puerto Ri- 
cans in New York (19). In this system, food, medicine, 
and bodily states are classified according to whether 
they are hot or cold. Hot substances are used to treat 
cold conditions, and vice-versa. For example, rashes 
and diarrhea are hot and may be treated with cool 
foods or medicines. New foods and medicines can be 
incorporated into this system; penicillin and aspirin, 
for instance, are considered hot. 

Patients who believe in the hot-cold system may be 
resistant to certain kinds of medical advice. For in- 
stance, fruit juice and colds are both considered cold; 
prescribing juice for a cold would therefore be con- 
tradictory. New mothers often will not give their in- 
fants formulas that are based on evaporated milk be- 
cause it is considered hot and is believed to cause rash- 
es. In pregnancy, women avoid hot substances, which 
they believe irritate the fetus (among hot substances 
are vitamins and iron). 

The hot-cold system, like other explanatory models, 
makes sense of a large number of diverse phenomena. 
Treatments are readily available and can be adjusted 
to suit the needs and beliefs of individuals. Currier (20) 
pointed out that treatment in the hot-cold system is 
also potentially satisfying in providing an emotionally 
meaningful symbolism to be used when illness occurs. 
Manipulation of substances can stand for and reinforce 
interpersonal relationships. For instance, the hot treat- 
ments given to the postpartum woman may reflect or 
even substitute for the nurturance and concern of her 
family. 

A patient who has a coherent explanatory model of 
his own will be motivated to reject any competing 
model that is presented to him. The logical consistency 
of the explanatory model makes it cognitively satis- 
fying, and its connection with other symbolic domains 
in the culture makes it emotionally satisfying. It often 
includes treatments that are convenient and provide 
meaningful social interaction; it may also carry sym- 
bolic meanings that allow the patient to act out con- 
flicts about the illness through manipulation of objects 
and substances. Therefore, the physician who ‘‘ex- 
plains" the need for a particular regimen may not be 
entirely persuasive because he or she is competing 
with an already established and highly meaningful sys- 
tem. 

Kleinman (11) gave an example of a Chinese man 
seen at a Boston clinic for depression. The patient de- 
nied any emotional complaints. He felt that his symp- 
toms of weakness, weight loss, and insomnia were 
clear indications that he was suffering from ‘‘wind’’ 
and ‘‘not enough blood." In Chinese folk medicine, 
these disorders result from humoral imbalance. The 
patient insisted that the clinic physician prescribe 
medication, which he took concurrently with Chinese 
folk remedies. When his symptoms were relieved he 
concluded, that perhaps antidepressant medication 
was effective against ‘‘wind’’ disorders, but he con- 
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tinued to feel that he had no mental illness and that 
talk therapy had not been of help. This patient’s ex- 
planatory model heavily influenced what he expected 
from treatment, determined his view of what medica- 
tion was for, and made him resistant to the psychia- 
trist’s attempts to explain the Western concept of de- 
pression. 

Patients who do not come from a specific ethnic 
background may not have as systematic a classifica- 
tion of substances as the Puerto Ricans or Chinese. 
However, as Kleinman (11) pointed out, ‘‘Differences 
and conflicts often occur when there is no cifference in 
the cultural backgrounds of patient and physician be- 
cause of basic discrepancies between the ethnomedi- 
cal categories used by patients and the biornedical cat- 
egories used by doctors." Rosenstock's health belief 
model (21), for instance, sets out three arezs in which 
beliefs about illness are likely to be held by patients: 
the extent to which the patient 1) believes himself sus- 
ceptible, 2) believes the illness to be serious, and 3) 
believes that he will benefit from taking action. All of 
these factors influence the patient's attitude toward 
medical treatment. The patient's perception of his sus- 
ceptibility to an illness, or of the severity of an illness, 
may differ markedly from that of the physician—a situ- 
ation leading to the patient's reluctance to act on medi- 
cal advice (22, 23). Helman (24), in a study of an Eng- 
lish suburb, showed that English people held a theory 
similar to the hot-cold theory in explaining and treating 
infections; sometimes the doctor’s advice contradicts 
folk wisdom, but at other times the doctor uses the 
folk idiom in explaining his or her advice. 

Theories about food and medicine abound in Ameri- 
can culture as well. Many people telieve, for instance, 
that medicine should only be taken as Jong as one feels 
sick. The idea that many illnesses can be cured 
through manipulation of diet is common; vitamin ther- 
apy, macrobiotics, and many other nutritional theories 
carry an implicit or explicit classification of ingestible 
substances. Concerns about pollution and food addi- 
tives may also be extended to a concern with medica- 
tion as a contaminating substance in the body. 

Patients may refuse drugs because they believe they 
are a ‘‘crutch’’ and that they should get well by them- 
selves. The theme of dependence on drugs is a com- 
mon one in our culture; not taking medicine under any 
circumstances may be regarded as a virtue, The insis- 
tence that ''I never take even an aspirin'' or an admis- 
sion that ‘‘my mother thinks I’m going to get addicted 
to this stuff" may be part of an explanatory model in 
which sickness is a sign of weakness and self-respect 
can be maintained only by rejecting help. Stimson (1) 
quoted a patient who terminated therapy with psycho- 
tropic drugs in the belief that if they are taken too often 
“you become immune to them, and when vou really 
need them they won't work anymore.”’ 

We still know too little about the explanatory mod- 
els of illness and treatment held by most patients. 
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However, as these examples suggest, refusal of medi- 
cation can arise out of the patient’s desire to act in 
accordance with his own beliefs about what can safely 
or appropriately be taken into his body. 


MEDICATION IN THE CONTEXT OF TREATMENT 


Hospitals and other treatment settings have been de- 
scribed as ‘‘small societies’? in which social relation- 
ships develop according to specific rules and cultural 
norms (25, 26). Once a patient has entered a treatment 
setting, the other people who inhabit it are likely to 
become important to him; over time their beliefs may 


become his own. The patient may learn a great deal 


from listening to the physicians, nurses, and other pro- 
fessionals, asking them questions and learning second- 
hand from others what they have said. The other pa- 
tients in such a small society are also likely to have an 
impact on his attitudes. Thus, although the patient 
mzy enter treatment with his own explanatory model, 
he is likely to expand on it and fill in any gaps. The 
longer the patient remains in a particular treatment set- 
ting the more impact that society will have on his atti- 
tudes. 

A patient is likely to try to decipher what medication 
means in his particular case. One theoretical per- 
spective that 1s helpful in understanding this process is 
social labeling theory. Labeling theorists suggest that 
in all social situations people give and receive ‘‘mes- 
sages” about relative status and about the appropriate- 
ness of behavior. Labeling theorists see psychiatric ill- 
ness as a form of deviance in which the treatment con- 
text itself helps to shape the behavior of the patient to 
bring it into harmony with the social expectations for 
his condition (25, 27, 28). The patient receives mes- 
sages from those around him about the seriousness of 
his illness, the likelihood of recovery, and the social 
acceptability of his symptoms. The patient’s attempt 
to act in harmony with social expectations becomes 
one factor in the perpetuation of his symptoms. 

The act of giving medication can be seen, from this 
point of view, as one element in the message conveyed 
to the patient about his condition. Perhaps the inter- 
pretation the patient is most likely to make is that he is 
sick, that he has a condition within his body amenable 
to external influences, and that he is dependent on oth- 
ers to correct or contain this condition. This message 
may well be rejected by the patient who feels too pres- 
sured or who wants to make a direct statement of au- 
tonomy. 

The message implicit in the giving of medication 
may vary, and here the concept.of social labeling 
proves useful. The interpretation of medication is a 
product not only of the patient's own attitudes and 
fears but also of the social setting in which the medica- 
tion is received. The hospital, the physician's office, 
and the community mental health center may convey 
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quite different messages about medication, and a pa- 
tient's willingness or unwillingness to comply with a 
particular regimen may reflect the social environment 
in which it is proposed. In the small community of the 
hospital, for instance, medication may represent a 
badge of patienthood, with implications for status, 
symbolic meanings, and imagined effects that become 
important to the patients' definition of their condition. 
Some medications may have good and others bad rep- 
utations, and the side effects of certain medications 
may be the currency of much interaction among pa- 
tients. In this context, refusing medication may be a 
way of rejecting association with other patients or of 
dealing with the submissiveness to authority implied in 
the daily medication call. In fact, taking, changing, re- 
fusing to take, reacting to, or not reacting to medi- 
cation may be among the most available and effective 
ways for patients to negotiate their way into and out 
of the hospital. 

In the community mental health center medication 
may have a different set of meanings. From the point 
of view of the staff, a willingness to remain on medica- 
tion is often synonymous with an ability to remain out 
of the hospital. However, this equation is a complex 
and ambiguous one for patients and is often resisted. If 
medication implies sickness and being out of the hospi- 
tal implies that one is at least not so sick, then why 
continue to take the medication? For the patient, the 
two messages are contradictory, and this contradiction 
is probably at the root of many of the relapses and 
readmissions that plague outpatient care.? The patient 
who refuses medication as an outpatient may be com- 
plying with one theme of his treatment—autonomy— 
by trying to dissociate himself from another—being 
sick and dependent on medication. 

Medication is itself a kind of message, but it. is usual- 
ly given with instructions and explanations. A pre- 
scription may be given with a comparison or analogy 
to help clarify its purpose. For example, a doctor may 
say to a patient, '' You are like a diabetic who has to 
take insulin every day; think of this medicine in the 
same way." For some patients this may be a very 
comforting message, conveying the idea that the ill- 
ness is external rather than a matter of personal re- 
sponsibility and that it can be dealt with in a practical 
way. On the other hand, a patient may resist this anal- 
ogy and may refuse the medication if its implications 
are too threatening. The patient may feel that *'a dia- 
betic can control his illness with diet; why don't they 
try that with me before giving me this medication for 
the rest of my life?” or, “We're talking about me, not 
my body.’’ Thus, what is actually said about medica- 
tion may convey ambiguous or undesirable social and 
personal implications. 

The sense that patients make of medication may also 


?[ am indebted in my treatment of this topic to conversations with 
H. Stephen Leff. 
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have to do with the timing of their acquisition of infor- 
mation about it as they move through the treatment 
system. As Zola pointed out in a 1976 symposium, this 
process can be very anxiety provoking because 1) the 
patient is unsure of whether or when to ask questions 
and 2) he might not understand everything he is told. 
In the case of the psychiatric patient, the question of 
timing is particularly problematic because at the very 
beginning of treatment the patient may be confused 
and unable to take in much information. Later, when 
the patient could absorb more information about medi- 
cation, the physician may assume that the patient al- 
ready knows all about it. The patient, then, may sim- 
ply augment his model of what is happening with what- 
ever bits and fragments of information he can pick up. 

There are two points to make in summary about the 
idea of medication as a social message. First, it is a 
message rather than a neutral and straightforward as- 
pect of the psychiatric patient’s treatment. The mean- 
ing it carries for a particular patient depends on the 
social context as well as on the patient’s own attitudes 
and previous experiences with medication. Second, 
patients themselves can manipulate medication as a 
message, rejecting it as a way of rejecting whatever 
label it implies or as a way of communicating some- 
thing that seems essential to them; medication has ex- 
pressive potential precisely because it is one of the 
more manipulatable elements in the treatment environ- 
ment. 

Seen from this perspective, the refusal of medica- 
tion may represent an attempt by the patient either to 
reject detrimental labels or to act in accordance with 
his own conceptual model of what is wrong with him. 
In either case the patient’s view of the matter is likely 
to be complex, developed over a considerable length 
of time, and constructed out of a number of social en- 
counters and cultural sources. 


CONCLUSIONS 


Looking at these social and cultural aspects of medi- 
cation, we can see that medication is meaningful in 
two ways. On the one hand, meaning is ascribed to 
medication itself so that taking it is interpreted accord- 
ing to the patient’s culturally shaped expectations. 
Thus, it can be seen as hot or dangerous or something 
one can become immune to. On the other hand, the act 
of taking the drug is meaningful for the patient; medi- 
cation may represent a part of the sick label and may 
become an important symbolic aspect of treatment in a 
particular setting. 

In prescribing medication, both kinds of meaning 
must be taken into account. The patient’s explanatory 
model needs to be explored: what are his theories and 
assumptions about medication? Can the medication be 
explained in ways that are harmonious with his views? 
If some aspect of taking medication contradicts the pa- 
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tient's belief system, he may prefer to maintain cogni- 
tive consistency rather than take the medicine. We 
need to be aware of the meaning of the drug in the 
patient's social world and of the possibility that a re- 
fusal to take medication is an at:empt to manipulate 
ambiguous or unacceptable social definitions. 
Clearly, there is a complex interplay o? social and 
cultural factors at work in drug refusal. Exploration of 
noncompliance has provided only = limited under- 
standing of why patients are reluctant to take medica- 
tion (1). By looking at the social and cultural context in 
which medication is taken, we can better grasp the rea- 
sons for both positive and negative respcnses to the 
pharmacological aspects of treatment. 
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Cerebellar Pathology in Schizophrenia: A Controlled Postmortem 


study 


BY DANIEL R. WEINBERGER, M.D., JOEL E. KLEINMAN, M.D., PH.D., DANIEL J. LUCHINS, M.D., 
LLEWELLYN B. BIGELOW, M.D., AND RICHARD JED WYATT, M.D. 


In a morphometric study of the anterior cerebellar 
vermis of 47 brains in the Yakovlev collection, the area 
of the vermis of 5 of 12 brains of schizophrenic 
patients was smaller than that of any of 11 brains of 
control subjects without psychiatric or neurologic 
disease and 9 of 10 brains of control subjects with 
other psychiatric diagnoses (p «.02). This finding 
confirms computerized tomography scan observations 
in live patients and supports the idea that some 
schizophrenic patients have structural abnormalities 
of the cerebellar vermis. 


he study of cerebral morphology in schizophrenia 

has a long and controversial history. Recent con- 
trolled studies of cerebral structures quantified from 
computerized tomography (CT) scans have indicated 
that many schizophrenic patients have enlarged ventri- 
cles (1, 2) and abnormalities of various cortical sulci 
(3). In addition, a group of chronic schizophrenic pa- 
tients with apparent atrophy of the anterior cerebellar 
vermis as seen in a CT image has been reported (4). 
This latter finding is especially surprising in that few 
schizophrenia researchers and even fewer neuropa- 
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thologists have considered the cerebellum as a site of 
pathological anatomy relevant to schizophrenia. We 
wish now to supplement this unexpected CT scan ob- 


servation with the study of autopsy specimens in the 


Yakovlev Collection of Normal and Pathological Anat- 
omy and Development of the Brain at the Armed 
Forces Institute of Pathology in Washington, D.C. 
This collection is unique because, to quote Denny- 
Brown, ‘‘no other collection of neuroanatomical mate- 
rial in serial [whole brain] sections was consistently 
fixed, embedded, cut, stained and mounted to such ex- 
acting [and uniform] standards’’ (5). 


METHOD 


The collection had a total of 55 adult cerebra with 
brainstem and cerebellum processed in the sagittal 
plane. These brains were collected from 1942 to 1972. 
Four cerebra were excluded because they lacked a 
midplane section (defined by a clearly visible sylvian 
aqueduct). Four additional brains, ezch of individuals 
at least 20 years older (ages 87, 88, 92, 92) than the 
oldest schizophrenic patient, were excluded because 
advanced age 1s associated with diminished brain size 
(6). The remaining 47 cases included cerebra of 7 
healthy individuals who met with an accidental death 
and were designated in the collection as “‘normative,”’ 
25 patients who had undergone bilateral frontal leukot- 
omy for various indications (4 for intractable pain, 10 
for psychiatric diagnoses other than schizophrenia, 
and 11 for schizophrenia), 1 who had undz-gone bilat- 
eral cingulotomy for schizophrenia, and 14 cases with 
histories of various neurologic disorders. The mid- 
plane sections stained with Weigert's hematoxylin 
(Loyez method) from these 47 brains were coded and 
mixed randomly for blind measurement. One person 
using an electronic computing planimeter (Lasico 
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FIGURE 1 
Midplane Sagittal Section of the Brain? 





?The anterior cerebellar vermis (lobules I-IV) is shaded. 


Model 1250L) determined the area of the anterior ver- 
mis (lobules I-V) in each case (see figure 1). The pos- 
terior vermis was not measured because in many sec- 
tions it was shifted out of the midsagittal plane and 
indistinctly demarcated. Each section was measured 
twice and the mean used. Initial and repeat measures 
were invariably within 3% of the mean. 


RESULTS 


Figure 2 shows the area of the vermis in midplane 
section of the brains grouped according to the five clin- 
ically defined categories. Areas computed for the 11 
cerebra of patients without documented neurologic or 
psychiatric illness were all greater than 2.3 cm’. This 
value was taken as a cutoff point below which the area 
of the vermis was considered abnormally small. The 
finding of an abnormally small vermis was significantly 
more frequent in the brains of the schizophrenic pa- 
tients than in the brains of the 21 other nonneurologic 
cases (p.016, Fisher exact test). The difference in the 
frequency of this finding approached significance 
(p=.10) when the cerebra of the schizophrenic cases 
were compared with those of the other psychiatric cas- 
es. The area of the vermis in 6 of the 32 nonneurologic 
cases was less than 2.3 cm*. Five of these were brains 
of schizophrenic patients; the sixth was that of a 66- 
year-old woman diagnosed as having recurrent *'psy- 
chotic depression." The area of the vermis of 3 neuro- 
logic cases fell into the abnormal range. These included 
a case of congenital syphilis with ‘‘marked cerebellar 
atrophy” noted at autopsy; a 75-year-old woman with 
marked dementia, choreoathetosis, and hemiballism; 
and a 68-year-old chronic alcoholic man who died of 
hepatic failure. The smallest vermis was that of a 52- 
year-old schizophrenic patient; the second smallest 
was that of a 21-year-old schizophrenic patient. 

Leukotomy did not appear to have affected vermis 
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FIGURE 2 

Size of Anterior Vermis in Postmortem Brains of Normative Subjects 
and Patients with Intractable Pain, Schizophrenia, Other Psychiatric 
Diagnoses, or Neurologic Disorders 
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Normative in Pain Psychiatric Schizophrenic Neurologic 
(N- 7) (N24)  (N«10) {N=12) (N=14) 
GROUP? 


*The mean age (+SEM) of the patients in the normative group was 
49+8; the mean age in the group of patients with intractable pain 
was 49+9; the mean age of the patients with psychiatric diagnoses 
other than schizophrenia was 51+5; and the mean age of the pa- 
tients with a neurologic disorder was 575. 


area. There was no significant difference in area be- 
tween the 26 leukotomized cases and the normative 
specimens. Area of the vermis also did not correlate 
significantly with length of postleukotomy survival 
(Pearson r=.002). Vermis area correlated significantly 
(r=.65, p<.0005) with predehydration, formalin-fixed 
brain weight for the 35 nonschizophrenic cases (mean 
weight+SD=1251+221 g) but not (r=.29) for the 12 
schizophrenic cases (13134198 g). 

Although the records were not complete in every 
case, a review of available clinical and autopsy infor- 
mation indicated that none of the schizophrenic pa- 
tients with reduced vermis area had evidence of cere- 
bellar or other neurologic disease during life or at au- 
topsy and that none had a history of alcoholism. Only 
1 of these schizophrenic patients had a history of treat- 
ment with convulsive therapy (ECT or insulin coma), 
and 3 died before the advent of phenothiazine drugs. 
By contrast, 5 of the schizophrenic patients with a nor- 
mal vermis area had a history of convulsive therapy, 
and | was alcoholic; 5 of the other psychiatric patients 
had a history of convulsive treatment, and 3 were alco- 
holic. We were unable to find in the records clinical 
characteristics of the patients with small vermis area 
that discriminated them from the other patients. 

There was a significant negative correlation 
(r=— .62, p<.005) between vermis area and age for the 
2] nonneurologic control brains; however, age did not 
correlate (r=—.08) with vermis area for the brains of 
the schizophrenic patients. A plot of vermis area as a 
function of age for all cerebra is shown in figure 3. In 
only 4 cases was the area of the vermis below the age- 
adjusted 9596 confidence limit derived from the linear 
regression function for the 21 nonschizophrenic, non- 
neurologic cases. Three of these 4 cases were brains of 
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FIGURE 3 
Vermis Size as a Function of Age in Normative Subjects and Patients 


with Intractable Pain, Schizophrenia, Other Psychiatric Diagnoses, or 
Neurologic Disorders? 
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*The solid line is the linear regression function for the brains of the 
nonschizcphrenic, nonneurologic patients (y =.02x+3.6). 


schizophrenic patients; the fourth was that of the neu- 
rologic patient with congenital syphilis. 

Light microscopic examination of the vermis in the 
brains with small areas revealed varying degrees of 
Purkinje cell dropout and thinning of the granular and 
molecular layers. These degenerative changes were 
not, however, specific to the schizophrenic subjects. 


DISCUSSION 


There is now widespread appreciation that the term 
"schizophrenia" probably stands for a nonspecific 
syndrome of diverse etiologies (7). It is important, 
therefore, to identify characteristics that may help de- 
fine homogeneous subgroups. The results of this post- 
mortem study combined with the previously reported 
CT scan findings suggest that there is a subgroup of 
patients with the diagnosis of schizophrenia who have 
a structural abnormality of the anterior cerebellar ver- 
mis. Positive and negative reports of cerebellar pathol- 
ogy in schizophrenic patients can be found in the early 
neuropathology literature (8-10), but controlled, quanti- 
tative cerebellum studies have not been done before. 

The etiology and clinical significance of this finding 
are unknown. It may represent the effect of any of a 
number of toxins and drugs that have been reported to 
produce injury to the vermis (11). Although this possi- 
bility cannot be excluded, it is not supported by the 
available evidence. The clinical records of the patients 
whose brains we studied suggested that the schizo- 
phrenic patients and the control subjects with other 
psychiatric conditions were at similar risk for ex- 
posure to potential toxins. Furthermore, toxic injury 
to the cerebellum often results in clinical signs of cere- 
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bellar dysfunction, none of which were noted in these 
patients. It is also difficult to rule out a possible effect 
of leukotomy. Nevertheless, we could not demon- 
strate either an association between leukotomy and 
vermis area or a significant correlation between vermis 
area and postleukotomy survival time. Only a study of 
nonleukotomized brains, prepared to the exacting 
standards of the Yakovlev Collectior., could definitely 
resolve the leukotomy question. ; 
An alternative explanation that must be considered 
is that the finding is related to the eticlogy cf the schiz- 
ophrenic syndrome. There is some expe-imental and 
clinical support for this possibility. A. number of stud- 
ies have indicated that the cerebellar vermis is linked 
anatomically and physiologically to areas of the limbic 
forebrain that have been implicated in schizophrenia 
(12-14). Neurochemical changes consistent with the 
catecholamine hypothesis of schizophren:a have been 
produced in the rat by a lesion cf the anterior vermis 
(13, 14). Also, electrical stimulation of the vermis has 
been reported to be therapeutic for some szhizophren- 
ic patients (15). Such observations suggest that patho- 
logical anatomy of the vermis cortributes :o the patho- 
genesis of schizophrenia in some patients. 
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GABA Levels in CSF of Patients with Psychiatric Disorders 


BY BARRY I. GOLD, PH.D., MALCOLM B. BOWERS, JR., 


AND D.W. SWEENEY, M.D. 


The authors measured y-aminobutyric acid (GABA) 
levels in the lumbar CSF of patients with depression, 
with psychosis, or undergoing evaluation for a 
neurologic disorder. GABA levels in the CSF from 
depressed patients were significantly decreased 
compared with neurologic control patients. CSF 
GABA levels in psychotic patients were not different 
from those in neuroiogic patients, although the data 
suggested a decrease in CSF GABA levels in patients 
with schizoaffective disorder. 


n the mammalian central nervous system, y-amino- 

butyric acid (GABA) is a major inhibitory neuro- 
transmitter, and chemically defined neurons that use 
GABA as a neurotransmitter have been described in 
both brain and spinal cord (1-3). With the established 
link between reduced GABA levels, reduced gluta- 
mate decarboxylase activity, and Huntington's disease 
(4-7), the search has intensified for a role of GABA in 
other neurologic and psychiatric disorders. 

Human studies have been limited until recently by 
the availability of suitable postmortem tissue samples, 
although variable times between death ànd tissue col- 
lection remain a problem. In addition, biochemical 
studies in which tissue samples are collected post- 
mortem do not allow for longitudinal studies or large- 
scale evaluation of patient samples under controlled 
conditions. These criticisms do not invalidate post- 
mortem studies but merely point to their obvious limi- 
tations. Indeed, it is only with the use of postmortem 
material that altera-ions specific to a region can be in- 
ferred. 
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Measurable levels of GABA in human cerebrospinal 
fluid have been reported and confirmed by at least 
three laboratories using different assay techniques (8- 
11). A recent report (12) has shown that human CSF 
GABA levels are decreased in Huntington's disease 
patients, a finding consistent with the earlier studies 
using postmortem samples. The purpose of this paper 
is to report CSF GABA levels in patients with other 
forms of psychopathology. 


METHOD 
Depressed Patients 


Seventeen patients (1 man, 16 women; mean age 45 
years, range 20-66 years) were admitted to an in- 
patient research unit for evaluation and treatment of 
depression. After research protocols were explained, 
all patients gave informed consent. RDC diagnoses 
were major depressive disorder, unipolar (N-10), 
bipolar depression (N —5), depressive disorder associ- 
ated with a history of alcoholism (N=1), and organic 
brain syndrome with depression (N=1). All medica- 
tion was discontinued over a 3- to 4-day period follow- 
ing admission so that at the time of the spinal tap all 
patients had been drug-free for at least 2 weeks. The 
following ratings were averaged for 5 days preceding 
the spinal tap: a nurses' depression scale (13), a 
nurses' global psychopathology scale (13), and a self- 
rating depression scale (14). Some patients received 
probenecid before the spinal tap, but their GABA lev- 
els were no different from the levels of those who did 
not. Others have also reported that probenecid does 
not affect CSF GABA levels (9). 


Psychotic Patients 


Fourteen patients (9 men, 5 women; mean age 25 
years, range 19-47 years), free of medication for 9-41 
days following admission, were studied. Their RDC 
diagnoses included schizophrenia (N=7), schizo- 
affective disorder (N=5), acute psychotic episode 
(N=1), and other functional psychosis (N-1) 


Neurologic Comparison Group 


Twenty patients (4 men, 16 women; mean age 52 
years, range 27-78 years) undergoing neurologic eval- 
uation served as a comparison group. No patient suf- 
fered from Huntington's disease or Alzheimer's dis- 
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ease. Diagnoses were cerebrovascular disease (N=5), 
lumbar disc (N=3), organic brain syndrome (N=2), 
meningitis (N=2), alcoholism (N=2), and no detect- 
able central nervous system disease (N=6). 


CSF Sampling and Analysis 


Lumbar CSF was obtained by spinal tap with pa- 
tients in a lateral position. A 10-ml sample was collect- 
ed, divided into several fractions, and frozen at —70°C 
until assay. GABA levels were estimated by determin- 
ing the ability of a 250-u1 fraction of thawed CSF to 
displace a known amount of [>H]JGABA ligand from a 
membrane binding site previously isolated from rodent 
brain. This is the radioreceptor binding assay of Enna 
and associates, who have reported its application to 
CSF (9). Statistical evaluation was by one-way analy- 
sis of variance followed by the Newman-Keuls mul- 
tiple comparison test (15). 


RESULTS 


Data for the groups of patients are displayed in fig- 
ure 1. Group means (pmol/mlX- SE) were as follows: 
neurologic patients, 218-26; depressed patients, 
122+10; all psychotic patients, 16820; schizophrenic 
patients, 186+31; and schizoaffective patients, 
117+20. GABA levels in the lumbar CSF of depressed 
patients were significantly lower than CSF GABA 
from the neurologic comparison group (p<.01). When 
the depressed patients were divided into unipolar and 
bipolar, no differences in GABA levels between these 
two subgroups were seen (130-12 and 110-26 pmol/ 
ml, respectively). 

In the group of depressed patients the correlation 
between CSF GABA and nurses' depression ratings, 
nurses' global psychopathology ratings, or patient self- 
ratings for depression was not significant. There were 
no significant correlations between CSF GABA levels 
and age in any patient group. In the only groups with a 
significant number of men (psychotic and neurologic 
group) there were no sex differences in CSF GABA 
levels (13 men, 190::19 pmol/ml; 21 women, 202-27 
pmol/ml). The group of psychotic patients was not sig- 
nificantly different from neurologic controls (p /.05). 
When datz for the 7 schizophrenic patients and the 5 
schizoaffective patients were abstracted from the 
group labeled ‘‘all psychotics" and plotted as inde- 
pendent samples (figure 1), the mean GABA level for 
schizoaffective patients was even lower than that of 
depressed patients. Statistical comparisons were not 
attempted because of the small sample size. 


DISCUSSION 


The low. CSF GABA levels in the depressed patients 
was an unexpected finding. To date, low CSF GABA 
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FIGURE 1 


GABA Levels in CSF of Neurologic Patients, Psychctic Patients,? 
and Depressed Patients 
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levels have been reported for only two derienting ill- 
nesses, Huntington's disease and Alzheimer's disease 
(16). Our neurologic group is a reasonable preliminary 
comparison group, as the mean CSF GABA value for 
this group (21826 pmol/ml) is in good agreement with 
other reports using either the radiorecepto- assay (9) 
or mass spectrometry (11). Normal control values will 
be important for future studies. 

The interpretation of CSF GABA levels must be 
made with caution, because little information is avail- 
able on the relationship between CSF GAE A and the 
activity of central GABA-containing neurcns. It is 
known, for example, that a gradient of GABA levels 
exists in the ventriculospinal fluid system (S). suggest- 
ing that the GABA in the lumbar CSF is of central ori- 
gin. In addition, GABA levels in CSF from patients 
with Huntington's disease is decreased (12); this find- 
ing agrees with the established decremert in the 
GABA system in patients with Huntington's disease. 
Although these studies are consistent with the sugges- 
tion that GABA in the lumbar CSF may be a valid esti- 
mate of the activity of central GABA-contéining neu- 
rons, direct proof is lacking. We cannot, therefore, 
presently determine the biologic significance of de- 
creased CSF GABA levels in depressed patients com- 
pared with patients who have neurologic disorders. 
We can, however, speculate that primary or secondary 
changes in the GABA system may relate tc proposed 
noradrenergic mechanisms in depression (17). This 
speculation is supported by some recert findings 
which suggest that GABA may interact in some man- 
ner to alter transmitter metabolism or turnover in nor- 
adrenergic neurons (18, 19). 

In conclusion, we have found GABA levels in the 
lumbar CSF of depressed patients significantly de- 
creased compared with those in a group of neurologic 
patients. Decreased levels in patients with schizo- 
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affective disorder were also seen. Although data exist 
to suggest that CSF GABA is of central origin, further 
studies are needed to provide direct evidence. Longi- 
tudinal studies of CSF GABA levels in depressed pa- 
tients, in other psychopathologic patients, and in nor- 
mal control subjects are also needed to establish the 
relevance of this finding to patient care and to our un- 
derstanding of the biology of depressive disorders. 
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Recertification and Child Psychiatry 


BY IRVING PHILIPS, M.D. 


new. 


Recertification raises a number of issues for the 
subspecialty of child psychiatry. The author discusses 
double jeopardy (i.e., examination in both the main 
and subspecialty areas), the use of multiple 
methodologies for achieving certification, and the 
problems of attaining evaluation and validity of the 
recertification process. 


m M pas 


— 


ince 1975 the American Board of Medical Special- 

ties has fostered the adoption of a statement of 
principles calling for recertification through periodic 
evaluation of all physicians certified by their special- 
ties. There has been an increasing demand for public 
accountability with some urging by governmental bod- 
ies in order to procure the highest standards of medical 
practice. Recertification has been a consideration for 
all specialties. 

Continuing education is an educational program de- 
veloped to update knowledge and skills in a particular 
specialty. It may or may not have an evaluative com- 
ponent associated with it to determine if the education- 
al effort has achieved its goal with each participating 
member. Certification in a subspecialty is achieved by 
passing written and oral examinations administered by 
the parent specialty and then by the subspecialty. Re- 
certification assures through periodic reevaluation the 
physician's continued competence. 

The Committee on Certification in Child Psychiatry 
of the American Board of Psychiatry and Neurology 
has been working collaboratively with the American 
Academy of Child Psychiatry (AACP) to assure the 
highest standards of practice of child and adolescent 
psychiatry. Certification, recertification, and a system 
of continuing education provide an opportunity to 
achieve that goal. Through a system of sponsored con- 
tinuing education by the AACP, members are encour- 
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aged to continue the development of skills and scholar- 
ship. 

In 1975 a selective questionnaire was sent to all 
members of the AACP. A total of 4596 respor ded; 5196 
of these favored continuing education without evalua- 
tion; 32% with individual evaluation; 9% with formal 
evaluation; and 8% with periodic reexamination. 
Thus, the membership was almost evenly davided on 
the question of evaluation. The AACP has recognized 
that continuing education without evaluation will not 
fulfill the objectives of public accountability and pro- 
fessional competence. In 1977 the Courcil cf the 
Academy passed the following position sta-cment: 


Since 1974, the American Acaderry of Child ?sychiatry 
has collaborated with the Committee on Certification in 
Child Psychiatry of the American Board of Psychiatry and 
Neurology and subsequently with the Steering Committee 
on Continuing Certification of the Board. The Academy, 
through its representatives, continues this collaboration. 
In doing so, the Academy is committed 10 a continuation 
of the highest standards in the practice of child psychiatry. 

The Academy resolves that it is in favor of a process of 
continuing certification in psychiatry and child psychiatry. 
It favors a system that allows for multiple methods of 
achieving certification and particularly endorses the con- 
cept of continuing education with an evaluative com- 
ponent. Any such system must be fully voluntzry, and it is 
opposed to obligatory reexamination for contin ing certi- 
fication.! 


CONSIDERATIONS OF RECERTIFICATION 
Double Jeopardy 


The practice of a subspecialty poses particular prob- 
lems in the recertification process. Problems in child 
psychiatry, a subspecialty of a general field, aze similar 
to those in any subspecialty. It is essential to enunciate 
the principle that no person practicing and certified in 
a subspecialty should undergo double jeopa-dy by ex- 
amination in both the main and subspecizl-y areas. 
There is often an overlap in practice of the sub- 
specialty and the main specialty; child psychiatrists 
achieve certification in general psychiatry fcl owed by 
certification in child psychiatry. They work with chil- 


'Position statement of the American Academy cf Child Psvchiatry 
on Continuing Certification, passed by the council of AACP, Oct. 
22, 1977. 
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dren and parents, are involved in consultation with the 
community, do inpatient and outpatient work, see a 
wide spectrum of patients from preschoolers to adoles- 
cents, with a wide range of mental disorders and devel- 
opmental disabilities, and may use multiple modalities 
of therapy (e.g., play therapy, behavior therapy, psy- 
chopharmacology). Child psychiatrists maintain an im- 
plicit expectation that in order to achieve competence 
it is necessary to continue learning across the broad 
spectrum of general psychiatry, although the emphasis 
is on continued lezrning of new developments in child 
psychiatry. They also try to familiarize themselves 
with developments in general psychiatry relevant to 
their practice. The recertification process should re- 
flect this duality for all subspecialties. Therefore, any 
method that is developed for recertification should test 
along practice profiles developed from the subspe- 
cialty's knowledge base and should emphasize the 
subspecialty but reflect relevant aspects of the gen- 
eral field. 


Multiple Methodologies 


There should be recognition that many roads may 
lead to Rome. Some may take the superhighway of a 
broad examination; others may travel the byways of 
continuing education, study groups, teaching, re- 
search, attendance at national meetings, and the like. 
The latter may reach Rome more slowly, but they may 
be as well equipped as the speedy traveler. We all have 
our own idiosyncracies and enjoy different ways of 
traveling. It would be difficult to obtain a consensus 
from any group of psychiatrists about the methods of 
recertification. In the AACP poll some favored a for- 
mal examination; others favored a course of continued 
education. Whatever method is chosen the diversity of 
the membership should be considered. This dictum 1s 
reflected in the position statement of the AACP, allow- 
ing for ‘‘multiple methods of achieving certification" 
in endorsing ''the concept of continuing education 
with an evaluative component,” suggesting that such a 


system must be '' voluntary," and opposing ‘‘obligato- . 


ry reexamination.” A series of continuing education 
courses, a series of volunteer study groups, atten- 
dance at national meetings, research and teaching, and 
many others, each with an evaluative component, 
would ensure a broad spectrum of roads to travel. Ex- 
amination, although favored by some (perhaps a mi- 
nority), should be only one alternative. According to 
the AACP position, no one method should be obligato- 
ry. Our goal of continued competence probably is 
achieved alreadv by most individuals through their 
long-term personal programs of reading, continuing 
education, study groups, and attendance at meetings. 
Continuing education for child psychiatrists was a vol- 
untary goal for many years, long before the concept 
was made -more or less mandatory by a demand for 
public accountability. 
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Evaluative Component 


Most psychiatrists have had a continuing com- 
mitment to scholarship. If recertification involves un- 
dertaking a wide-range program to achieve the obvi- 
ous, an evaluative component should be a welcome 
addition to whatever program is developed. Self-eval- 
uation in continuing education activities is not enough. 
When the Psychiatric Knowledge and Skills Self-As- 
sessment Program was offered by APA, less than 25% 
of the membership used this means of evaluation of 
their individual knowledge of the field, even though it 
is an anonymous exam. There are many reasons given 
for low participation (too much trouble, anxiety about 
performance, etc.) and many methods considered for 
evaluation. Regardless of the method chosen, each in- 
dividual will benefit by an evaluative component, 
which demonstrates whether self-learning has been 
achieved. Despite the apparent difficulties associated 
with continuing education (e.g., delinquent atten- 
dance, signing in and then leaving to sightsee), courses 
have improved, attendance has increased, and greater 
learning has been achieved. Evaluation is an essential 
component of any recertification procedure. 


Enhancing Validity 


The validity of any process for recertification must 
be a prime consideration. Unfortunately, evaluation of 
achievement is not easily attained by testing. It is not 
as easy to test for the good child psychiatrist as it is to 
determine mortality and morbidity rates of surgeons 
doing similar operations. Arguments against recertifi- 
cation focus on the inability to test for sensitivity, em- 
pathy, ethics, and therapeutic skill. None of these at- 
tributes can be taught and tested with perfection. 
There are only crude predictors of performance, but 
there is some concordance between quality of practice 
and knowledge base—cognitive skills ensure compe- 
tence in practice. Glen Leymaster, M.D., Executive 
Director of the American Board of Medical Specialties 
enunciates this dilemma very well: 


None of the evaluation procedures as presently used 
can be demonstrated to test competence in terms of what 
the physician does or should do. To say that a certification 
procedure is desirable because a group of experts say that 
it is, no longer suffices. We must be prepared to show ob- 
jectively that the evaluation procedure actually tests what 
we say it tests: namely, physician competence. This is 
what validation means—to show that a test actually tests 
what we say it does. It is a simple concept but a very diffi- 
cult proof in procedures as complex as evaluating the abil- 
ity of a highly trained specialist.? 


This is the current state of the art. 


*Leymaster G: Certification and recertification—a status report. 
Submitted to the Steering Committee on Recertification of the 
American Board of Psychiatry and Neurology, Evanston, Ill., 1978, 
p. 8. 
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CONCLUSIONS 


We need a carefully ordered process for recertifica- 
tion with sufficient information provided by the mem- 
bership so that decisions will be arrived at by a knowl- 
edgeable constituency. All the alternatives for the best 
utilization cf multiple methods should be considered 
thoughtfully to allow for a program of excellence and 
meaningful recertification. I urge that we move with 
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deliberate speed to achieve a process for recertifica- 
tion but always with sufficient feedback from the mem- 
bership to those responsible for its development. With 
the support of the membership, we may achieve our 
desired objectives—public accountability aad, more 
important, the personal satisfaction that comes from 
achieving competence based on a schclarly and hu- 
manistic concern in what we do in our everyday prac- 
tice. 


Psychiatric and Nonmedical Decisions on Commitment 


BY MICHAEL J. BADGER, PH.D., AND JAMES H. SHORE, M.D. 


The civil commitment statutes of Oregon were 
changed in 1973 and 1975 to include nonphysician 
court examiners and public prosecutors in the 
commitment hearing. To evaluate the effect of these 
changes the authors compared the commitment 
decisions actually made by panels composed of two 
physicians with those made by panels with one 
physician and one nonphysician mental health 
professional. They also compared the commitment 
decisions made by six groups of medical and 
nonmedica! people involved with the commitment 
process regarding five case vignettes. They found that 
decisions made by the nonmedical mental health 
professionals were not significantly different from 
those made by the psychiatric examiners. 


n 1973 anew Oregon commitment statute called for 
the participation of nonphysician mental health pro- 
fessionals as court examiners in the commitment hear- 
ing. In 1975 an amendment to the statute provided the 
option for a public prosecutor to represent the interest 
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of the state in civil commitment. The inclusion of non- 
physician court examiners and the addition of a public 
prosecutor in the commitment hearing have further re- 
moved the proceeding from a medical perspective and 
increased the adversary roles. In this study we focused 
on these changes in Oregon's civil commitment pro- 
cess (1). 


METHOD 


We conducted this study to evaluate the zffec: of 
including nonphysician court examiners and to com- 
pare the attitudes of these and other nonmedical deci- 
sion makers in the commitment process. We analyzed 
the pattern of decision making by appointed court ex- 
aminers by comparing actual commitment court de- 
cisions. One panel of two physicians was matched with 
a second panel of one psychiatrist and one nonphy- 
sician mental health professional. 

We also submitted a series of five case vignettes that 
were developed from actual experience in court to ap- 
proximately 20 representatives of each of six groups in 
Oregon's major metropolitan area. The groups con- 
sisted of 1) 21 court examiners who were psychiatric 
clinicians, 2) 20 court examiners who were nonmedical 
clinicians, psychologists, and social workers, 3) 16 de- 
fense attorneys, 4) 22 prosecution attornevs, 5) 12 cir- 
cuit court judges involved in civil commitment pro- 
ceedings, and 6) 21 jurors. Each decision mzker was 
asked to give his or her opinion concerning the appro- 
priateness of commitment for each case under Oregon 
statutes. 

We chose five of the groups sampled because each 
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368 NONMEDICAL DECISIONS ON COMMITMENT 
TABLE 1 l 
Commitment Decisions Made by Six Groups of Decision Makers in Oregon on Five Case Vignettes 
Case l Case 2 
Group (N=112) Commit Do Not Commit Do Not 
Medical examiners 
(N=21} 21 0 18 3 
Nonmedical 
examiners (N =20) 20 0 16 32 
Defense attorneys 
(N=16) 15 ] 4 12 
Prosecution 
attorneys (N=22) 19 2? 15 62: » 
Judges (N= 12) 12 0 11 0? 
Jurors (N=21) 21 0 18 3 


Case 3 Case 4 Case 5 
Commit Do Not Commit Do Not Commit Do Not 
7 133 4 16° 4 17 
7 13 3 {53 1 18? 

6 10 2 13? 2 14 
7 15 9 12a * 3 19 
3 9 4 8 2 10 

19 2d 11 ga 10 ga. c 


*Number of decisions is less than number of decision makers because a respondent would occasionally respond to less than the full range of five vignettes. 
Usually they stated they could or would not express an opinion on the basis of the information provided. 


9p«.005 (chi-square). 
*p«..05 (chi-square). 
4p«.001 (chi-square). 


represented participants in courtrooms where issues of 
involuntary commitment were addressed. With the ex- 
ception of the jurors, all of the professionals had in fact 
functioned in such a participatory role. We surveyed 
the psvchiatrists and nonmedical mental health profes- 
sionals to compare the opinions of a larger group of 
court examiners with actual commitment decisions. 
All of the subjects in the examiner groups had partici- 
pated in at least five civil commitment proceedings. 

For purposes of statistical comparisons, the six pop- 
ulations were grouped into three subpopulations: clini- 
cians, attorneys, and judicial decision makers. The 
case vignettes were developed to approximate a con- 
tinuum of interrelating mental illness and dan- 
gerousness. The first describes a person with clear evi- 
dence of dangerousness and major mental illness. The 
fifth vignette describes an individual who is mentally ill 
but not dangerous or in need of emergency care. The 
vignettes were randomly assembled before they were 
mailed out so that they did not appear in the order de- 
scribed below. 


ABSTRACTS OF CASE VIGNETTES 


Case I. A delusional paranoid schizophrenic man was 
brought to the emergency room by police after threatening a 
young girl with a knife. He had a history of hallucinations 
and assault. The patient had previously responded to hospi- 
tal treatment but was unsupervised and untreated at the time 
of threatened violence. 


Case 2. An eccentric "shopping bag lady" was arrested 
for stealing pastry from a bakery. She had been living as a 
vagrant and had a history of recurrent confused psychotic 
episodes. Following her arrest she was transferred to the 
custody of the psychiatric emergency unit. 


Case 3. A man in his early 40s with a lifelong history of 
antisocial behavior and marital problems was charged with 
raping a young female hitchhiker. He had a recent history of 
explosive behavior. 


Case 4. A 19-year-old man was arrested after ramming a 
truck through the front porch of the home of a girlfriend who 
had rejected him. He had a history of emotional instability, 
intermittent episodes of excessive drinking, and depression. 


Case 5. A 30-year-old man was arrested for stealing a car. 
There was some evidence that he might have been involved 
in the theft of at least 20 cars. He also had a documented 
history of chronic schizophrenia. 


FINDINGS 


The result of the actual courtroom decision making 
and the comparison of the decisions of medical versus 
nonmedical civil commitment examiners in the five 
case vignettes (see table 1) demonstrate that decisions 
made by the nonmedical mental health professionals 
were not significantly different from those of the psy- 
chiatric examiners. In the real courtroom cases, the 
panels composed of two physicians decided for com- 
mitment in 22 cases and against commitment in 6 cas- 
es; they disagreed on 1 case. The panels composed of 
one psychiatrist and one nonphysician mental health 
professional decided for commitment in 20 cases, 
against it in 6 cases, and in 2 cases disagreed on whether 
to commit. 

Most of the defense attorneys agreed with most of. 
the prosecutors for commitment only in case 1. In this 
case the evidence for dangerousness clearly met a high 
standard of proof. The prosecutors supported com- 
mitment significantly more often for cases 2 and 4 in 
spite of the fact that most of the court examiners did 
not recommend commitment for case 4. The judges 
were in unanimous agreement for commitment on 
cases 1 and 2. It is noteworthy that many of the jurors 
would have committed every case under Oregon's civ- 
il commitment statute, including cases 3, 4, and 5, 
which were not supported for commitment by most of 
the court examiners, defense attorneys, prosecution 
attorneys, and probate judges. 
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DISCUSSION 


Civil matters involving commitment bring together 
representatives of several disciplines, including medi- 
cal and nonmedical clinicians, attorneys, and judges. 
Although, as Kirkpatrick (2) suggested, it is likely that 
clinical testimony carries an inordinate amount of in- 
fluence in the judicial process, the fact that all partici- 
pants in such proceedings must formulate their own 
opinions makes a closer examination of inter- 
disciplinary attitudes valuable. Simon and Cockerham 
(3) compared the perspectives of judges and psychia- 
trists on commitment in Illinois. The judges and psy- 
chiatrists disagreed on the extent of dangerousness in- 
herent in specific acts, and judges appeared to be more 
willing to commit people to a mental hospital when 
they were somewhat uncertain than were psychia- 
trists. 

In our Oregon sample most of the judges and psychi- 
atrists, along with the nonmedical court examiners and 
the prosecution attorneys, agreed on the commitment 
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decision in all five cases. The medical anc nonmedical 
court examiners demonstrated the highest degree of 
concordance, both in the five case vignettes and in ac- 
tual courtroom decisions. Although many factors in 
the civil commitment courtroom process may contrib- 
ute to this high level of agreement, the sare consensus 
was not demonstrated among the otker decision 
makers. From these findings we conclude :hat the new 
medical and nonmedical court examiner panel has not 
modified the outcome of civil commitment in Oregon. 
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This section contains 1) new research findings, including preliminary data from pilot studies, either clinical or 
laboratory; 2) worthwhile replication studies; 3) case reports that describe a truly new syndrome or cast new 
light on established ones; and 4) case reports that indicate a new therapeutic procedure of potential value or call 
attention to adverse effects of drugs or previously unreported complications of therapeutic interventions. Pro- 
gram descriptions and literature reviews cannot be printed in this section. Criteria for format are listed in ‘‘Infor- 
mation for Contributors" in each issue; papers that do not adhere to these criteria will be returned to the author. 


Maintenance Therapy with Amitriptyline: A Controlled Trial 


BY MARSHA K. STEIN, PH.D., KARL RICKELS, M.D., AND CHARLES C. WEISE, M.D. 


The continued administration of tricyclic antidepres- 
sants after the acute treatment of depressive symptom- 
atology has gained increasing support. Reduced re- 
lapse rates in patients given medication as compared 
with placebo have been noted in patients treated acute- 
ly with either ECT (1-4) or antidepressants (4-8). 

Almost all of the studies on maintenance tricyclic 
therapy used populations that were totally or pre- 
dominantly composed of inpatients. Paykel and asso- 
ciates (7), in the only study that used outpatients ex- 
clusively, found amitriptyline superior to placebo in 
preventing relapse in an outpatient clinic population. 
Covi and associates (9) reported similar findings, but 


their study lasted only 16 weeks, an interval inter- 


mediate between an acute trial and a continuation 
study. Because both of these studies used clinic popu- 
lations, we thought it would be important to examine 
outpatients treated in private psychiatric practice. 


Method 7 


Subjects. The sample consisted of 55 nonpsychotic 
depressed psychiatric outpatients treated in private 
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psychiatric practice. All patients had completed an 
acute treatment trial of amitriptyline (o.d. versus 
t.i.d.) lasting 6 weeks and were judged to be at least 
moderately improved. The larger sample from which 
these subjects were drawn and other aspects of meth- 
odology have been described in detail in Weise and 
associates (10). 

Most patients who participated in the maintenance 
phase of the study were white (96%), married (67%), 
and female (65%). Seventy-eight percent of the pa- 
tients had at least a high school education, and the ma- 
jority (82%) belonged to social class IV or above. 
Their mean age was 42.3 years (SD=12.8). 

All patients fulfilled the Feighner and associates cri- 
teria for major depressive disorder, which overlap 
with those of DSM-III. The diagnoses were depressive 
reaction (44%) and depression with significant anxiety 
(56%). Many of the patients were chronically ill, the 
majority having been depressed for more than 6 
months (64%). More than half (56%) had had at least 
one prior depressive episode. 

Procedure. The treatment program was divided into 
three phases: 1) a 6-week acute trial, 2) a 2-week 
"open-therapy'' phase, and 3) a 6- month maintenance 
phase. Patients who participated in the acute treat- 
ment phase were eligible for maintenance treatment if 
both the patient and physician rated the patient as at 
least moderately improved and the Raskin Depression 
Scale total was reduced by at least 50%. 

Patients who met these criteria and who agreed to 
participate in the maintenance trial entered the 2-week 
open-therapy phase. During this period, the patients 
received 100 mg of amitriptyline in 50-mg tablets at 
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bedtime. If any deterioration in the patient’s condition 
occurred, the physician could increase the dosage to a 
maximum of 150 mg/day. The patient then had to re- 
turn to his or her clinical status at the beginning of the 
open-therapy phase in order to enter the maintenance 
phase. As in the acute phase, written informed consent 
was obtained after participation in the trial had been 
explained. 

At the end of the 2-week period, patients were ran- 
domly assigned under double-blind conditions to ei- 
ther amitriptyline or placebo. They were seen at 
monthly intervals for 6 months. They continued with 
the optimum dosage established in the open therapy 
period, i.e., either two or three tablets h.s. If the pa- 
tient reported a worsening of symptomatology, the 
physician could increase the dosage to a maximum of 
three tablets h.s. If the deterioration continued over 
the next 1-2 weeks, the patient’s participation in the 
study was terminated. 

Ratings. The Hamilton Depression Scale, a measure 
of the physician’s overall judgment of psycho- 
pathology, and the Raskin scale were used to assess 
symptomatology. Ratings of global improvement or 
worsening, as well as reasons for study termination, 
were reported on the treatment exit disposition form. 


Results 


A significantly greater proportion of amitriptyline 
patients than placebo patients completed more than 2 
months cf maintenance treatment (69% versus 38%, 
x*=3.99, p<.05). Of the amitriptyline patients who 
dropped out during the first 2 months, 6 had become 
worse, and 3 had continued to maintain their improve- 
ment; all 16 placebo patients who dropped out had re- 
lapsed (x?=3.32, p<.10). 

Over the 6-month period, 28% of the amitriptyline 
patients versus 69% of the placebo patients relapsed 
(x?=7.94, p«.01). Of the placebo patients who re- 
lapsed, 72% did so within the first month, and 8996 re- 
lapsed within 2 months. 

Analyses of covariance were conducted at each time 
period for the Raskin and Hamilton scale scores and 
for the physician's overall rating. At 1 month, ami- 
triptyline patients scored significantly lower on all mea- 
sures than placebo patients. For example, the total ad- 
justed means on the Hamilton scale at 1 month were 
.33 for patients receiving amitriptyline and .67 for pla- 
cebo patients (F=18.8, p«.005). These differences 
were no longer found for subsequent time periods. 
Since most relapses occurred within the first months, 
most patients who remained in the study after this time 
were maintaining their improvement. 
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In addition, we examined several variables that 
might have been related to treatment outcome, includ- 
ing illness history, family history of menta: illness, pre- 
vious psychiatric treatment, presenting symptoms, 
and response to acute treatment. None of these vari- 
ables was significantly associated with -xaintenance 
treatment outcome. 


Discussion 


The results of this study indicate that continued 
treatment with tricyclic antidepressant medication fol- 
lowing acute symptomatic improvement is appropriate 
for depressed outpatients seen in private psychiatric 
practice. The rapid clinical deterioration that occurred 
in most of the patients who relapsed sugg=sts that the 
medication was controlling the cepressiv: symptoms 
of an episode that had not yet run its cours: Thus con- 
tinued treatnent would offer a distinct advantage for 
these patients. However, this is clearly not necessary 
for all patients, as shown by the fact that almost one- 
third of the patients who received placebo maintained 
their therapeutic gains. We believe that continued 
treatment for 6-8 months would benefit mast patients. 
However, should the physician decide to discontinue 
medication, the patient should be alerted tc the possi- 
bility of a return of symptoms and told to zall the doc- 
tor at the first sign of symptoms. 
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Clinical Depression in Alcoholism 
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BY MYRNA M. WEISSMAN, PH.D., AND JEROME K. MYERS, PH.D. 


Although depression associated with alcoholism is 
frequently observed, the magnitude of the reported as- 
sociation has varied considerably, ranging from 3% to 
98% (1, 2). Advances in the definition and reliability of 
psychiatric diagnoses have focused attention on the 
method of assessment of depression as a possible ex- 
planation for the wide discrepancies in these rates. In a 
recent article, Keller and associates (2) reported rates 
of depression that ranged from 8.6% to 7196, depend- 
ing on whether depression was assessed by DSM-II 
criteria or by the Hamilton, Zung, or MMPI rating 
scales. The authors correctly pointed out that the lat- 
ter three scales, which yielded the highest rates, are 
not diagnostic instruments, and they questioned 
whether the rates of depression are really as high as is 
commonly reported. Moreover, they noted that selec- 
tion biases in studies of persons being treated for alco- 
holism could increase the rates. For example, it is 
commonly observed that persons with two disorders 
are more apt to seek treatment (3). That alcoholics 
may be more likely to seek treatment when they are 
also depressed may exaggerate the association be- 
tween the two disorders in studies based on clinic pop- 
ulations. 

The overreporting and inaccurate reporting of de- 
pression in an alcoholic population could have impor- 
tant therapeutic implications. Overreporting can lead 
to inappropriate use of tricyclic antidepressants. Alter- 
natively, failure to detect depression can deprive an 
alcoholic patient of potentially helpful treatments that 
could conceivably prevent future episodes of exces- 
sive drinking. . 

This report presents data from a community survey 
conducted in 1975-1976. The methodology avoided 
two of the problems found in previous studies. First, 
the sample was drawn from a United States commu- 
nity survey and not from persons seeking treatment; 
therefore, it included both treated and untreated cases. 
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Second, systematic research assessments and precise 
research diagnostic criteria were used so that both cur- 
rent and lifetime rates of all psychiatric disorders 
could be obtained. 


Method 


Subjects. The sample included respondents inter- 
viewed in 1975-1976 during the third wave of a longitu- 
dinal survey begun in 1967 of the population of a com- 
munity mental health center catchment area in New 
Haven, Conn. The area has a population of approxi- 
mately 72,000, which includes a changing inner-city 
section of 22,000 and a more stable industrial town of 
50,000. The catchment area represents a cross-section 
of the community's population and includes all ethnic, 
racial, and socioeconomic groups. 

The original sample consisted of 938 adults (18 years 
of age or older) chosen at random from a systematic 
sample of 1,095 households. This number dropped to 
720 during the second wave of interviews in 1969, and 
to 515 in 1975-1976, because of deaths, refusal to par- 
ticipate, or relocation outside the area (4, 5). Data for 
this presentation were available only on 510 subjects. 
The full details of this study have been described else- 
where (4, 5). 

Diagnostic assessment. Information for diagnostic 
judgments was collected by use of the SADS (lifetime 
version), which also includes an assessment of the 
subject's current and past status (6). On the basis of 
information collected on the SADS, the subjects were 
then classified by Research Diagnostic Criteria (7). 


Results 


Alcoholism and other psychiatric diagnoses. The 
current rate of alcoholism, including probable and def- 
inite cases, was 2.6%, and the lifetime rate was 6.7%. 

Of the 34 persons who were diagnosed as ever hav- 
ing been alcoholic, 24 (7196) at some time in their lives 
had received at least one other psychiatric diagnosis. 
In the majority of cases, the other psychiatric diagno- 
sis was depression, and the depressions were hetero- 
geneous. Diagnoses received at some point in the lives 
of the alcoholic subjects included major depression 
(N15, 44%), minor depression (N=6, 15%), bipolar 
depression (N=2, 6%), and depressive personality 
(N 6, 18%). These diagnoses are not mutually exclu- 
sive: 11 (32%) of the subjects had received only one of 
these four diagnoses at some point in their lives, 4 
(12%) had received two, and 3 (9%) had received three 
of the four. Six of the alcoholics (18%) had been given 
psychiatric diagnoses other than depression. 

Among the 15 subjects who at some point in their 


E. 


Am J Psychiatry 137:3, March 1980 


lives hac received a diagnosis of both major depres- 
sion and alcoholism, 6096 were considered primary de- 
pressives, and 40% secondary depressives. 

Concurrent alcoholism and depression. In the pre- 
ceding analysis, lifetime rates were used, so the other 
psychiatric disorders may have occurred before, after 
or concurrently with alcoholism. However, at the time 
of the interview, most of the alcoholics were in fact 
recovered. Only 13 subjects were diagnosed as cur- 
rently alcoholic. Two (15.4%) of these 13 subjects also 
met diagnostic criteria for major or minor depression, 
i.e., had concurrent alcoholism and depression. 


Discussicn 


The data show that among alcoholics there are high 


rates of other psychiatric disorders, particularly de- 


pression as diagnosed by the RDC. This relationship 
found in this study is independent of help seeking be- 
cause these subjects were part of a community survey. 
Depression in alcoholics is heterogeneous: it includes 
unipolar, bipolar, both primary and secondary depres- 
sion, and depressive personality disorders. The de- 
pression may occur before, after, or concurrently with 
the alcoholism. Approximately 15% of the subjects 
who were currently alcoholics had a coexisting depres- 
sion. Depression self-report screening scales, such as 
the Zung, Beck, and Center for Epidemiologic Studies 
Depression Scale, show rates of depressive symptoms 
that are even higher than 15%. However, these scales 
are not a substitute for diagnostic assessment—symp- 
tom scales miss the heterogeneity of the disorder and 
overestimate the extent of the depression. 

The 6% rate of bipolar disorder in alcoholics 1s con- 
sistent with the recent findings of Dunner and associ- 
ates (8). Our sample of current alcoholics was too 
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small to determine whether the associaton between 
depression and alcoholism does not hold for the young 
male alcoholic, as noted by Hamm and associates (9). 

These results also show that although not all alco- 
holics are depressed, many do meet RDC-DSM-III cri- 
teria for major depression. Systematic diagnostic as- 
sessment of alcoholics by means of precise criteria 
rather than symptom assessment per se is important. 
Such assessment helps to elucidate the heterogeneity 
of psychiatric disorders, the high rate of associated de- 
pression, and the heterogeneity of the depressions and 
may suggest useful differential therapeutic inter- 
ventions. 
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Granulocytopenia in Children After Phenothiazine Therapy 


BY FRYDERYKA SHABRY, M.D., AND JOEL A. WOLK, M.D. 


Granulocytopenia is the most common adverse he- 
matologic reaction to drugs (1). It is defined as an abso- 
lute granulocyte count of less than 1,500/mm?, with a 
leukocyte count below 4,000/mm?. Phenothiazine ther- 
apy is considered to be the most important cause of 
granulocytopenia in adults (2). Most patients treated 
with low milligram potency drugs like chlorpromazine 
or thioridazine will develop some depression of leuko- 
poiesis (3). The reported incidence of granulocytopenia 
in adults who have received phenothiazine therapy is 
I per 350 cases. It is more frequent in women than in 
men, with a ratio o? 6:1 (4). Granulocytopenia among 
nonwhite patients and among children and adolescents 
who have received phenothiozine therapy is rare (5, 6). 
There have been to our knowledge no prospective 
studies of granulocytopenia after phenothiazine ther- 
apy in children (7), and the incidence of this compli- 
cation in children is not well documented. 


Method 


We studied patients treated in a partial hospital- 
ization program for children. These children receive 
comprehensive medical and dental care in addition to 
intensive psychotherapy and psychotropic medica- 
tions (when clinically indicated). Patients in the pro- 
gram range in age from 6 to 12 years, and all attend 
classes conducted by teachers from the Board of Edu- 
cation. 

Ten patients (8 boys and 2 girls) were treated with 
phenothiazines during the 1-year study period. The pa- 
tients were given tàe following psychiatric diagnoses: 
childhood schizophrenia, N=5; latent schizophrenia, 
N=3; severe mental retardation with autistic features, 
N=1; and behavicr disorder of childhood, unsocial- 
ized aggressive reaction, N=1. Nine of the children 
were black and 1 was Puerto Rican. At the beginning 
of the study 8 patients were treated with thioridazine 
(75-200 mg/day), 1 with chlorpromazine (300 mg/day), 
and 1 with trifluoperazine (4 mg/day). 

A complete blood count and differeritial check are 
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done every 3 months for all patients receiving pheno- 
thiazines in the partial hospitalization program. Signif- 
icant changes in the test results call for more frequent 
follow-up of the patient. 


Results 


Granulocytopenia occurred in 1 of the 10 patients 
we studied. He was placed on thioridazine therapy, 
which was discontinued after 6 weeks because of a de- 
crease in his leukocyte count to an absolute gran- 
ulocytic count of 736 and because of his mother's un- 
willingness to consent to further use of the medication. 
Five months after thioridazine was discontinued, his 
leukocyte count and granulocyte count returned to 
pretreatment levels. No other patients developed gran- 
ulocytopenia. 


Discussion 


Granulocytopenia in adults usually occurs in the 
first 2 months of phenothiazine therapy and is tran- 
sient. It is generally a gradual process, but on rare oc- 
casions it can be sudden and lead to fatal agranulocy- 
tosis (6). 

In this study of 9 black children and 1 Puerto Rican 
child treated with phenothiazines, 1 patient, an 8-year- 
old black boy, developed leukopenia and gran- 
ulocytopenia. The condition developed gradually after 
6 weeks of thioridazine therapy, which corresponds to 
data available in the adult population (3). 

The length of time it takes for the leukocyte count to 
return to normal is short (3), i.e., 2-4 weeks despite 
continuation of phenothiazine therapy (2). In this pa- 
tient the leukocyte and granulocyte count returned to 
pretreatment level 5 months after discontinuation of 
thioridazine. It is possible that the values would have 
returned to the baseline level without discontinuation 
of medicine. 

Although a small sample was studied, our results 
show granulocytopenia secondary to phenothiazines 
does occur in black male children. Although the in- 
cidence of granulocytopenia is low, our findings sug- 
gest the need for a hematologic evaluation of children 
receiving phenothiazine therapy, including leukocyte 
and granulocyte counts before phenothiazine therapy 
is started, and 8 weeks later, and subsequently every 3 
months. 
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Effect of Methadone Dosage on Clonidine Detoxification Efficacy 


BY MARK £. GOLD, M.D., A.L.C. POTTASH, M.D., DONALD R. SWEENEY, M.D., PH.D., 


AND HERBERT D. KLEBER, M.D. 


The use of methadone as a withdrawal agent has al- 
leviated some of the problems associated with detoxifi- 
cation from opiate alkaloids. However, methadone 
presents its own abuse and dependence problems. Ap- 
proximately 100,000 patients are receiving methadone 
maintenance, and an unknown number are purchasing 
illicit methadone. The outlook for such people when 
they try to become opiate-free is quite poor. Studies to 
date indicate that the majority of patients who are in 
the process of slow methadone detoxification do not 
succeed in becoming methadone-free, and the majority 
of those who do reach a methadone-free state do not 
remain abstinent (1-3). 

We have recently reported that a single dose of 
clonidine given in a placebo-controlled study caused a 
rapid and significant decrease in opiate withdrawal 
signs and symptoms in heroin addicts (4) and in- 
patients addicted to methadone at an average dose of 
35 mg (5). We suggested on the basis of an open pilot 
outpatient study that clonidine might be an effective 
method for the rapid detoxification of methadone 
maintenance patients. We now have evidence which 
suggests that clonidine 1s equally effective in suppress- 
ing the symptoms and signs of methadone withdrawal 
from low (15 mg), medium (50 mg), and high (75 mg) 
doses of methadone. We have found that 100% of pa- 
tients have become opiate- and clonidine-free in 14 
days or less. 


Method 


The 15 male subjects were members of methadone 
maintenance treatment programs who had been stabi- 
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lized on maintenance doses of 15, 50, or 75 mg for at 
least 2 weeks before hospital admission. Five patients 
were studied in each of the three maintenance-dosage 
groups. All expressed interest in discontinuing meth- 
adone and gave informed consent to a stucy that in- 
volved abrupt withdrawal from methadone acter hospi- 
tal admission and at least 36 hours with no opiate ad- 
ministration. All patients had previously made 
unsuccessful attempts at opiate detoxification. They 
had objective signs and symptoms of opiate with- 
drawal as assessed by a blind research-nvrse rater. 
The nurse rated 21 items associated with withdrawal 
as present (score of 1) or absent (score of zero), with 
the total score added to give a measure of withdrawal 
severity (4). If the rater did not observe any signs or 
symptoms, she gave the patient a score of z2ro if he 
was ‘‘virtually asymptomatic"; if he had ‘‘vague com- 
plaint(s)," he was given a score of 0.5. On the first 
day, the patients were given 6 ug/kg of clonidine or 
placebo on a randomized double-blind basis. This 6 
pg/kg dose of clonidine was repeated at »edüme. 
Clonidine was administered in a dose cf 17 »g/kg per 
day in divided doses for the next 9 days. The dose was 
decreased to zero between day 10 and day 14. Nalox- 
one (1.2 mg) or saline was given intravenously on a 
randomized double-blind basis on day 14 as & test dose 
to assess safety of the long-acting naloxone derivative 
naltrexone. 


Results 


Clonidine, 6 g/kg, produced a rapid and significant 
decrease in opiate withdrawal signs and syriptoms at 
120 minutes postadministration for all three mainte- 
nance-dose groups (see table 1). The effect of clonidine 
on opiate withdrawal signs and symptoms was not sig- 
nificantly different for the three dosage groups (pre- 
clonidine versus postclonidine, unpaired t tests, all 
n.s.). There were no significant differences among the 
three groups' preclonidine (baseline) scores. 

Relief of subjective distress was significant for all 
groups. All 15 patients stated that they were not in 
withdrawal (not kicking") 120 minutes after cloni- 
dine administration. There were no significant increas- 
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TABLE 1 
Effects of Clonidine on Methadone Withdrawal Symptoms 





Withdrawal Symptom Rating 


Group and Patient — Preclonidine Postclonidine Delta Score 
15-mg group 

Í 10 0.5 9,5 

2 13 0.5 12.5 

3 I5 0.5 14.5 

4 10 0.5 9.5 

5 10 0 10.0 

Mean (£SEM) 11.6+2.0 0.420.223 11.2x2.0 
50-mg group 

1 18 0.5 17.5 

2 14 . l 13.0 

3 9 0.5 8.5 

4 li i 10.0 

5 15 l 14.0 

Mean (+SEM) 1312-1 0.82-0.3^ 12.6+3.2 
75-mg group 

1 16 l 15.0 

2 16 i 15.0 

3 14 2 12.0 

4 14 l 13.0 

5 11 0 11.0 

Mean +SEM 14.2 1.8 1.0+0,3° 13.2+1.6 


‘Significantly different from preclonidine (t=11.26, p<.001, paired t test). 


‘Significantly different from preclonidine (t=7.99, p«.001). 
‘Significantly different from preclonidine (t=16.50, p<.001). 


es or changes in nurse-rated abstinence symptoms for 
the remainder of the detoxification protocol. The most 
consistent complaints experienced by the majority of 
patients in the 50-mg and 75-mg groups were episodic 
difficulty falling and staying asleep and irritability. All 
of the patients completed the 14-day inpatient study. 
There were no significant increases in opiate with- 
drawal symptoms after discontinuation of the cloni- 
dine or after intravenous naloxone administration for 
any group. None of the patients had even one objec- 
tive withdrawal sign after the naloxone test. 


Discussion 


Our previous open outpatient studies (4, 5) and in- 
patient studies! did not involve patient selection by 
methadone dose. In this study, we have demonstrated 
clonidine’s efficacy at commonly prescribed mainte- 
nance doses of methadone. We found that clonidine is 
equally effective in reversing the signs and symptoms 
of opiate withdrawal after abrupt discontinuation of 
methadone in low, medium, and high doses. All pa- 
tients were rapidly and successfully detoxified from 
methadone addiction and had been without any opiate 
administration 14 or more days at the time of hospital 
discharge. Since clonidine is a nonopiate detoxifica- 
tion treatment, it allows the patient addicted to meth- 
adone to be opiate-free for the 5 or more days neces- 
sary for the safe initiation of treament with the opiate 
antagonist naltrexone. The only consistent complaints 
in all groups were reports of insomnia and irritability. 


!Presented at the Special Committee on Problems of Drug De- 
pendency, Philadelphiz, Pa., June 5, 1979. 
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The data presented here suggest that clonidine may 
be an extremely potent treatment for opiate with- 
drawal on the basis of its specificity for brain sites 
which are critical for opiate withdrawal symptom- 
atology. Clonidine is a specific presynaptic alpha-2-ad- 
renergic agonist which reduces brain noradrenergic ac- 
tivity (6, 7) and turnover (8) in doses similar to those 
used in this study. These and other neuropharmaco- 
logic data (9, 10) suggest that clonidine is a potent 
treatment for opiate withdrawal by virtue of this inhib- 
itory effect on brain noradrenergic activity (5, 6), 
which we have suggested is increased during with- 
drawal (4, 5, 9). Finally, the effects and efficacy of 
clonidine suggest that noradrenergic hyperactivity 
may be the brain event of primary importance in the 
generation of opiate withdrawal symptomatology (4, 
9). 

These data suggest that clonidine is an effective 
treatment for the detoxification of addicts receiving 15, 
50, or 75 mg doses of methadone; clonidine may also 
be effective in safe and rapid withdrawal from even 
higher doses of methadone. Exact methadone dosage 
limits and guidelines for clonidine detoxification are 
not yet available and require further study. Studies 
should also be done to determine whether clonidine 
can block the emergence of symptoms as well as re- 
versing and suppressing symptoms once they occur. 
However, clonidine detoxification appears to allow ad- 
dicts to withdraw rapidly from opiates and then to be 
switched to a nonaddicting opiate blocker like naltrex- 
one or to drug-free treatment modalities. 
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Weight-Dependent Arrhythmia in a Patient with Anorexia Nervosa 


BY JAMES E. MITCHELL, M.D., AND RICHARD GILLUM, M.D. 


It has been suggested that there is a relationship be- 
tween anorexia nervosa and affective disorder (1), and 
successful treatment of anorexia nervosa with tricyclic 
antidepressants has been reported (2, 3). 

In this report we describe a patient with anorexia 
nervosa who manifested a weight-dependent cardiac 
arrhythmia. Our purpose is to illustrate that cardiac 
rhythm disturbances can be seen in patients with ano- 
rexia nervosa who have normal electrolytes and to 
suggest to clinicians that patients with this diagnosis 
should be screened carefully before tricyclic therapy is 
initiated. 


Case Report 


Ms. A, a 25-year-old married woman, was admitted volun- 
tarily to the hospital because of progressive weight loss over 
a l-year period. At the time of admission, she weighed 32.5 
kg (ideal weight for her height=47 kg). History obtained 
from the patient and her husband indicated that she had been 
severely restricting her caloric intake during the period of 
weight loss but had not been abusing laxatives or inducing 
vomiting. The patient stated that she had ‘‘lots of energy" 
and that she swam at least 1 mile a day. She saw herself as 
"too heavy” and expressed the concern that any weight gain 
would lead to obesity. Ms. A had ceased menstruating ap- 
proximately 5 months before her admission. 

Ms. A had experienced several stressful events in the year 
before she started to lose weight, including the death of her 
father and changes in jobs for both Ms. A and her husband. 
She deniec shortness of breath, chest pain, palpitations, or 
syncope. There was no history of rheumatic fever or other 
cardiac problems. 

On mental status examination the patient manifested a 
clear sensorium, with no evidence of delusions, hallucina- 
tions, or formal thought disorder. She denied suicidal idea- 
tion. Although her mood was thought to be mildly to moder- 
ately depressed, she demonstrated a normal affective range 
and denied being significantly depressed. 

At the time of physical examination Ms. A looked ema- 
ciated but was in no acute distress. Her blood pressure was 
100/60 and resting pulse was 60 beats per minute and irregu- 
lar. Skin exam revealed scaling and desiccation over the 
trunk area. Cardiac exam revealed a point of maximal im- 
pulse palpable in the midclavicular line in the fifth intercostal 
space. The rhythm was thought to be irregular. S1 and $2 
were normal; S4 was audible over the entire precordium, with 
no S3 or murmurs. 
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Electrolytes, including serum magnesium, were normal 
when measured twice within 24 hours after the atnormal car- 
diac rhythm was discovered. SMA12 was also within normal 
limits. Thyroid studies were low to normal. 

Admission ECG showed sinus rhythm with frequent su- 
praventricular premature beats and abnormal P-wave axis, 
PR interval of .12 seconds, suggesting a possible junctional 
origin with retrograde atrial conduction. The same findings 
were present 24 hours later. 

Cardiology consultants recommended only that the car- 
diac abnormality be followed. Ms. A was treated with a be- 
havior modification program that involved social reinforce- 
ment for weight gain and with insight-crien:ed psychothera- 
py. She responded well to this regime, and at the time of 
discharge weighed 42 kg. 

Records from a physical examination before Ms. A began 
to lose weight described a normal cardiac exam. Two sub- 
sequent tracings obtained after the period of weizht gain re- 
vealed that the patient was in normal sinus rhythm. This pa- 
tient was not treated with tricyclic antklepressarts or medi- 
cations other than vitamin supplements before or during her 
hospitalization. 


Discussion 


It is well known that patients with anorex.a nervosa 
can develop acid-base and electrolyte disturbances (4). 
Such abnormalities could predispose to ECG abnor- 
malities or cardiac rhythm disturbances. Electrolytes 
and SMA12 were normal in this case. 

Cardiac dysfunction not associated with electrolyte 
abnormalities has also been reported in patients with 
anorexia nervosa. ECG abnormalities kave been de- 
scribed including T-wave morphology changes, ST 
segment depression, and the presence of U-waves (5- 
7). Abnormalities of cardiac rate and conduction have 
also been reported including bradycardia (5-7), tachy- 
cardia (6), sinus arrests and ectopic atrial rhythm (5), 
nodal escape beats (7), and ventricular ectopy (8). 

Studies of circulatory dimensions, functions, and 
hemodynamic response in patients with ancrexia ner- 
vosa have shown a reduction in maximal phvsical per- 
formance greater than would be expected on the basis 
of body weight (5). In some patients, there has been a 
decrease in cardiac dimensions greater than expected 
after correction for body surface area (&) and impaired 
myocardial contractility (9). Cardiac abnormalities, in- 
cluding reduced cardiac dimensions and. bradycardia, 
have also been described in normal persons under- 
going experimental semi-starvation (10). 

In reviewing this case, one must consider the possi- 
bility that the arrhythmia was not directly related to 
the patient's clinical state. However, its cisappearance 
after clinical improvement despite the a»sence of de- 
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tectable acid-base or electrolyte disturbances suggests 
such an association. 

Although the clinical significance of cardiac function 
abnormalities in patients with a diagnosis of anorexia 
nervosa is not clear, it would seem prudent to exercise 
caution in treating these patients with potentially car- 
diotoxic tricyclic antidepressants, even if metabolic 
derangements are not evident. 
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Rapid Mood Cycling and Concomitant Cortisol Changes Produced by Cyproheptadine 


BY PHILIP W. GOLD, M.D., IRL EXTEIN, M.D., JAMES C. BALLENGER, M.D., AND THOMAS A. WEHR, M.D. 


One of the most consistent neuroendocrine findings 
in patients with major depressive disorder is an activa- 
tion of the hypothalamic-pituitary-adrenal (HPA) axis, 
reflected in either elevated basal adrenocorticotropic 
hormone (ACTH) and cortisol levels (1), or a failure to 
suppress ACTH and cortisol secretion following dexa- 
methasone administration (2). The available evidence 
suggests that serotonin, a neurotransmitter thought to 
play a dominant role in the pathophysiology of mood 
disorders, activates the hypothalamic neurons that 
control ACTH, and therefore cortisol release (3). In 
experimental animals, insulin-induced hypoglycemia 
is associated with a significant increase in hypothalam- 
ic serotonin content, and in animals and man (4) pro- 
motes a rapid and marked increase in plasma cortisol. 
Cyproheptadine, a serotonin receptor antagonist, com- 
pletely abolishes the peak cortisol response to insulin- 
induced hypoglycemia in animals and man (4). Krieger 
and associates (3) have shown that cyproheptadine can 
also induce complete clinical remission in active hypo- 
thalamic Cushing's disease, further supporting an ex- 
citatory role for serotonin in HPA function. 
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The symptom complex of major depressive disorder 
in association with HPA activation may relate in part 
to increased central serotonergic function. To test this 
hypothesis we began a clinical trial of cyproheptadine 
in depressed patients who showed HPA activation. 
The following is; to our knowledge, the first reported 
case of a significant mood alteration presumably sec- 
ondary to cyproheptadine therapy. 


Case Report 


Ms. A, a 41-year-old married woman with bipolar affective. 
disorder, was a patient on a research ward. She had a 6-year 
history of rapid mood cycles associated with the use of tri- 
cyclic antidepressants (5). When given placebo on 4 separate 
occasions, Ms. A always fell into a profoundly retarded de- 
pressed state. While depressed and on placebo, she failed to 
suppress 24-hour urinary free cortisol (UFC) following a 
single midnight dose of 1 mg of dexamethasone in associa- 
tion with elevated basal UFC. 

We obtained informed consent to use cyproheptadine in a 
placebo controlled double-blind therapeutic trial. After Ms. 
A went through a period of depression on placebo, we ad- 
ministered cyproheptadine in an oral dose of 4 mg/day, grad- 
ually raising the dose to 24 mg/day over the next 18 dzys. On 
the 37th day of cyproheptadine treatment, Ms. A switched 
into a 3-day hypomania. Over the next 32 days she had 6 
complete cycles, each cycle defined as a depression followed 
by a mania. Manias lasted 2-3 days, and were characterized 
by hyperactivity, talkativeness, sexual preoccupation, in- 
creased appetite, decreased sleep, and, at times, irritability. 
Depressions lasted 1-5 days and were considerably more se- 
vere and onerous, characterized by profound retardation, 
hypersomnia, suicidality, and some catatonic features. Ms. 
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A switched from one mood to another rapidly. From day 79 
of cyprohep:adine treatment through the last day, number 
118, she remained depressed despite an increase in dosage to 
32 mg/day. She experienced minimal side effects. We ob- 
served no ill effects or changes in depression after the drug 
was discontinued. 

We obtained 24-hour urine collections throughout the peri- 
od of rapid cycling on cyproheptadine. UFC was separated 
from 11-deoxycortisol and other interfering substances by 
LH-20 Sephadex chromatography and assayed by radioim- 
munoassay. Professional staff rated mood double blind using 
the 15-point modified Bunney-Hamburg scale. We obtained 
UFC for 3 days before the first switch into mania and for 28 
days during the period of rapid cycling. On 5 days of mania 
and 2 days of depression cortisol values were not obtained 
because lack of patient cooperation precluded complete 
urine collection. Twenty-four-hour UFC was consistently 
higher during depression than during mania, describing a 
cycle that paralleled the mood cycle. On the day before each 
switch from mania into depression, we noted a premonitory 
rise in UFC. UFC levels also tended to fall at the end of a 
depressive episode before the switch into mania. The mean 
level of 24-hour UFC on depressed days was 55.8+4.4 mg/24 
hours (N —11 days) and on manic days 35.4+4.8 mg/24 hours 
(N=17 days}. This difference in mean UFC values is signifi- 
cant at the p«.01 level by t test. 


Discussion 


In Ms. A cyproheptadine produced a switch from 
depression into mania, with reduced UFC, both pre- 
sumably secondary to cyproheptadine's antiserotonin 
activity. These results correspond with the theory that 
depressions associated with HPA activation are re- 
lated to increased central serotonergic function. They 
are also compatible with Mandell's suggestion that 
mania occurs when the inhibitory influence of the sero- 
tonergic raphe neurons on the hippocampus is re- 
moved (6). 

We have no definitive explanation why Ms. A devel- 
oped rapid cycles rather than stabilizing in a manic or 
euthymic state. One might speculate that the alternat- 
ing manias and depressions, in association with low 
and then higher UFC, represent oscillations in central 
serotonergic function. Extreme perturbations, such as 
those possibly caused by cyproheptadine, commonly 
produce high amplitude oscillations in regulatory feed- 
back systems which may be subsequently damped (7). 
This model could account for Ms. A's clinical course 
of cyproheptadine induced oscillations in mood and 
cortisol secretion followed by recurrence of con- 
tinuous depression despite several weeks' further 
treatnent with cyproheptadine. A .model of cy- 
proheptadine-induced circadian desynchronization 
could also account for such oscillations in mood and 
cortisol secretion. Wehr and Goodwin have reported 
that dissociation of circadian oscillators may occur in 
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certain patients with cyclic manic-depressive illness 
(8), and Wever has shown that experimental dis- 
sociation of circadian oscillators in normal subjects re- 
sults in long-term cycles of mood, performarce, motor 
activity, and urinary cortisol excretion (9). 

Carroll (2) has suggested that the pathophvsiologies 
of hypothalamic Cushing’s disease and majar depres- 
sion with hypercortisolinemia share certair features. 
Some patients with Cushing’s disease show a pattern 
of cyclic remission and exacerbation similar to that 
noted in Ms. A following cyproheptadine treatment 
(10). Moreover, the time course of Ms. A’s response to 
cyproheptadine and the dose required for clinical re- 
sponse parallel those of patients with Cushing’s dis- 
ease treated with cyproheptadine (3), further suggest- 
ing an overlap in the pathophysiology of hypothalamic 
Cushing’s disease and depression. 

In summary, Ms. A, a patient with major depressive 
illness associated with HPA activation, showed an un- 
equivocal and profound alteration in mood when 
treated with the serotonin antagonist cyproheptadine. 
Her history seemed to indicate a predisposition toward 
rapid mood cycling in response to pharmacological 
challenge. Perhaps more typical depressed patients 
with HPA activation would demonstrate sustained re- 
sponses to cyproheptadine rather then the marked 
mood oscillations observed in Ms. A. 
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A Resignation 


Sir: As one who has spent a major portion of his profes- 
sional life asserting the autonomy of the profession of psy- 
chology, I was appalled to read in Dr. Jules H. Masserman’s 
Presidential Address (August 1979 issue) the erroneous 
statement that my accepting the appointment as consultant 
to the Commission on Psychiatric Therapies constituted im- 
plicit accord with the ruling of Federal Judge D. Dortsch 
Warriner of Virginia, as well as the testimonies of Drs. Mas- 
serman and Donald Langsley. There were two legal issues in 
Virginia, with one ruling in favor of the position taken by 
psychology and the other against. Both are currently under 
appeal, so I will refrain from commenting on these. How- 
ever, when Dr. Masserman asked me to serve on the Com- 
mission, he was exrlicit that this was based on my expertise 
resulting from more than 20 years of research in the cost- 
therapeutic effectiveness of various psychotherapeutic mo- 
dalities and delivery models at the Kaiser-Permanente 
Health Plan in San Francisco. The invitation was not extend- 
ed to me in my role as president of the American Psychologi- 
cal Association, and there were no such implications as the 
one made by Dr. Masserman in his address. 

Mutually respectful, collaborative efforts between the two 
APAs seem highly desirable. For this reason, I agreed to 
serve as consultant zo the Commission and to offer whatever 
knowledge and expertise I may have. Dr. Masserman's un- 


fortunate and erroneous assertion has rendered my position. 


untenable, and I regretfully must resign as consultant to the 
Commission. 


NICHOLAS A. CUMMINGS, PH.D., Lirr.D. 
San Francisco, Calif. 


Dr. Masserman Replies 


Sir: I regret Dr. Cummings’ resignation from our Commis- 
sion on Psychiatric Therapies as a step away from desirable 
interdisciplinary rapport. However, his indignation seems 
unwarranted. 

With sincere respect for Dr. Cummings’ outstanding ac- 
complishments in providing clinical psychologic services to 
the Kaiser-Permanente organization, I sponsored his in- 
vitation to be a Distinguished Guest Lecturer in the 1977- 
1978 academic year and commented very favorably on his 


presentations at the Veterans Administration Health Sci- 
ences Institute and at Northwestern University. During his 
visit he became acquainted with the spirit of collaboration in 
service and teaching between psychologists and psychia- 
trists in our Department of Behavioral Sciences. I personally 
encouraged this rapport through joint research and through 
frequent publication of chapters by psychologists in my an- 
nual publication on current psychiatric therapies; I also in- 
vited Dr. Cummings to contribute. To enhance this accord, I 
also proposed to Dr. Cummings that it would be of major 
advantage to both our disciplines if, in his roles as a national- 
ly respected leading clinical psychologist and as president of 
the American Psychological Association, he would serve as 
a distinguished consultant to a Commission on Psychiatric 
Therapies that I, as incoming American Psychiatric Associa- 
tion president, was in the process of appointing. In these 
friendly discussions, however, I left no doubt that, while I 
welcomed the valuable contributions of other professions, I 
was in full agreement with our Association’s policy that psy- 
chiatrists, by breadth of training, supervision, and experi- 
ence, are optimally qualified to provide the thorough diag- 
noses and prognoses and to conduct the comprehensive ther- 
apies required for adequate psychiatric care. I also made it 
clear that the proposed Commission, like all APA com- 
ponents, would operate in accordance with this policy. I re- 
stated this position unequivocally in my address as incoming 
APA President. 

Therefore, when Dr. Cummings accepted my offer of ap- 
pointment as consultant to the Commission in January 1979 
and attended its meetings in June 1979, he was well aware of 
our orientation. Yet he also knew that we would welcome 
and value whatever input and counsel from the field of clini- 
cal psychology he would offer. As to the major concern ex- 
pressed in Dr. Cummings’ letter, no one questioned the right 
of psychology to be ‘‘an autonomous profession," but it was 
part of the Commission’s purpose to investigate what every 
discipline in the field of mental health, including psvchiatry, 
professes. 

It is unfortunate that Dr. Cummings misinterpreted my 
juxtaposition of his contribution with Judge Warriner’s deci- 
sion (which incidentally acknowledged the proper status of 
psychologists) as signifying anything other than an endorse- 
ment of continuing detente and collaboration between our 
fields. I wrote him personally to that effect when I learned of 
his resignation but received no reply. 

I trust the American Psychiatric Association, without 
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compromising the rationale of its own position, will continue 


to offer collaboration with all health disciplines in terms of ` 


mutual understanding, respect, and conjoint endeavors in 
advancing the behavioral sciences for optimum public serv- 
ice. 


JULES H. MASSERMAN, M.D. 
Chicago, Ill. 


Euphemistic Camouflage 


Sir: Henry A. Davidson (1) drew our attention to society’s 
hunt for euphemisms to cover up uncomfortable problems. 
Aberrant behavior and incomprehensible thought processes 
still frighten the American public. Psychiatrists search for 
new euphemisms to describe the afflictions of patients but 
have not solved the educational problem of the public’s dis- 
comfort with mental illness. The old stigmata amely con- 
taminate any new word we invent. 

Our society and our profession have been justifiably 
ashamed of the treatment of the chronically mentally ill. We 
have developed few new ideas to cope with the care for this 
population. We have merely changed the name of the facility 
where these unfortunate persons are kept. The asylum” 
became the ‘‘hospital,’’ then the ‘‘neuropsychiatry service,” 
and finally the ‘‘community mental health center." The 
"back ward’’ became the ‘‘chronic treatment section’’ and 
then the ''rehabilitation service." None of these euphe- 
misms changed the fact that patients were stored for long 
periods, becoming less able to function in society because of 
the disabling aspect of their illness and their residence in the 
facility. 

To deal with the immense problem of finding economically 
feasible and effective solutions for the care of the chronically 
mentally ill, we invent new words for the same ineffective 
approaches. For a generation we have known that hospital- 
ization of the chronically mentally ill is expensive and anti- 
therapeutic. We have moved this group out of hospitals into 
run-down hotels and boardinghouses. *‘Community mental 
health center" has become the administrative catch-all for a 
fragmented, nonexistent treatment and rehabilitation serv- 
ice. Now we have renamed the back ward once again. It has 
become the “SNF” (skilled nursing facility). This new acro- 
nym provides funding from the federal government (5096 or 
more of cost). When a hospital renames the back ward an 
SNF, it no longer has to meet the minimum standards for 
staffing and care prescribed by the Joint Commission of Ac- 
creditation for Hospitals. Thus innovative bureaucrats can 
save state money by converting back wards into SNFs. 

The latest development in the care of the chronically men- 
tally ill is the 'ICF-MH'' (intermediate care facility-mental 
health)—another set of back wards for chronic patients. Per- 
haps true meaning will wear through this new acronym be- 
fore we waste our limited resources on a federally funded 
industry of freestanding back wards. 
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Questioning the Efficacy of Combined Therapy 


SIR: In “The Efficacy of Drugs and Psychotherapy in the 
Treatment of Acute Depressive Episodes’’ (April 1979 spe- 
cial issue) Myrna M. Weissman, Ph.D., and associates con- 
cluded that ‘‘combined tricyclic antidepressant treatment 
and weekly short-term interpersonal psychotherapy reduces 
overall symptoms in ambulatory patients suffering from a 
nonpsychotic, nonbipolar major depression better than ei- 
ther treatment alone or nonscheduled and irregulaz contacts 
with a psychiatrist.'' This conclusion does not seem justified 
by the data presented. 

The life-table analysis in table 2 showed that combined 
therapy was not statistically superior to psychotherapy and 
only differed at the .10 level of significance from treatment 
with amitriptyline. Thus in this analysis the three o-her treat- 
ments proved superior to unscheduled treatment—an impor- 
tant finding. 

The life-table analysis itself seemed inappropriate. 
"Symptomatic failures" were narrowly defined as patients 
refusing therapy or excluded because of side effects. The 
analysis emphasized speed of therapy failure rather than 
speed of success. Analyzing the timing of treatment failure 
makes sense in studies of cancer chemotherapy or relapses 
of schizophrenia. The authors have used such analysis to 
document elegantly the benefits of maintenance aatidepres- 
sants (1). But when assessing treatment efficacy in a study of 
patients who are depressed, not in remission, the percent- 
ages of patients improved should be stressed. This outcome 
criterion does not preclude examining speed of improvement 
or reasons for noncompliance. 

Dr. Weissman and associates did not enumerate treatment 
successes, promising to do so elsewhere. Assumirg that pa- 
tients who remained in therapy were relative treatment suc- 
cesses, one can examine ultimate 16-week outcorae as pre- 
sented in table 1. Treatment failures can be defined as 1) all 
noncompleters, 2) all noncompleters except first-& eek drop- 
outs, or 3) only symptomatic failures (ihe p values below 
correspond in sequence to these three groups). Chi-square 
analysis reveals that 1) combined therapy was never signifi- 
cantly superior to psychotherapy (p=.19, .94, .23), 2) com- 
bined therapy was superior to pharmacotherapy (p=.02, .05, 
.03) and to unscheduled treatment (p=.01, .02, .001), 3) psy- 
chotherapy and pharmacotherapy did not differ significantly 
(p=.30, .06, .28), 4) psychotherapy tended to »e superior to 
unscheduled treatment (p=.21, .02, .02), and 5: pharma- 
cotherapy was not statistically superior to unscheduled 
treatment (p=.83, .66, .21). Conclusions 1 and 5 contradict 
those made by the authors. 

Were real differences concealed because of inadequate 
sample size? Type II statistical errors are extremely com- 
mon in medical research (2). They are probably even more 
common in psychiatric research, where sample sizes tend to 
be smaller. Combined therapy mav truly be super:or to psy- 
chotherapy and pharmacotherapy superior tc unscheduled 
therapy. On the other hand, trends in the data could be used 
to argue the superiority of psychotherapy over pharma- 
cotherapy, and the paper by Rush and associates (3) bolsters 
that argument. Trends that appear compellirg to some may 
not convince others; they also may not be re»licable. Con- 
sequently, authors who believe their data justify certain con- 
clusions should wait until sample cell sizes allow the usual 
statistical tests; trends at the .10 level of significare should 
not lead to major conclusions about efficacy. 
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A bias in study design might have also existed. Were nega- 
tive expectations communicated, however indirectly, to pa- 
tients receiving ‘‘psychotherapy alone’’? Thirty-two percent 
of these patients dropped out of treatment during the first 
week, when patients learned which treatment they had 
drawn. Dropout rates differed significantly among the 4 
groups (x°=8.33, df=3, p=.04), with the rate for “‘psycho- 
therapy only” the highest of the four. This difference merits 
further examination. preferably before the commencement 
of the similarly designed NIMH collaporative study of the 
treatment of depression. 
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Dr. Weissman and Associates Reply 


SIR: Our paper summarized an extensive data set from the 
two-clinic collaborative study. By selecting results from one 
outcome, we attempted to summarize the findings of the data 
through the life-table analysis. These results are more fully 
presented in the papers referenced at the end of our letter. 
DiMascio and associates (1) extensively analyzed data from 
multiple outcome measures using covariance analysis. The 
data showed 1) a main effect for drugs, 2) a main effect for 
psychotherapy, and 3) no negative interactions. These ef- 
fects were chiefly on various symptoms of depression. A dif- 
ferential treatment effect was reported because drugs have 
an early onset of action and efficacy on symptoms of loss of 
appetite and sleep disturbance, while the effects of psycho- 
therapy occur at about 4 weeks and mainly improve work 
and interest, as assessed by the Hamilton Rating Scale for 
Depression. The main effects for drug and psychotherapy 
coupled with the absence of negative interactions demon- 
strate the efficacy of the combined treatment. 

In our paper we used the broad term ‘‘symptomatic fail- 
ure" to include patients who had improved early but then 
relapsed or who had returned to a symptomatic state by the 
end of 8 weeks or longer, as well as patients who never had 
improved. We could have presented speed of symptomatic 
improvement by reversing the graph, but the impact would 
have been identical. The outcome measure, symptomatic 
failure, was defined before the study began. That is why we 
did not present the other possible outcomes Dr. Nielsen sug- 
gested. To define symptomatic failure, we required that pa- 
tients have a Raskin Depression Scale score of at least 9 after 
8 weeks of treatment. Thus we dealt with the ethical issues 
of treating acutely depressed patients by random assignment 
and using a nonscheduled treatment control group. We felt 
that patients who had not recovered after 8 weeks of treat- 
ment should be dropped from the study and considered treat- 
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ment failures. An independent evaluator, blind to the treat- 
ment patients were receiving, judged clinical states. We also 
considered a symptomatic failure any patient who, before 
week 8, was too ill to continue the study or who, after week 
8, required alternate intervention such as hospitalization or 
ECT. All symptomatic failures were withdrawn from the 
study as clinically indicated. DiMascio and associates (2) de- 
scribed the rationale behind the selection of the symptomatic 
failure outcome at week 8. Patients who withdrew from ran- 
domized treatment for reasons other than relapse or in- 
sufficient improvement were treated in the life-table analysis 

s *'lost to follow-up.” Many of these patients had shown 
symptomatic improvement. 

As to possible bias with regard to the psychotherapy-alone 
group, we contend that the initially high dropout rate in psy- 
chotherapy differs little from the dropout rate reported in 
psychiatric clinics for patients receiving psychotherapy. 
These dropouts occurred early, usually in the first week, and 
if the patients remained in psychotherapy beyond that time, 
they did not drop out later (3). A sample of more than 80 is 
considered a reasonable size in such a clinical trial and is one 
of the larger studies of psychotherapy. 

Further replication studies would be desirable. We under- 
stand that the initial phase of the proposed NIMH collabora- 
tive study on the psychotherapy of depression will have a 2- 
or 3-year pilot study to gain data on the use of these treat- 
ments. Independent consultants in collaboration with staff of 
the NIMH Clinical Research Branch made the decision to 
include Interpersonal Psychotherapy and Cognitive Therapy 
in the proposed NIMH collaborative study. Although we did 
not participate in this decision, we welcome it. A committee 
of outside consultants also recently reviewed the design in 
accord with peer-review procedures for NIH and ADAMHA 
Institutes. 
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Treating Depression with Amphetamines 


Sin: Many depressed patients can be treated eifectively, 
rapidly, and without serious toxicity with amphetamines and 
similar stimulants. Unlike tricyclics, amphetamines do not 
cause central or peripheral anticholinergic side effects or car- - 
diac toxicity, nor do they carry the potential for hyperten- 
sive crises as the recommended MAO inhibitors do. 

Of course they are not recommended for treating depres- 
sion because of their potential for abuse. Here a serious ethi- 
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cal issue demands consideration. Although a small popu- 
lation of individuals might abuse stimulants that give instant 
relief from mental distress, should we deny amphetamines to 
patients who need them for proper treatment or require 
those patients to use other agents that carry a risk of severe 
toxicity? 

The Food end Drug Administration plans to seek legisla- 
tive action limiting the use of amphetamines to the treatment 
of narcolepsy and childhood hyperactivity. I understand that 
the FDA is advised by responsible colleagues. Yet I wonder 
how many of them have treated patients on an individual 
basis, watched and recorded the effects of various agents, 
and attempted to optimize results by careful titration of 
dose. 

Based on my experience with amphetamine and methyl- 
phenidate therapy and the experience of colleagues reported 
to me in personal conversation, I recommend that they be 
used as primary agents for treating depressive illness, there- 
by avoiding the toxic potential of tricyclics. 

I hope the American Psychiatric Association and individ- 
ual colleagues will resist and reverse this intrusion of govern- 
ment into the ethical and conscientious practice of medicine. 


MORTIMER OsTOW, M.D. 
Riverdale, N.Y. 


Serial Dexamethasone Suppression Tests in Affective Dis- 
orders 


Sin: In "Serial Postdexamethasone Cortisol Levels in a 
Patient Undergoing ECT” (October 1979 issue) Maurice W. 
Dysken, M.D., and associates described a depressed patient 
who underwent serial dexamethasone suppression tests 
(DST) before and during a course of ECT. Their patient, a 
56-year-old severely depressed man had a markedly abnor- 
mal DST before treatment, refiecting abnormal hypothalam- 
ic-pituitary-adrenal (HPA) function (1). After 9 courses of 
ECT his clinical status significantly improved, reflected by 
clinical ratings and Hamilton depression scores. Weekly 
DST assessments demonstrated a progressive, gradual abili- 
ty to suppress-cortisol secretion following dexamethasone, 
indicating a normalization of the HPA dysfunction. Oral de- 
sipramine, 50 mg b.i.d., was added following the last ECT 
and resulted in even further clinical improvement. The authors 
concluded that serial DSTs can be useful in determining the 
biological response to ECT. 

We are currently conducting serial dexamethasone sup- 
-pression tests on all depressed patients. Since this appli- 
cation of the DST is still novel, we would like to report a 
case that supports and extends Dr. Dysken and associates’ 
findings. . 


Ms. A, a 62-year-old woman, developed a severe episode 
of endogenous subtype depression with dysphoria, steadily 
progressive catatonic features, marked psychomotor retar- 
dation, loss of appetite and weight, and severe withdrawal. 
Two days afier admission her cortisol level following mid- 
night oral dexamethasone, 1 mg, was abnormal (11.97 ug/dl 
at 11:00 p.m.). Normal levels in our laboratory are 6 ug/dl 
or less. Her simultaneous Hamilton Depression Rating Scale 
score was 29 points. Since she had dramatically responded 
to ECT during a previous episode, we chose the same 
method to treat this episode. After her first course of 
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ECT, Ms. A's post-DST cortisol level was still 3bnormal 
(13.38 ug/dl at 11:00 p.m.). Her levels normalized 4.95 ug/ 
dl) after the third course of ECT, even though her depres- 
sion score remained unchanged (28 points). Her dzpression 
scores then decreased steadily following each treatment. 
After 7 courses of ECT, Ms. A's depression score was 6. 
Meanwhile, serial DSTs consistently remained normal at 
values below 6 ug/dl. 

Our findings support Dr. Dysken and associates’ postula- 
tion that serial DSTs may be useful in monitoring biolozical 
response to ECT. Since Greden and associates (2) shawed 
that DST normalization prognostically indicates better long- 
term outcome of depressive episodes and that failure to nor- 
malize is prognostically ominous (not only for ECT-treated 
patients but for those treated by other antidepressent modal- 
ities), the value of repeated DST assessments becomes evi- 
dent. ` 

These psychiatric applications of the DST join previously 
reported ones, such as identifying patients with erdogenous 
depression with confidence levels of approximate. y 90% (3) 
and diagnosing catatonia (4). 
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Triiodothyronine, Imipramine, and Depression 


Sir: "Effects of Triiodothyronine on Drug Levels and 
Cardiac Function in Depressed Patients Treated with Imi- 
pramine" by James Garbutt, M.D., and associates (July 
1979 issue) is, unfortunately, misleading. 

The validity of the entire report rests on the autbors' pre- 
vious publications (1, 2), which claimed that L-tri- 
iodothyronine (T4) accelerates the onset of therepeutic re- 
sponse to tricyclic antidepressants, at least in worr en. These 
studies are open to criticism. 

Mountjoy (3) found only limited grounds for accepting a 
statistically significant difference in improvement retes cf de- 
pression, mainly in women, when T, is added to imipramine. 
In a recent double-blind study my associates and I were un- 
able to confirm a significant potentiation or even acceleration 
of treatment when T, was added to imipramine (-). We fol- 
lowed some of the remarks made by Prange himself in his 
discussion of Feighner’s study (5). Consequently, Garbutt 
and associates' report is a secondary communicatizn derived 
from a primary study that was speculative and controversial 
rather than established fact. 

If T, is not effective when added to tricyclics ir. the treat- 
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ment of depression, then we should not expect T, to alter the 
plasma levels of imipramine. The statement that T; com- 
bined with imipramine did not adversely affect cardiac func- 
tioning and is probably safe therapy for patients without car- 
diac disease is premature. Indication for this combination 
has yet to be established. 

The authors also claim their results imply that T4 may act 
at central synaptic sites to facilitate imipramine-mediated ac- 
tions. However, they present no data to support this hypoth- 
esis. Their study does not help to clarify the complex issues 
of psychoneuroendocrinology and psychopharmacology in- 
volved. 
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Dr. Garbutt and Associates Reply 


Sir: We agree with Dr. Steiner that a study of the effects 
of L-triiodothyronine (T4) on the blood levels and cardiac 
effects of tricyclic zntidepressants would be trivial and per- 
haps misleading if there were, in fact, no reasons to adminis- 
ter the hormone adiunctively with the drugs. 

Unlike Dr. Steiner, we think there are indications. Dr. 
Steiner refers to Prange and associates’ 1976 review that 
cites 7 positive studies (4 double-blind, 3 single-blind) and 1 
negative study (double-blind). To this, we may now add Dr. 
Steiner and associates’ negative study and 4 positive ones 
(1-4). The latter studies, single-blind or open, pertain to 172 
patients receiving various tricyclic antidepressants, studied 
by different techniques in different locations. Dr. Steiner and 
associates studied 4 patients in each of 3 treatment groups: 
imipramine alone, imipramine plus T4, and imipramine plus 
ECT. Three of four patients in each group showed a satisfac- 
tory treatment response. Such small groups enhance the risk 
of a beta error, i.e., of finding no difference when one exists, 
and can provide only an insubstantial basis on which to re- 
ject other work. 

Dr. Steiner attached to our view a somewhat different in- 
terpretation of Mountjoy's original statement. In the article 
Dr. Steiner refers to Mountjoy stated, ''At present there 
seem to be reasonable grounds for accepting that there is a 
statistically significant difference in improvement rates when 
T, is added to imipramine, when the patients are mainly 
women and the trial conditions are ideal.” He further stated, 
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“The fact that T4 has produced any improvement in the trials 
cited is of theoretical importance." We agree with these 
statements. In a treatise on standard treatment, Goodwin 
and Ebert (5) stated that ‘‘we have extended [the earlier] work 
by demonstrating that the addition of 25 ug of T; can poten- 
tiate the action of both imipramine and amitriptyline so that a 
significant proportion of patients previously considered non- 
responders were converted into responders. The majority of 
these patients were female and had pretreatment thyroid in- 
dices in the low range of ‘normal.’ "' 

We do not think our report was misleading or without mer- 
it but that it provided additional information to aid in the 
evaluation of the T,tricyclic antidepressant phenomenon. 
We hope continued study of T -tricyclic antidepressant in- 
teractions will lead to an understanding of the biological pro- 
cesses involved and to specific indications for the therapeu- 
tic use of the combination. 
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Profanity: Symptom or Dyskinetic Reaction? 


Sir: In The ‘Psychotic’ Curse’’ (May 1979 issue) Robert 
J. Pary, M.D., suggested that ‘‘profanity in patients receiv- 
ing chronic neuroleptic treatment will necessitate greater 
scrutiny” since it may be a part of iatrogenic Gilles de la 
Tourette’s syndrome. Coprolalia is common in chronic para- 
noid schizophrenia (1) and is often absent in the syndrome of 
Gilles de la Tourette (2). Dr. Pary’s patient had chronic para- 
noid schizophrenia. Her involuntary facial movements (eye 
blinking and facial grimacing) were described as a part of 
motoric disorders in untreated schizophrenia (3) but were 
more likely caused by the high neuroleptic dosage inducing 
dystonic reaction (4). Haloperidol has a general anti- 
hyperkinetic effect and the response to haloperidol cannot be 
used as evidence that the patient had Gilles de la Tourette’s 
syndrome. It is difficult to see how profanity could be medi- 
ated by a dopamine receptor hypersensitivity postulated in 
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the Gilles de la Tourette syndrome. Profanity, characterized 
by abusive language directed especially against the name of 
God, was a serious symptom in 1885 (5) but today would 
hardly merit a place in a triad of a syndrome. The in- 
articulations Dr. Pary observed can be explained by respira- 
tory dyskinesia caused by the same mechanism as other dys- 
tonic reactions. 
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Dr. Pary Replies 


SIR: I agree with Dr. Skrabanek that my patient's symp- 
toms could be explained as part of a dyskinetic reaction. 
However, her presentation was also strikingly similar to 
Tourette's syndrome. The etiology of both Tourette's syn- 
drome and tardive dyskinesia may involve dopamine recep- 
tor supersensitivity (1). Some cases of neuroleptically asso- 
ciated dopamine receptor supersensitivity may initially ap- 
pear as paroxysmal blinking or other tics, along with 
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inarticulations or profane speech (2). Early detection of 
dopamine receptor supersensitivity is important. While no 
cure exists for tardive dyskinesia, early recognition allows 
the clinician to weigh the benefits of continued neuroleptic 
use versus the risks of tardive dyskinesia. We must explore 
the clinical value of scrutinizing the speech of a patient re- 
ceiving neuroleptics for cursing and inarticulations for pos- 
sible indicators of dopamine receptor supersensitivily. 
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Corrections 


In “The Pediatric-Psychiatric Model for Emergencies in 
Child Psychiatry: A Study of 994 Cases," by Monammad 
Shafii, M.D., and associates, on page 1601 of the December 
1979 issue, the first entry in the second column of table 1, 
girls 1-6 years old with a presenting problem of suicidal, 
self-destructive, or marked depressive behavior, is 376. 

In the January 1980 issue, tn ‘‘Platelet MAO V maz and Kx, 
in Chronic Schizophrenic Subjects," by Earl L. Giller, Jr., 
M.D., Ph.D., and associates, on page 98, the secord sen- 
tence of the Discussion section should read, **. . . Bezrettini 
and coworkers . . . found higher platelet MAO: substrate af- 
finities....” 
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The Human Model: Primate Perspectives, by Harry F. Har- 
‘low and Clara Mears. Washington, D.C., V.H. Winston & 
Sons (New York, N.Y., Halsted Press, John Wiley & Sons, 
distributor), 1979, 308 pp., $19.95. 


Harry Harlow's is one of the seminal research minds of 
our time. He is at ease with ideas and in expressing them. 
Both of these qualities are to be found in this important and 
delightful book, a compilation of 40 years of experimental 
studies conducted primarily at the Wisconsin Primate Lab- 
oratory. 

Harlow’s main research interests have always centered on 
learning in primates. For the most part his subjects have 
been rhesus monkeys, but he has always had an eye to hu- 
mans, as the title of the book makes clear. Monkeys were his 
means of exploring and testing ideas that are less easily stud- 
ied in human beings. The book is written from a historical 
perspective. Published articles have been reproduced, but in 
most instances earlier publications have been revised to in- 
clude comments about the ideas prevailing at the time the 
research was conducted and the authors’ comments on these 
ideas. Both amendments are welcome. 

The book builds in a quiet way. The classic problems and 
ideas of learning are addressed in the opening chapters. 
Against this background are set Harlow and his colleagues’ 
novel and ingenious studies. Learning is documented from 
developmental, evolutionary, and related perspectives. The 
book then turns to studies for which Dr. Harlow is best 
known, namely, studies of infants brought up in unusual con- 
-ditions. As with the steps in learning, the related importance 
and subsequent effects of different variables in an infant 
monkey's experience are dissected. Cloth mothers are far 
better than wire mothers; warm cloth mothers are better 
than cold cloth mothers, at least when ‘“‘better’’ is an infant 
growing up to act like a feral-raised monkey. Exploratory 
behavior, the capacity to socialize and to raise one’s own 
infants, and learning test performances are all significantly 
altered by manipulation of these variables. Each step of their 
model carries with it human implications. The Harlows fre- 
quently point these out. The reader will surely add more. 

Almost everyone in psychiatry is familiar with some as- 
pects of Harlow’s work, but his major studies have not been 
brought together before in such a readable form. One reads 
along easily but by the middle of the book cannot help being 
overcome by the magnitude of his accomplishments, his in- 
sights into the power and limitations of his methods, his 
brilliant intuitive leaps, and his novel ideas about learning. 
There are, of course, things to quibble about. For example, 
has he really developed a human model? However, one’s 
differences with Harry Harlow are simply footnotes to the 
importance and quality of his accomplishments. Coauthor 
Clara Mears, who is Mrs. Harry Harlow and an investigator 
of recognized importance, also deserves our thanks. I rec- 
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ommend The Human Model strongly, as much for those who 
are familiar with Harlow’s work as for those who are not. 


MICHAEL T. McGuire, M.D. 
Los Angeles, Calif. 


Six Lives/Six Deaths: Portraits from Modern Japan, by Rob- 
ert Jay Lifton, Shüichi Kato, and Michael R. Reich. New 
Haven, Conn., Yale University Press, 1979, 296 pp., $16.95. 


Originating as a graduate course on Japanese zttitudes to- 
ward dying, Six Lives/Six Deaths is a collaborative effort of 
its three authors. Robert Lifton is well known for, among 
other things, his research on the psychological and exis- 
tential aftermath of the nuclear bombing of Japan. Shuichi 
Kató is a Japanese professor of literature, and Michael 
Reich is a political science doctoral student at Yale. An in- 
troductory chapter presents Lifton's paradigm of death and 
continuity and Kato's analysis of the Japanese world view 
and society. The bulk of the book then consists of six de- 
tailed case studies of members of the Japanese elite, each 
followed by a brief concluding comment by Lifton and Kato. 

The men (no women) were selected because they all had 
lived through periods of rapid historical and cultural change 
in Japan. Three of them lived through the transition from the 
Tokugawa shogunate to the Meiji restoration, and the other 
three endured the cataclysmic events of World War II in Ja- 
pan. In addition, all six had made some written expression of 
their attitudes toward their own death. Other criteria for the 
choice of the six result in an interesting mix of temper- 
aments, psychologies, world and religious views, and politi- 
cal orientations. Two of the men (Nogi and Mishima) ended 
their lives through seppuku, the ritual suicide of the samurai, 
initiated with exposure of the intestines and ended (when 
such assistance was available) by decapitation. The final 
chapter in the book attempts to integrate the themes pre- 
viously enunciated in the biographical material into a larger 
cultural, political, and human context. 

The individual biographical chapters vary considerably in 
interest and in the extent to which the historical details re- 
main focused on the attitudes toward death of the individuals 
as these are affected by the interplay of personality, culture, 
and history. À good deal of the biographical material is basi- 
cally extraneous to the main issue. Despite this defect, 
which probably stems from a certain awkwardness implicit 
in the academic origin and multiple authorship of the book, 
the authors have made a real contribution to the burgeoning 
literature on thanatology. 

As Sophocles adumbrated many centuries ago, the quality 
of a man's life cannot be judged without taking into account 
the manner of his death. This is true of societies and nations 


as well. How a man dies casts a decisive light on the kind of 


3. 
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man he is and on the society from which he springs. Six Lives/ 
Six Deaths demonstrates the truth of this statement very 
well because it describes the differences in attitudes toward 
death and in death imagery as they occur in a group-orient- 
ed, this-worldly country like Japan and in the individualistic 
West, particularly in regard to what might be called the poli- 
tics of death. The universality of death themes such as the 
romanticization of death and its erotization are also made 
clear. 

Possibly the most absorbing section of the book is the ac- 
count of the life and death of the well-known novelist Yukio 
Mishima, a man in love with ‘‘easeful death.’’ His bizarre, 
faintly ridiculous ritual suicide, which occurred almost like a 
media event in a blaze of publicity, graphically if luridly illus- 
trates how the culture of Japan is hell-bent toward West- 
ernization. This chronicle, with its revelatory Don Quixote 
and Lord Jim themes, also demonstrates the common nature 
of that quiver from which all men draw the arrows of their 
own endings. 


PAUL CHODOFF; M.D. 
Washington, D.C. 


Childhood Pathology and Later Adjustment: The Question of 
Prediction, by Loretta K. Cass and Carolyn B. Thomas. New 
York, N.Y., Wiley-Interscience (John Wiley & Sons), 1979, 
259 pp., $16.95. 


In the last 20 years psychiatry has started to achieve what 
the rest of medicine has taken for granted, namely, long-term 
prospective follow-ups of psychiatric patients and the effects 
of treatment. The results of these follow-up studies have chal- 
lenged many old psychiatric prejudices and creeds. Unfortu- 
nately, the readers of such studies, while forced to abandon 
old answers, are not always given all the new answers that 
they might have wanted. Thus, many psychiatrists are apt to 
respond to painstakingly difficult longitudinal studies with a 
somewhat querulous, “‘Is that all you found?” 

Childhood Pathology and Later Adjustment, written by a 
psychologist and a social worker, describes just such a 
study. The research reported in this book began in 1960 as a 
prospective study. The purpose was to test the widely held 
assumption that maladjustment continues from childhood in- 
to adulthood. The investigators wanted to learn which child- 
hood variables. consistently assessed and recorded at the 
time of initial clinical evaluation, contributed both to contin- 
ued maladjustment and to its remission. Three hundred for- 
ty-two children referred to the Washington University Child 
Guidance Clinic in 1961 to 1965 were selected for follow-up 
again 10 to 15 years later. Two hundred eighty-six individ- 
uals were located, and 200 of this group actually consented 
to reinterview; their average age was 21. The children stud- 
ied differed from those in the studies by Lee Robins in that 
they were not court-referred and were largely middle-class in 
origin. 

The most important predictors of adult maladjustment 
were not diagnoses or psychopathology but, rather, the de- 
gree of impairment of childhood social adjustment, IQ, and 
parental socioeconomic status. Acting out and early devel- 
opmental difficulties also predicted poor outcomes. It was 
interesting that childhood behavior problems predicted poor 
outcome for the boys but good outcome for the girls in the 
study. One of the most disturbing findings, one that has ap- 
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peared in several other prospective follow-ups of caildren, 
was that treatment of child behavior problems did net seem 
related to outcome, in spite of the fact that the autho-s seem 
sympathetic to dynamic psychotherapy. In the futurz, child 
guidance clinics must learn to grapple with such findings and 
not dismiss them as too upsetting. . 

The book's most interesting finding was the discoatinuity 
observed between childhood and adult psychopatnology. 


"With or without treatment, many childhood psychia-ric dis- 


orders are self-limiting. Although children at the healthiest 
end of the continuum were likely to remain relatively healthy 
in adulthood, even the most severely disturbed often showed 
dramatic improvement. Only 13% of the children referred to 
the clinic were rated as more disturbed in adult life. Several 
interesting, if sketchy, case reports are provided. 

Perhaps the greatest weakness of the bock is that it fails to 
break fresh ground; it only confirms past work. Althcugh the 
research makes a worthwhile contribution, its findings could 
have been condensed into a valuable journal article instead 
of being expanded into a somewhat overly detailec mono- 
graph. The greatest strength of the book is that it provides 
possibly the best review extant of other long-term fol ow-ups 
of childhood psychopathology. It is for the latter reason that 
this book deserves a place in any psychiatric library. 


GEORGE E. VAILLANT, M.D. 
Cambridge, Hass. 


The Physician and the Mental Health of the Child, I: Assessing 
Development and Treating Disorders Within a Fam:]v Con- 
text, edited by Herbert J. Grossman, M.D., James E. Sim- 
mons, M.D., Allen R. Dyer, M.D., and Henry» H Work, 
M.D. Monroe, Wis., American Medical Associatioa, 1979, 
Ill pp., $4.00 (paper). 


This modest-sized volume is truly a many-faceted gem. It 
is the first in a series of three monographs for primary care 
physicians on the mental health of children and is kased on 
the proceedings of two. AMA workshops. The workshop 
members included a broad cross section of health. profes- 
sionals from different disciplines, types of instituticrs, and 
geographical areas. The breadth and range of the experience 
and outlook of the participants are reflected in the contents 
of the publication. 

The volume is divided into the following sections: Child 
and Family Assessment, Assessing Developmental Levels, 
Developmental Tests, Assessing Developmental Problems, 
Assessing Parental Capabilities, Emotional Concomstants of 
Physical Illness, Treating Children with Mental or Develop- 
mental Problems, Cultural Characteristics Affecting Patient 
Care, and Common Problems Affecting the Mental Health of 
Children in Non-Mainstream Families. Each of these major 
topics is covered in a chapter averaging nine pages im length, 
on its face an impossible task. However, each chapter does 
distill the essence of the topic and does present complex psy- 
chological material succinctly and clearly. The lanzuage is 
free of jargon, and highly sophisticated ideas are discussed in 
deceptively simple language. 

A very valuable feature of this volume is its emphasis on 
the need to evaluate health as well as pathology. for ex- 
ample: ''While ‘high-risk’ parents can be identified easily 
through social histories, many of them turn out to be ade- 
quate nurturing parents. Somehow they develop the zapacity 
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for parenting. They have strengths which the physician 
should attempt to identify and encourage" (p. 44), “The 
physician needs to 'think health' and to 'think strength' 
when looking for therapeutic resources above and beyond 
those he can provide himself’ (p. 37), and, ‘It should be 
recognized that sozially disadvantaged families and children 
often have healthy characteristics that physicians can utilize 
in ássessing their patients and in the treatment process'' (p. 
74). 

This volume succeeds admirably in its goal of providing 
current authoritative information that could be useful to pri- 
mary care clinicians in their care of children. It can be read 
with profit by mental health professionals as well. It provides 
an impressive model of effective communication with our 
nonpsychiatric medical colleagues and with nonprofessionals. 


ALEXANDER THOMAS, M.D. 
New York, N.Y. 


Human Sociobiology: A Holistic Approach, 5y Daniel G. 
Freedman. New York, N.Y., Free Press (Macmillan Pub- 
lishing Co.), 1979, 238 pp., $12.95. 


The past half decade has seen the emergence of a new dis- 
cipline termed '*soziobiology."' Bringing together population 
genetics, ethology, and psychology, it tries to understand be- 
. havior in terms of evolutionary forces. Wilson's two vol- 
umes, Sociobiology: The New Synthesis (1) and On Human 
Nature (2), and Tke Selfish Gene (3) by Dawkins stand out 


among recent books that might be read along with the work - 


here under review. The psychiatrist, to be sure, is primarily 
interested in individual behavior and how the individual can 
be benefited. Sociobiology, in Freedman’s words, ‘‘reverses 
psychology’s focus on the individual” so that ‘‘individual 
behavior is seen as a unique variation on the species' 
theme." Nevertheless, the sociobiologists have seriously ad- 
dressed such behavioral phenomena as altruism, dominance 
and submission, sex roles, kinship behavior, and ethnic di- 
versity as well as such emotions as jealousy, anger, and love. 
Their ideas are thus directly pertinent to family, community, 
and transcultural psychiatry and to psychoanalysis. 

The author of Human Sociobiology is Professor of Behav- 
ioral Sciences at the University of Chicago. The book re- 
flects his personal development from Gestalt psychology and 
Kurt Goldstein's holistic approach through ethology and 
evolutionary theory. He prefers to think of evolution as a 
""between-group'' »hénomenon, acting on the changing gene 
pool of a breeding population (Sewall Wright) rather than on 
individual ''selfish'' genes in isolation (R.A. Fisher, Daw- 
kins). In his many examples, he draws on animal research 
data, anthropological observation, and mother-infant inter- 
action studies as well as student projects, personal experi- 
ences, and intuition. 

Using these methods, Freedman describes differences be- 
tween male and female sexual and social behaviors as they 
relate to the biological role of the sexes, discusses the bases 
of status (height, eye contact, hair, voice, sexual character- 
istics, and good locks), and delineates some adaptive mecha- 
nisms that regulate such activities as inbreeding and out- 
breeding, incest, and adoption practices. In a chapter on bi- 
ology and culture he takes a stand on the inseparability of 
innate and acquired traits by postulating a phylogenetically 
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adaptive and therefore genetically encoded ability to learn. 

Among the author's more controversial hypotheses rele- 
vant to psychiatry are the relation of basic personality struc- 
ture in various cultures to genetic differences in mother-child 
interaction and the basis of ''tribal unity’’ or ethnocentrism 
in kinship genetics, with analogies to attachment in twins. 
Intriguing but equally unproved are suggestions for explain- 
ing the persistence of schizophrenia as a ''price paid by the 
family and the breeding population for the creative pheno- 
types associated with it," of autism as a price paid for 
brilliant theoretical thinking, and of homosexuality as related 
to high IQ, thus contributing to the perpetuation of society, 
albeit not through the production of direct offspring. 

Although evolutionary biology has not answered all the 
basic questions relating to the description, interpretation, 
evaluation, and modification of human behavior, its per- 
spective calls attention to necessary, if not sufficient, biolog- 
ical conditions for human social interaction. This volume in 
particular emphasizes the importance of group phenomena 
in the sociobiological context. Freedman invites the reader 
‘to cull critically, to take and discard,” and arrive at a per- 
sonal synthesis. For such exercise and such stimulation, this 
book is well worth examining. 


REFERENCES 


1. Wilson EO: Sociobiology: The New Synthesis. Cambridge, 
Harvard University Press, 1975 

2. Wilson EO: On Human Nature. Cambridge, Harvard University 
Press. 1978 

3. Dawkins R: The Selfish Gene. New York, Oxford University 
Press. 1976 


JOHN D. RAINER, M.D. 
New York, N.Y. 


Psychiatry in General Medical Practice, edited by Gene Us- 
din, M.D., and Jerry M. Lewis, M.D. New York, N.Y., 
McGraw-Hill Book Co., 1979, 736 pp., $19.95. 


Although psychiatry and the rest of medicine have tradi- 
tionally maintained a rather cautious distance, there has re- 
cently been a tendency for each to view the other with more 
interest. Given these developments, it is not surprising that 
this interest has been accompanied by a number of books 
published with the intent of providing the nonpsychiatrist 
with an overview of present-day psychiatry. Drs. Usdin and 
Lewis, together with a distinguished group of contributors, 
have made an admirable effort to present a picture of psychi- 
atry that has practical as well as theoretical utility for all 
medical professionals. 

The book is divided into five major sections; each 1s fur- 
ther subdivided into pertinent chapters. At the beginning of 
each chapter is a section of questions written by Usdin and 
Lewis. These contain editorial comments or concerns that 
patients or their physicians may have in conjunction with the 
material about to be covered. This is intended to highlight 
the humanistic orientation of the book as well as provoke 
further thought in the reader. Most of the questions achieve 
their goal and provide a focus as well as an introduction to 
the subject. 

In the first section, The Evaluation of Patients, the authors 
attempt to provide basic information about human develop- 
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ment, and 3) aggression without affect, such as chewing and 
pleasurable destruction, an early form of sadism. These ex- 
pressions of the aggressive drive lie on a continuum, in Dr. 
Parens' opinion. 

Parens is, in a sense, quarreling with the late Heinz Hart- 
mann, who contributed the concept of autonomous ego func- 
tions, those outside the sphere of conflict, which are sup- 
plied with what he called neutralized or deinstinctualized en- 
ergy. This neutralization of drive forces, libidinal or 
aggressive, is performed by the ego, so it cannot occur dur- 
ing the earliest weeks of life when, theoretically, there is no 
ego. Psychoanalytic theorists generally agree that ego forma- 
tion is not an accomplished fact until about six months of 
age. 

Parens concludes that there is ‘‘an inherently non- 
destructive trend in human aggression." His view of the 
drive is considerably different from that of either Freud or 
Hartmana. Freud saw aggression as primarily destructive, 
even to the extent of being a death instinct. Its aims had to be 
blunted throughout life by fusion with libido, the life instinct. 
Before he died Freud developed the theory of the tripartite 
psychic structure, which Anna Freud, Hartmann, and others 
developed into ego psychology. Neutralization of id energy 
for development, work, and creativity is a theorem of ego 
psychology; Dr. Parens' is an object-relations perspective. 
He points out that the nondestructive end of the aggression 
continuum satisfies the Freudian criteria for an instinctual 
drive but the destructive end does not. In other words, the 
infant's curiosity about his surroundings and his apparent in- 


terest and pleasure in mastery is a constant force for which - 


we can icentify a source, aim, and object, but his rages and 
tantrums occur, not spontaneously, but as a consequence of 
his dealings with objects. 

This volume is valuable for its carefully reasoned ques- 
tioning of the established theory because of both the quality 
and quantity of the data on which the inquiry is based. 


REFERENCE 
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WILLIAM R. FLYNN, M.D. 
Tarzana, Calif. 


The Childhood Emotional Pattern and Maturity, by Leon J. 
Saul, M.D. New York, N.Y., Van Nostrand Reinhold (Litton 
Educational Publishing), 1979, 474 pp., $18.95. 


Dr. Saul has been focusing on the phrase ‘‘the childhood 
emotional pattern'' in recent years. Beginning in 1977, he 
has written The Childhood Emotional Pattern: The Key to 
Personality, Its Disorders and Therapy, The Childhood 
Emotional Pattern and Corey Jones, and The Childhood 
Emotional Pattern in Marriage. The present volume scruti- 
nizes maturity in this context. According to the author, 
"Neurosis is the excessive predominance of disordered 
childhood emotional patterns caused usually, if not in- 


variably, by faults in upbringing. . . . Susceptibility to neuro- 
sis thus appears to be due to disturbances in one's develop- 
ment toward emotional maturity. . . . The result of full unim- 


paired development must be full maturity." He goes on to 
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elaborate in great detail his perception of the eight emotional 
forces in the development of personality. 

The vicissitudes of the gradual transition frcm infantile de- 
pendence to mature independence is the first cf these forces. 
Dr. Saul postulates a biological substratum inzeracting with 
the experiential aspects of development and places a great 
deal of emphasis on a strong tendency for fixation and re- 
gression. In the adult, normal recreation is called regressive, 
as is satisfaction in the emotional support that one receives 
from family and friends: '' Excessive attendance at movies or 
in viewing television can even signify an earlv symptom of 
schizophrenia, which is marked by deep regression to exces- 


sive preoccupation with fantasy.'' Dr. Saul concludes that 


no one matures completely and adds, **Scratch the adult and 
one finds a child." There are many detailed c'inical illustra- 
tions of the conflict over seeking independence or reverting 
to dependence. Dr. Saul finds examples in classical literature 
and people in mental hospitals and jails: he concludes with 
some thoughts on sociological implications. 

The author's approach to the dependence-independence 


axis sets the pace and provides the style for corsideration of 


the other emotional forces in the develcpment of personal- 
ity: the need for love; the role of egoism, competitiveness, 
inferiority, and power; training and conscience in socializa- 
tion; hostility and violence; sexuality; grasp =f reality; and 
persistence of childhood patterns. Dr. Saul finds hostility to 
be the most dangerous force, usually brought about in the 
child by unconscious attitudes of immature parents: *'If all 
children were raised with love, understanding and respect 
for their personalities, we would have a worlz of relatively 
independent, cooperative, loving spouses, parents and citi- 
zens of good will—a world with much less crime, cruelty and 
war, wickedness and evil.” 

Another lengthy section of the book is preseated under the 
heading, The Nature of Neurosis, although this seems to be 
the principal topic of the entire volume. This section deals 
with combat neurosis and is based on the avthor's experi- 
ence with servicemen in wars since 1941 He finds a specific 
emotional vulnerability in those who succum» to combat 
stress. This vulnerability is a result of early training and in- 
fluences. Given this, the same forces seen in peacetime neu- 
rotic, psychotic, or antisocial behavior are in effect. 

I have been attempting to let the book speak for itself to 
the extent that this is possible in a short review. Dr. Saulisa 
revered elder psychiatric statesmen wko has made many 
valuable contributions to the literature. In an early chapter in 
the present work, he notes that Freud rever devoted a sepa- 
rate study to dependence outside of the libido :heory. With 
H. Parens, Dr. Saul wrote Dependence in Man in 1971 to fill 
this gap, and he enunciates some of these findings in the 
present volume. 

I had hoped that the author would have broadened his per- 
spective to a family systems approach in view of the empha- 
sis he places on the family constellation anc child rearing 
practices. This might provide treatment modalities that 
could reach more people than does the apprcach of insight 
into individual intrapsychic conflicts. 

Some of us do not agree that hostility or anger is primarily 
an infantile emotion that is best repressed or suppressed in 
the mature person. To the contrary, there is inzreasing evi- 
dence suggesting that concealing sources of hurt and resent- 
ment makes for distancing. On the other hand, disclosure of 
such sources will bring friction to the forefron-, where it can 
be resolved and lead to increasing intimacy. 
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The book is too long, the categories of personality devel- 
opment overlap to a great extent, and there is overkill in 
presenting the importance of hostility, regression, and re- 
pression. The clinical illustrations tend to be repetitious in 
emphasizing dynamic issues. I would recommend this book 
in particular to beginning mental health workers who are in- 
terested in this frame of reference and who would find it ex- 
haustively covered by this style of presentation. 


JAMES P. CATTELL, M.D. 
Pittsfield, Mass. 


Handbook on Drug Abuse, edited by Robert L. DuPont, Av- 
ram Goldstein, and John O'Donnell. Rockville, Md., Na- 
tional Institute on Drug Abuse, 1979, 452 pp., available free 
from the National Clearinghouse for Drug Abuse Informa- 
tion, 


The title of this publication is misleading. It is not a hand- 
book in the usual sense of the word because it is not conve- 
nient in size or a complete compilation of all-the facts that 
are available concerning drug abuse. It is simply a collection 
of 42 separate articles ebout the problem. 

The publication is divided into nine major categories, the 
first providing an excellent overview of the treatment of drug 
users by Jerome Jaffe. The second section contains nine arti- 
cles specifically devoted to the treatment of narcotic addicts. 
This section contains articles by advocates of various treat- 
ment modalities and provides excellent discussions of both 
experimental and more traditional programs. Most of the ar- 
ticles include discussion of such issues as cost, use of space, 
assessment of clients, and treatment effectiveness. 

Detoxification programs, although acknowledged to be of 
limited usefulness, are shown in these papers to be the least 
expensive programs. They also provide a means of recruiting 
individuals into more intensive treatment programs. Thera- 
peutic communities have a high dropout rate but are ef- 
fective for individuals who remain in the program. Meth- 
adone maintenance programs have a high retention rate but 
also a number of untoward side effects for both the client and 
the community. /-a-AcetyImethadol (LAAM) is a useful al- 
ternative to methadone. Some individuals may benefit from 
the use of narcotic antagonists, particularly if they are in- 
volved in a more comprehensive treatment program. 

The third section of the publication consists of a number of 
papers discussing treatment for special groups. This section, 
like the section of the book on drug problems in specific pop- 
ulations, to a large extent represents the opinions and plead- 
ings of special-interest groups for additional public funds for 
treatment, prevention, and research. Several articles, how- 
ever, may be of interest, including the article by Weston and 
Smith on the treatment of the poly-drug abuser and the ar- 
ticle by Barry Stimmel on drug and alcohol treatments. 

The section on drugs of recent public concern provides 
interesting but variable types of information regarding non- 
opiate drug abuse. Ellinwood provides an excellent review 
of amphetamines, their pharmacology, and their abuse but 
gives little in the way of suggestions for treatment. On the 
other hand, Smith and Weston have a number of suggestions 
for the treatment of barbiturate and other sedative or hyp- 
notic drug abuse without providing much information about 
their pharmacology or their abuse. The article on phencycli- 
dine (PCP) by Pittel and Oppendahl provides absolutely no 
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information on treatment but focuses mainly on the psycho- 
social aspect of abuse. 

The articles on psychosocial and epidemiological studies 
provide an excellent view of the extent of the problem and 
the natural history of drug abuse. Particularly interesting are 
Zinberg’s article on nonaddictive opiate use and Lee Rob- 
bins’ paper on addict careers, as well as McGlothlin’s sum- 
mary of data available on the relationship between drugs and 
crime. 

Although there are a few articles in this publication that 
most general psychiatrists and all those who have occa- 
sion to treat drug addicts should read, it was clearly not 
meant to be a handbook for the practicing psychiatrist. 
Rather, it is a social-political document that should be dis- 
tributed to policy makers who make funds available for drug 
abuse research and treatment programs. It is a document 
that all drug abuse program directors and all members of ad- 
visory boards should have and read. This publication also 
provides an excellent starting point for anyone interested in 
the issues and directions in drug abuse research. Virtually all 
of the papers have excellent, extensive bibliographies. 


PETER L. PUTNAM, M.D. 
Washington, D.C. 


Drugs and the Special Child, edited by Michael Jay Cohen, 
Ed.D. New York, N.Y., Gardner Press (Halsted Press, John 
Wiley & Sons, distributor), 1979, 248 pp., $18.95. 


The editor approaches the primary goal cited for this vol- 
ume—bridging the gap between medical personnel, educa- 
tors, parents, and researchers—by presenting the thinking 
and research of those seeking a clearer perspective on the 
use of drugs in treating ‘‘special children." He delineates 
such issues as assessment of behavior change, limiting side 
effects, roles of parents and teachers, professional responsi- 
bilities, children's rights, and research issues in the psycho- 
pharmacological approach to therapy with such children. 

"Special children’’ seem to be those with symptoms of 
hyperactivity, minimal brain dysfunction (MBD), or learning 
disability, but the concepts developed in this work may be 
applied to children with other psychiatric disorders. De- 
Long's chapter, "Drug Research: A Foundation for Deci- 
sion-Making," for example, is a contribution that should 
prove helpful to anyone involved in the drug management of 
disturbed children. He provides a succinct but comprehen- 
sive overview of :he area, describes how a clinician might 
critically appraise studies in the literature, and details a 
framework for decision making. 

The value of this work is enhanced by the fact that the 
contributors put their ideas on the line. Murray, for instance, 
provides concrete guidelines for both school personnel and 
physicians regard:ng the administration of medicine in the 
school setting. Huessy and Preis, in a chapter that is dispro- 
portionately long but rich in clinical material, justify their 
approach to use cf drugs for hyperactive children or those 
with MBD on the basis of an epidemiologic approach. They 
identify the child at risk during infancy and describe how 
they maintain multimodal therapy (educational, psychologi- 
cal, and pharmacological), even into adulthood if indicated. 
The chapter by Eisenpreis, who is the mother of a child with 
learning disability, provides some insight into the feelings 
and perceived predicaments faced by the parents of such 
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children. Perhaps she is correct in her view that most profes- 
sionals overlook the parents when planning for children with 
MBD, hyperactivity, or learning disability. Silver succinctly 
outlines the range of drugs used in the treatment of a number 
of psychiatric disorders but fails to mention carbamazepine 
(Tegretol), a drug often selected as the treatment of choice 
for psychomotor or complex partial seizures, or the prelimi- 
nary work with chelating agents to reduce lead levels in 
specified populations of hyperactive children. 

A succinct, balanced perspective is provided in the repub- 
lication of an NIMH-sponsored Blue Ribbon panel’s report 
on the use of stimulant drugs in the treatment of behaviorally 
disturbed young children. 

This work suffers from trying to provide an overview to a 
very disparate audience, leading to a superficial treatment 
of very complex issues. The pragmatic clinician must take 
exception to many of the assertions or loosely documented 
positions presented in this volume (e.g., Weithorn’s state- 
ment that children are among “‘the most poorly represented 
and underprotected classes of citizens in our society"), or of 
some repetition of material. On the whole, this work provides 
an easy zo read approach to drugs and disturbed children; 
those interested should benefit from time spent in the reading. 


THEODORE A. PETTI, M.D. 
Pittsburgh, Pa. 


Narcissism: Psychoanalytic Essays, by Béla Grunberger; 
translated by Joyce S. Diamanti. New York, N.Y., Inter- 
national Universities Press, 1979. 311 pp., $22.50. 


This book represents a translation of the original 1971 
book, Le Narcissisme. The author is a senior member of the 
Paris Psychoanalytic Society. The volume is made up of a 
series of psychoanalytic essays written from 1957 to 1967. In 
the author's view narcissism is ‘‘something that straddles in- 
stincts. . . an individual psychic formation that seems to be 
superimposed on the ego” (p. 105). With these comments 
and others like them he attempts to describe a separate de- 
veloping ''third structure” in the ego that is present from 
prenatal existence. This structure influences psychic growth 
but ultimately, when fused with the drives, will allow for a 
personality that serves narcissistic interests and an object- 
related psychic life. 

Grunberger's version of the optimal development of nar- 
cissism is that the helpless child attempts to recover the lost 
(prenatal) primal narcissism by projecting omnipotence onto 
the parents and then merging with them. Development fol- 
lows a dual track in both the narcissistic and instinctual 
paths, each instinctual impulse cathected narcissistically, 
each narcissistic striving enhanced by drive. Grunberger 
states that one definition of neurosis is that the narcissistic 
strivings, if not adequately gratified (mirrored), will remain 
fixated, and instinct and narcissism will not be synthesized. 

The author's concept of the curative factors in analysis is 
that altaough all analyses begin with what might be called a 
narcissistic (self-object) transference, the patient will be led 
to "develop a more advanced system of relations, that of 
object relations, for that is the crux of the matter’’ (p. 51). 
Although Grunberger stresses the usual ideas of transference 
reliving and working through as indispensable factors in ana- 
lytic therapy, his views on the initial ‘‘narcissistic’’ aspects 


{ 


BOOK REVIEWS 393 


of analytic treatment and the posture of the analyst respond- 
ing to these needs are different from the crdinarv techniques 
and understandings involved in treatmeat of the so-called 
transference neuroses. 

It is instructive to compare and/or cor.trast Grunberger's 
work with that of Kohut (1, 2) because Grunbe-ger describes 
some aspects of narcissism that seem similar to the findings 
of Kohut. In comparing and contrasting his work with Ko- 
hut's contributions, one finds that Grunberger' s views on the 
cure in analysis ultimately rest on the establishment of ma- 
ture object-relatedness, i.e., the usual re-solutinn of the oed- 
ipal transference struggles—the result of the now successful 
synthesis of narcissism with instinct. Kohut's concept of 
cure rests on the awareness of the separate lines of develop- 
ment of narcissism and object relationshi»s. In patients with 
major developmental deficits in the formaticn of the self 
(through inadequate mirroring or through inability to form 
idealized parent imagos), self-pathology results—the narcis- 
sistic personality disorder. Through the methcdology of the 
self-object transference unfolding and resolution and 
through transmuting internalizations there results a self that 
has regained self-esteem, and, secondar-ly, o2ject-relation- 
ships will flourish. 

My critical comments on Grunberger s work are in two 
areas: his views on the definition and development of narcis- 
sism and his description of the prccess of psychoanalytic 
therapy. Grunberger's definitions of narcissism have a vague 
quality. Even more difficult to assimilate is the idea that nar- 
cissism is ultimately fused with the drives; the accepted under- 
standing of narcissism is the libidinal cathexis of the self (3). 
Grunberger’s metapsychological speculazions on narcissism 
are difficult to put into use in modern psychoanalysis. 

Grunberger’s views on the course and outcame of analytic 
therapy represent another set of speculations difficult to ac- 
cept. He postulates a ubiquitous unfolding in a_l analyses of a 
narcissistic regression that ultimately wil! be re-fused with 
instinctual drives. Thus, in all analyses three developments 
take place: reliving of instinctual development, narcissistic 
development, and synthesis of narcissism wth instincts. 
Apart from the objection raised by the lack of specificity in 
these speculations, Grunberger’s formulations on the lines of 
development in analyses are difficult to comprehend and in- 
tegrate with the body of literature on the theory of therapy 
applied to either the transference neuroses or the narcissistic 
personality disorders. 

This monograph will be of considerable interest to psycho- 
analytically oriented readers for a variety of reasons. It re- 
quires and deserves serious study; Grunberzer’s horizons 
are broad, and his erudition is extensive. It is a worthwhile 
study, introducing American readers to a psychoanalytic 
scholar from the continent who has been a long-time student 
of narcissism. 
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Advances in Psychotherapy of the Borderline Patient, edited 
by Joseph LeBoit and Attilio Capponi, Ph.D. New York, 
N.Y., Jason Aronson, 1979, 515 pp., $30.00. 


This book consists of 13 papers from 11 sources, some of 
which are well known. The editors have contributed lengthy 
introductory articles. LeBoit's is an effort to integrate the 
rather disparate contributions by summarizing each briefly 
and clearly, albeit uncritically, and Capponi's discusses the 
history of the borderline concept. The book is misleadingly 
titled because substantial segments are devoted to the theory 
of borderline personality and because most of the psycho- 
therapeutic contributions focus on a single issue: the ana- 
lyst's countertransference. The belief that patients with bor- 
derline personality form transferences is the unstated ratio- 
nale for the book, and the fact that this places most of its 
authors at odds with Kohut is never even mentioned. The 
other pervasive bias of the book is toward a Kleinian view of 
development and pathology. Unfortunately, Kleinians tend 
to use concepts impressionistically and imprecisely, they 
seem to adhere to an unwritten code that forbids criticism of 
one another, and they do not acknowledge that significant 
criticisms of their position have been made by analysts of 
other theoretical persuasions. As a result the book has a 
parochial quality. 

The best parts of the book are two articles by Searles, 
which include fine clinical descriptions of the analyst's often 
bizarre experiences with primitive patients. Searles de- 
scribes a "'symbiotic" transference, using concepts of dis- 
sociation of introjects, projective identification, and in- 
trojection, and he demonstrates how the analyst's counter- 
transference often represents nonintegrated aspects of the 
patient's experiential world. In addition to presenting clear 
examples from his impressive therapeutic work, Searles pro- 
vides the only intrabock criticism I could find when he com- 
ments on Kernberg's "Olympian" stance with borderline 
patients in contrast to the maelstrom of intense and con- 
fusing feelings, self-doubts, and loneliness Searles experi- 
ences in his own work. Searles also suggests that there may 
be an explanation for the maintenance of dissociations other 
than that of defense against rage, which Kernberg and other 
Kleinians postulate. 

Kernberg contributes a previously published but useful 
and articulate exposition of the therapy of borderline pa- 
tients. Capponi's lengthy historical review is both interesting 
and misleading. His exposition on Wilhelm Reich brings to 
light an important and little-known early contribution to the 
borderline problem. On the other hand, his intense and un- 
critical Kleinian bias causes his article to resemble a party- 
line document. The critical portions of some of the work he 
reviews are omitted or distorted. For example, Mack (1) is 
cited repeatedly, but his central thesis that the term ‘‘border- 
line" may represent current fashion rather than diagnostic 
precision is ignored. Fairbairn (2), who differed fundamen- 
tally from Klein, is revisionistically described as though he 
were merely amplifying her viewpoint. Although Fairbairn 
abandoned Kleinian dual instinct theory in favor of a self- 
psychology more like Kohut's, he is said to have ‘‘created 
postulates . . . based on. . . a basic primary object seeking 
instinct" (p. 90). Capponi ignores many critical reviews of 
the borderline concept, including my own (3), and excellent 
articles by Shapiro (4) and Meissner (5) that, although re- 
cent, are no more so than others included in his bibliogra- 


phy. 
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Some of the other articles in the book are more seriously 
flawed. Grotstein makes such assertions as, ''The psychotic 
personality's envy of its more successful twin is patho- 
gnomonic for the borderline and psychotic disorders" (p. 
175). In so doing he tends to confuse fantasy with metapsy- 
chology. Thirty pages of Giovacchini's article consist of a 
repetitious and poorly written case history, illustrating the 
problem of inadequate editing that plagues the book. Finally, 
Spotnitz presents an interesting description of his therapeu- 
tic technique with primitive patients, which includes ses- 
sions as infrequent as every other week and such inter- 
ventions as communication of his feelings, instruction of the 
patient, and approving and critical responses, but he asserts 
that it represents ‘‘modern psychoanalysis.” 

In conclusion, therapists who are learning to work with 
primitive patients may benefit from the good clinical material 
and sound suggestions about technique that parts of -his 
book have to offer, but they must beware the book's tenden- 
cy toward imprecision, polemicism, and theoretical uni- 
dimensionality. 
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Becoming a Physician: Development of Values and Attitudes in 
Medicine, edited by Eileen C. Shapiro and Leah M. Low- 
enstein, M.D., D.Phil. Cambridge, Mass., Ballinger Pub- 
lishing Co. (Harper & Row), 1979, 272 pp., $22.50. 


The editors of this book have gathered together significant 
research and thinking on the professional socialization of 
physicians. Socialization is.defined as ''the processes by 
which people selectively acquire the values, attitudes, inter- 
ests, skills and knowledge—in short the culture— current in 
the groups of which they are or seek to become a member."' 
The book is divided into three major sections: Under- 
graduate Medical Education, Graduate Medical Education 
and Practice and Public Policy. The three sections are un- 
even: certain chapters in each section are exceptionally 
good, and others are too long, difficult to read, and difficult 
to understand. 

Those chapters which are broad in nature and tend to fo- 
cus on general principles applicable in all undergraduate and 
graduate education have more relevance than those which 
are specific studies looking at particular medical schools and 
residency programs, e.g., internal medicine or pediatrics. 

As a graduate of a midwestern medical school, I found the 
section on undergraduate medical education particularly fas- 
cinating. While I was an undergraduate I suspected that cer- 
tain seminars, didactic lectures, and professors were de- 
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signed to inculcate me with the tradition and value system of 
medicine as seen from the perspective of the faculty of my 
medical school. After reading the book, I recalled those ex- 


periences and smiled because the true value of ‘‘scutwork,’’ 


"intellectual one-upmanship," and other assorted pleasures 
of medical school were revealed as necessary socializing ex- 
ercises. The chapter titled ‘‘The Medical Model" dramati- 
cally demonstrates conflicts that the medical student experi- 
ences while in medical school, e.g., the necessity to learn a 
seeminglv infinite amount of knowledge versus the student's 
experieace of academic mastery, the need to substitute the 
concept of learning for oneself for the drive to compete with 
others, tne need to learn technology and the language of 
medicine versus the need to serve patients, and the need to 
be self-sufficient and creative versus the need to trust author- 
ity. Each of these conflicts is described well in that chapter. 

The section on graduate medical education is more specif- 
ic. Of interest in this section is a chapter that focuses on the 
stress of the internship. The observation that even when the 
interns studied were under severe emotional stress and dem- 
onstrated maladaptive behavior they rarely sought out po- 
tential sources of support, such as faculty, chief residents, or 
psychotherapists, is an important one. The authors hypothe- 
size that these interns were without a meaningful support 
system because of their lack of time and opportunity to just 


talk or their fear of being stigmatized. The authors note that | 


emotional stress in these interns was usually simply ignored. 
They suggest a series of innovations that might be of help to 
interns in managing this very stressful year. 

Section three focuses on the practice of medicine. I per- 
sonally found the three chapters in this section of interest 
because they deal in some detail with the special issues fac- 
ing women physicians. However, in all honesty, the prob- 
lems male physicians face during practice were not handled 
as well or in as much detail. Of more importance is the fact 
that no chapters discuss the socialization process of the 
trained physician. Either the authors do not recognize con- 
tinuing medical education, professional organizations, fam- 
ily, and friends as continuing socializing influences on the 
physician or they decided to omit them. Recently, psychia- 
trists have recognized and admitted that development con- 
tinues through midlife and old age and that midlife develop- 
mental crises do occur. The volume would have been im- 
proved with more attention to the midlife developmental 
crises faced by the practicing physician. Another section 
dealing with physician socialization in the geriatric age peri- 
. od woula have added to the breadth of the volume. 

The last section of the book focuses on public policy and 
its effect on career decisions and practice patterns. The final 
chapter, "The Federal Government's Physician Manpower 
Policies," is of special import because the authors make a 
convincing case to the effect that federal money influences 
the course of medical education, training, and career devel- 
opment but not necessarily in the direction anticipated by 
the government. 

In summary, sections of this book are of interest to the 
general practicing psychiatrist because they present a special 
Viewpoint on training and career development. The book on 
the whole is more relevant, however, to medical educators 
and deans. 


ELISSA P. BENEDEK, M.D. 
Ann Arbor, Mich. 
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Childhood and Folklore: A Psychoanalytic Study of Apache 
Personality, by L. Bryce Boyer, M.D. New York, N.Y., Li- 
brary of Psychological Anthropology, 1979, 155 pp., $14.95; 
$6.95 (paper). ` 


Mention.the name ‘‘Apache’’ and most readers will con- 
jure up an image of a once fierce, nomadic, and warrior 
people who roamed the vast desert znd mountain regions of 
northern Mexico and the southwestern United States. 
Names like Geronimo, Cochise, General Crook, General 
Howard, and Apache Pass may strike a recognizable chord 
in the mind of the history buff or the moviegcer. However, 
the Apache, who refer to themselves as "Dine" or ‘the 
people,” are also kinsmen of the Navajo, are members of the 
Southern Athapaskan linguistic group, and are confined to 
the deculturative and assimilative processes 3f reservation 
life. 

Two specific groups of these once proud pecple, the Chiri- 
cahua and the Mescalero, provide the clinical material for 
Dr. Boyer’s seminal work, which systematically illustrates 
the role of folklore in assisting the ‘‘members of a non-West- 
em society in dealing with the infrapsychic problems en- 
tailed in becoming and remaining useful citizers.’’ Dr. Boyer 
is eminently qualified for this unique task. He 1s a physician, 
psychoanalyst, and folklorist who has spent nearly 20 years 
in collaborative field work with the Apaches. 

The book is divided into chapters with footnotes and bibli- 
ography. The introduction sets the stage for the main thrust 
of the book. Dr. Boyer gives a psychoanalytic interpretation 
of two common fairy tales—‘‘Jack and the Bean Stalk” and 
"Cinderella"—and points out how these tales act as a 
"group-supported means of expressing and -ransiently rẹ- 
solving unresolved, repressed infantile conflizts." He then 
defines folklore as oral or folk literature and includes mythol- 
ogy, legends, folk tales, fairy tales, proverbs and supersti- 
tions under its influence. Also discussed is the concept of 
polygenetic versus monogenetic etiology of folklore and the 
relationship of these etiologies to Freudian psychoanalysis. 

In his third and fourth chapters Dr. Bcyer describes 
Apache history, social structure, and childrearing practices 
as elements important in shaping personality organization. 
Knowledge of these elements is also important for under- 
standing the relationship between folklore and the ways 
Apaches cope with the acculturative and destabilizing pro- 
cesses of reservation life. l 

In a chapter devoted to symbology Dr. Boyer presents a 
folk tale about the acquisition of mountain spirit power. He 
compares this tale to the language of dreams, and thereby 
subjects it to the rules of primary prccess thinking and dream 
interpretation. He concludes this chapter with the disclaimer 
that although symbols in folklore, like dreams, may have a 
basic universal meaning contingent on childhood experi- 
ences, conflicts, and thought processes, they cannot be com- 
pletely interpreted in terms of the manifest content alone 
“without thorough knowledge of.the developmental past of 
the individual and the group and of the . . . cathected con- 
flicts of both." 

In the next chapter Dr. Boyer describes and analyzes the 
role of the ‘‘Bat’’ in Apache lore; the Bat is a symbol dealing 
with issues of the mother-child relazionship and the birth of 
the next-in-line sibling. 

A knowledge of folklore as an adjunct to understanding 
the psychiatric patient is the predominant focus of the last 
major clinical chapter. Dr. Boyer presents the case history of 
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an Apache named "'Be:ter to See You” and underscores the 
importance of a therapist's being familiar with the sociocul- 
tural underpinnings of ethnically distinct patients to appreci- 
ate the uniqueness of their ‘‘culturally influenced defensive 
and adaptive mechanisms."' The starting point for that appre- 
ciation is a knowledge of the group's folklore. 

Aside from a few typographical and syntactical pecca- 
dilloes, Dr. Boyer's mcnograph will serve as a model for the 
emerging field of psychoanalytic anthropology. It is, in his 
words, ‘‘a documentation of the close relationship between 
puericultural and expressive manifestations of the Chiri- 
cahua and Mescalero Apaches.” It also proffers the reader 
an erudite and pervasively Freudian insight into the realm of 
folklore and anthropology, areas of experience usually unex- 
plored by urban, culturally homogeneous psychiatric practi- 
tioners. I believe this book is a worthwhile addition to the 
library of any psychiatrist interested in transcultural aspects 
of psychiatry. 


MICHAEL F. HEIMAN, M.D. 
Cerritos, Calif. 


The Classification of Endogenous Psychoses, 5th ed., by Karl 
Leonhard; edited by Eli Robins, M.D.; translated by Russell 
Berman. New York, N.Y., Irvington Publishers (Halsted 


Press, John Wiley & Sons, distributor), 1979, 448 pp., 


24.50. 


Traditionally, psychiatric diagnosticians are classified into 
lumpers and splitters. The former lump those disorders 
which the latter want to split. The English edition of Karl 
Leonhard's The Classification of Endogenous Psychoses, 
edited by Eli Robins, is a successful attempt by an American 
lumper to present the elaborate diagnostic system of a Ger- 
man splitter. 

Karl Leonhard, Professor of Psychiatry at Humboldt Uni- 
versity in Berlin, splits the psychoses into five main cate- 
gories with a total of 38 subclassifications: 13 phasic psycho- 
ses, three cycloid psychoses, three unsystematic schizo- 
phrenias, 16 systematic schizophrenias, and three combined 
systematic schizophrenias. His editor, Eli Robins, Professor 
of Psychiatry at Washirgton University in St. Louis, has es- 
poused only three functional psychoses in his own work, the 
well-known ''Feighner criteria" (1). These psychoses are two 
affective disorders and schizophrenia. 

How can two such gifted men disagree? In the history of 
German psychiatry and neurology in the twentieth century, 
three Karls stand out as eminent figures who have had great 
impact on both fields: Karl Wernicke, Karl Kleist, and Karl 
Leonhard. Wernicke opposed the diagnostic simplification of 
Kraepelin and his students, who divided functional psycho- 
ses into only two categories—the good prognosis phasic psy- 
choses (affective disorders) and the bad prognosis shift psy- 
choses (dementia praecox, or schizophrenia). Wernicke em- 
phasized the multitude of different clinical manifestations of 
the psychoses and tried to preserve their individuality. 

Kleist and Leonhard continued the splitter tradition even 
more ardently. They used the neurologic diseases as a para- 
digm for their approach. The clinically indistinguishable pic- 
ture of neurologic hereditary diseases often showed several 
different modes of transmission. This experience influenced 
their conceptualization of psychiatric disorders. Leonhard 
justified his differentiation of psychoses by demonstrating 
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differences in sex distribution, duration and frequency of an 
attack, outcome, and consistent occurrences of the five cate- 
gories of psychoses and their respective subgroups. 

The strength of this book consists of several hundred brief 
but often brilliant case reports illustrating the similarities of a 
given psychosis within a family. The occurrence of more 
than one kind of psychiatric disorder in a family, however, is 
not reflected in Leonhard's statistics or case reports. The 
data are elaborate, but statistical tests of significance are 
lacking. Methodologically, it is often unclear whether a pro- 
spective or retrospective design was used. However, the 
translation of this work is timely, perhaps because of the re- 
turn to a less speculative and more descriptive approach to 
psychiatric diagnosis in the United States. 

I doubt that the lumper edited the work of a splitter be- 
cause both belong to the camp of “‘organically’’ oriented 
psychiatrists. Robins and Leonhard share the conviction 
that a comprehensive model of psychiatric diagnosis stould 
rest on an empirical foundation rather than be derived from 
speculation. It is the appreciation of the scientist for the sci- 
entist that may have stirred the interest in this work. 

The thoroughness and accuracy of the translation by Ber- 
man deserve acknowledgment. The editor and translator have 
spared no effort to make this classic work available to Eng- 
lish-speaking clinicians and researchers. 
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Divorce and Separation: Context, Causes, and Consequences, 
edited by George Levinger and Oliver C. Moles. New York, 
N.Y., Basic Books, 1979, 354 pp., $15.00. 


This book was sponsored by the Society for the Psyzho- 
logical Study of Social Issues *'to bring scientific scrutiny to 
bear on the new realities of separation and divorce.” It 
points up the fact that separation and divorce now occur 
with increased frequency, and the experience of divorce and 
its social acceptance have changed dramatically. The Icngi- 
tudinal dimensions of forces before and after divorce as well 
as the lateral (in breadth) aspects of divorce are extensively 
researched and discussed from the viewpoints of various re- 
searchers in the social science field. This interdisciplinary 
approach provides an overview based on such interesting 
studies as demographic trends and economic factors. For ex- 
ample, 20% of applications for divorce are dropped. Couple 
cohesiveness and barriers to dissolution versus alternate at- 
tractions are elucidated. There is extensive research and sta- 
tistical evaluation of marital stability as related to the hus- 
band's income and its stability as well as the influence of the 
wife's income or lack of it. 

The study of communal households brings out the inter- 
esting difference in its meaning for the husband and wife and 
how their interpretations may operate to consolidaie or 
break up the marriage. There is a very interesting dissection 
of vectors promoting, leading to, and/or maintaining a mar- 
riage. Although this type of research does not appear tc give 
the kind of clear-cut results a physician might expect from 
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most medical research, it does provide an extensive array of 
new ideas from different viewpoints. For the psychiatrist 
struggling with the complexity of the problems of divorce 
and separation it provides food for thought and contributes 
to making his or her marital and family work more inter- 
esting and therefore more effective. 

The took includes broad sociological generalizations and 
statistical reviews as well as detailed descriptions, such as 
that of the different types of communal households. I found 
interesting the problems lawyers encounter and the observa- 
tion that "in the adversary system the lawyer is as much the 
victim cf the system as its cause." The comparison of the 
professional intervention techniques of clergy, attorneys, 
and psychotherapists 1s simply and lucidly presented. The 
various tvpes of child custody are described and explained. 
There is a very good introduction overall as well as in each 
subsection. These detail and condense the contents so that 
one can select material. 

Finally, there is a thought-provoking discussion of infor- 
mation processing in regard to finances, negotiation, and 
education to help minimize the problems of divorce. It points 
out that both the quality of divorce settlements and the de- 
gree of compliance with them are empirically very low. 


DAVID MENDELL, M.D. 
Houston, Tex. 


Psychiatry in Primary Care Medicine, by Norman D. West, 
M.D. Chicago, Il., Year Book Medical Publishers, 1979, 249 
pp., $16.95. 


If recently published psychiatry books for nonpsychiatric 
physicians were so many cornstalks, the federal government 
would probably pay to have them plowed under. This bump- 
er crop. however, contains a number of truly outstanding 
works and an assortment that offers something to suit every- 
one's taste. The selection ranges from encyclopedic com- 
pendia to practical handbooks, single-author treatises to 
multicontributor volumes, and scholarly tomes to highly per- 
sonal monographs. As different as the books are in format, 
tone, autaorship, and style, however, they are remarkably 
similar in subject matter and even in title. Considering only 
books published within the past five years on the shelves of 
my by no means complete library, there are five volumes 
nearly identical in title to the present volume (1-5), five 
others disconcertingly close (6-10), and my own (11). 
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The question thus arises, what is special a»out this new 
book that makes it stand out from the rest anc recommends 
it to a reader's attention? Unfortunately, the ariswer is, not 
much. Dr. West covers the territory adequately but adds 
nothing beyond the expected minimum. There is nothing 
novel or special about this book, not ir. subject matter or 
depth of coverage or stylistic flair. There are 12 chapters, 13 
of which deal with a disease category (e.g., the neuroses, 
alcoholism); each concluding with useful and representative 
case histories. The remaining chapters cover such topics as 
antipsychotic drugs and psychometric testing. The book 
concludes with a detailed glossary that, a: 25 pages, is longer 
than any of the chapters. The references are a consistent 
weakness, limited in number and generally cutdated (e.g., 
the most recent references in the chapters on psycho- 
physiologic disorders, the neuroses, and emotional disorders 
of childhood and adolescents are dated, respectively, 1963, 
1964, and 1969). 

To summarize, this is an adequate bock when considered 
solely on its own merits. When weighed with its competitors, 
the present volume fares poorly. 
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This listing acknowledges the receipt of recent books. Books 
of particular interest to the readers of this journal will be 
reviewed as space permits, and copies will be sent to the 
publishers. Books cannot be returned to the publishers. 


Childhood Malignancy: The Psychosocial Care of the Child 
and His Family, by David W. Adams, M.S.W. Springfield, 
Ill., Charles C Thomas, 1979, 173 pp., $14.50. 


Les Destins du Plaisir: Aliénation-Amour-Passion, by Piera 
Aulagnier. Paris, France, Presses Universitaires de France, 
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Cognitive Therapy of Depression, by Aaron T. Beck, A. John 
Rush, Brian F. Shaw, and Gary Emery. New York, N.Y., 
Guilford Press, 1979, 420 pp., $22.50. 


Theoretical Criminology by George B. Vold, 2nd ed., pre- 
pared by Thomas J. Bernard. New York, N.Y., Oxford Uni- 
versity Press, 1979, 422 pp., $14.95. 


Pain: Asscciation for Research in Nervous and Mental Disease 
Research Publications, Vol. 58, edited by John J. Bonica, 
M.D., D.Sc. New York, N.Y., Raven Press, 1980, 384 pp., 
$35.00. 


Outpatient Treatment of Alcoholism: A Review and Com- 
parative Study, by Jeffrey M. Brandsma, Ph.D., in collabo- 
ration with Maxie C. Maultsby, Jr., M.D., and Richard J. 
Welsh, M.S.W. Baltimore, Md., University Park Press, 
1980, 205 pp., $16.95 (paper). 


The Uses of Psychiatry in the Law: A Clinical View of Forensic 
Psychiatry, by Walter Bromberg. Westport, Conn., Quorum 
Books, 1979, 430 pp., no price listed. 


Conceptualization and Measurement of Health for Adults in 
the Health Insurance Study, Vol. 8: Overview, by Robert H. 
Brook, john E. Ware, Jr., Allyson Davies-Avery, Anita L. 
Stewart, Cathy A. Donald, William H. Rogers, Kathleen N. 
Williams, and Shawn A. Johnston; prepared under a grant 
from the U.S. Department of Health, Education, and Wel- 
fare. Sania Monica, Calif., Rand Corp., 1979, 131 pp., no 
price listed (paper). 


New Developments in the Use of the MMPI, edited by James 
N. Butcher. Minneapolis, Minn., University of Minnesota 
Press, 1979, 390 pp., $27.50. 


Changing Human Systems, by Ronald G. Capelle, Ph.D. To- 
ronto, Ont., Canada, International Human Systems Insti- 
tute, 1979, 197 pp., $14.95. 
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Brain and Mind. Ciba Foundation Symposium 69. Amster- 
dam, The Netherlands, Excerpta Medica, 1979, 413 pp., 
$51.25. 


Clinical and Scientific Sessions 1979: Selected Papers from 
Sessions Held Nov. 8—11, 1979, Nashville, Tenn. Kansas City, 
Mo., American Nurses’ Association, 1979, 343 pp., $8.00 


(paper). 


Essentials of Child Psychiatry, by E.M. Consell. Oxford, 
England, Blackwell Scientific Publications (St. Louis, Mo., 
Blackwell Mosby, distributor), 1979, 221 pp., $15.25 (paper). 
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Public Health in Europe 11, by J.E. Cooper. Copenhagen, 
Denmark, World Health Organization, 1979, i18 pp., no 
price listed. 


Exhibitionism: Description, Assessment, and Treatment, edit- 
ed by Daniel J. Cox and Reid J. Daitzman. New York, N.Y., 
Garland STPM Press, 1980, 392 pp., $27.50. 


Living Your Dreams, by Gayle M.V. Delaney», Ph.D. San 
Francisco, Calif., Harper & Row, 1979, 232 p3., $8.95. 
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Michael Dinoff, Ph.D. University, Ala., Univzrsity of Ála- 
bama Press, 1978, 174 pp., $10.00. 
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Robert Hurley. New York, N.Y., Pantheon Books (Random 
House), 1979, 234 pp., $10.00; $4.95 (paper). 


Handbook of. Child and Adolescent Psychiatric Emergencies, 
by Gordon K. Farley, M.D., Lloyd O. Eckhardt, M.D., and 
Frederick B. Hebert, M.D. Garden City, N.Y. Medica! Ex- 
amination Publishing Co. (Excerpta Medica), '979, 185 pp., 
no price listed (paper). i 


Overcoming Our Obsessions: A Spiritual Odyssey, by Philip 
Ferranti with Anne Hardy. Paim Springs, Calf., ETC Pub- 
lications, 1979, 138 pp., $7.95 fpaper). 


Regulated Children/Liberated Children: Educaficn in Psycho- 
historical Perspective, edited by Barbara Finkelstein. New 
York, N.Y., Psychohistory Press, 1979. 219 pp., $15.95; 
$6.95 (paper). 
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Helping the Retarded Child in the Elementary School Years, 
by John B. Fotheringham, M.D., and Joan Morris, M.Ed. 
Toronto, Ont., Canada, University of Toronto Guidance 
Centre, 1979, 148 pp., $5.95 (paper). 


Hypnosis: Its Nature and Therapeutic Uses, by H.B. Gibson, 
New York, N.Y., Taplinger Publishing Co., 1977, 183 pp., 
$4.95 (paper). 


The Psychological Society: A Critical Analysis of Psychiatry, 
Psychotherapy, Psychoanalysis and the Psychological Revolu- 
tion, by Martin L. Gross. New York, N.Y., Simon and 
Schuster (Touchstone Book), 1978, 354 pp., $4.95 (paper). 
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John Wiley & Sons, 1979, 287 pp., $17.50 (paper). 
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Other New Concepts and Techniques in Sex Therapy, by 
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sanne, Sept. 28-30, 1978, edited by Christian Müller, M.D. 
Amsterdam, The Netherlands, Excerpta Medica, 1979, 299 
pp., $56.00. 


My Dearest Julia: The Love Letters of Dr. Benjamin Rush to 
Julia Stockton. New York, N.Y., Neale Watson Academic 
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Publications (in association with the Philip H. & A.S.W. Ro- 
senback Foundation of Philadelphia), 1979, 62 pp., $14.95. 


Work and the Family System: A Naturalistic Study of Work- 
ing-Class and Lower-Middle-Class Families, by Chaya S. 
Piotrkowski. New York, N.Y., Free Press (Macmillan Pub- 
lishing Co.), 1979, 331 pp., $14.95. 


Alcohol Problems: Reviews, Research and Recommendations, 
edited by David Robinson. London, England, Macmillan 
Press, 1979, 246 pp., £10.00. 


Crazy Talk: A Study of the Discourse of Schizophrenic Speak- 
ers, by Sherry Rochester and J.R. Martin. New York, N.Y., 
Plenum Press, 1979, 221 pp., $25.00. 


Psychopharmacology of Aggression, edited by Merton Sand- 
ler, M.D. New York, N.Y., Raven Press, 1979, 226 pp., 
$22.50. 


The Subtle Revolution: Women at Work, edited by Ralph E. 
Smith. Washington, D.C., Urban Institute, 1979, 271 pp., 
$7.50 (paper). 


Alcohol and Alcoholism, by the Special Committee af the 
Royal College of Psychiatrists. New York, N.Y., Free Press 
(Macmillan Publishing Co.), 1979, 155 pp., $10.95. 


Nim, by Herbert S. Terrace. New York, N.Y., Alfred A. 
Knopf, 1979, 291 pp., $15.00. 


Mental Health in the 21st Century, edited by Thomas A. Wil- 
liams and James H. Johnson. Lexington, Mass., Lexiagton 
Books (D.C. Heath and Co.), 1979, 183 pp., $21.00. 


Lecture Notes on Psychiatry, 5th ed., by James Willis, M.B., 
D.P.M. Oxford, England, Blackwell Scientific Publications 
(St. Louis, Mo., Blackwell Mosby, distributor), 1979, 149 
pp., $8.50 (paper). 


Working with the Impulsive Person, edited by Howard A. 
Wishnie and Joyce Nevis-Olesen. New York, N.Y., Plenum 
Press, 1979, 184 pp., $19.50. 


Am J Psychiatry 137:3, March 1980 


OFFICIAL ACTIONS 


401 


1980 Annual Meeting: Registration and Related Information 


The 133rd annual meeting of the American Psychiatric Association will be held in San Francisco, Calif., May 3-9, 1950; 
the theme of this meeting is “To Love and to Work: Human Values in Psychiatry.” The information here is what was 
available as of mid-January 1980. The official program book containing the scientific, business, and social program will be 
distributed in San Francisco at the time of registration. (The preliminary scientific program is printed in the Marck 7, 1980, 


issue of Psychiatric News.) 


REGISTRATION 


All registration will take place in Brooks Hall. The regis- 
tration desk will be open: 

Saturday, May 3—1 p.m. to 5 p.m. 

sunday, May 4—8 a.m. to 5 p.m. 

Mondav through Thursday, May 5-8— 7:30 a.m. to 5 p.m. 

Friday, May 9—8 a.m. to 10 a.m. 

The new schedule of registration fees is as follows: 


APA Members! $50 
Members-in-training and provisional members! 25 
One-day registrants (all member categories)! 20 
Nonmembers! 100 
Nonmember interns, residents, students, mental 

health chaplains, military personnel, foreign 

visitors? 25 
One-day registrants (all nonmember categories)? 25 
Spouse or guest (1) of full-time registrants? 15 
Children aged 12-17 (children under 12 do not 

register) No fee 


The fee covers admission to the sessions and includes a 
badge and a copy of the official program. Badges are re- 
quired for all sessions (including the opening session) and for 
the exhibit area. 


KEY LOCATIONS 


i All APA staff offices will be located in the Civic Audito- 
rium: 


Administrative Office Room 304 
Meetings Management Room 109 
Program Committee Room 316 
Journal Office Room 312 
Press Office Room 306/308 
Registration Brooks Hall 


_ Includes courtesy transportation and one copy of Syllabus. Only 


Civic Auditorium 
Lobby 
Brooxs Hall 


Information and Message Center 


Membership Resource Center 


INFORMATION AND MESSAGE CENTER 


This center will be located in the Civic Auditcrium Lobby 
and will be staffed during registration hours. Self-service 
message racks will be available for pick-up, deposit, and ex- 
change of messages at all times. Extremely urgent messages 
will receive the personal attention of APA staff members. AII 
registrants are requested to check the message center peri- 
odically. 


MEMBERSHIP RESOURCE CENTER 


All of APA's services to members will be centrally located 
to the left of the Registration Desk in Brooks Eall. At the 
APA Membership Resource Center, open during all registra- 
tion hours, registrants may browse through APA pub- 
lications, listen to audio cassettes, and discuss insurance and 
retirement needs with staff of the Office of Mem:ter Benefits 
and companies that underwrite APA plans. Other services 
include the APA Office of Education, with areas for Contin- 
uing Education and DSM-III, and the APA Placement Serv- 
ice. Àn art exhibition by APA members will also be located 
in the resource center. 


JOURNAL OFFICE 


The office of the American Journal of Psychiatry will be in 
Room 312, Civic Auditorium. The office will be open from 9 
a.m. to 3 p.m. on Sunday, 8 a.m. to 5 p.m., Monday through 
Thursday, and on Friday until 12 noon. Staff wil. be available 
to discuss any questions that authors who are presenting pa- 
pers at the meeting may have. 

The Journal has first refusal rights for all numbered pa- 
pers. Permission must be secured from the Editor, John C. 
Nemiah, M.D., before a paper may be submitted elsewhere. 
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mation for Contributors” (printed in each issue). The Jour- 
nal does not hold first refusal rights for new research papers 
and papers presented at morning workshops and evening 
panels; however, authors may submit them for publication if 
they wish. 

Itis the policy of the Journal to publish only original mate- 
rial that has not been published elsewhere in any form and 
that is not being considered for publication elsewhere. 


ANNUAL BUSINESS MEETING 


Following the opening session, the Annual Business Meet- 
ing will be held Monday, ond 5. from 11 a.m. to 1 p.m. in the 
Civic Auditorium. 


CONVOCATION 


The convocation will take place Monday, May 5, at 7:30 
p.m. in the Continental Ballroom of the San Francisco Hil- 
ton. The William C. Menninger Memorial Lecture will be 
given at the convocation by Professor Roberto Mangabeira 
Unger. 


LOCAL ARRANGEMENTS/SPOUSE HOSPITALITY 
CENTER 


The Local Arrangements Committee will host a Spouse 
Hospitality Lounge in the Tower Lobby of the San Fran- 
cisco Hilton. Information on all leisure-time activities will be 
available Sunday through Friday in this area. All tours will 
depart from the Civic Auditorium. 


CHILDREN’S CENTER 
A Children’s Center will be open Monday through Friday 


at the San Francisco Hilton. It will be restricted to children 
aged 3-12 years. 


PLACEMENT SERVICE 
There will be a register available in the Membership Re- 


source Center for prospective employers and for those seek- 
ing positions. 


COURTESY SHUTTLE BUS SERVICE 


Bus service will be available Saturday through Friday be- 


tween the hotels and Brooks Hall. Route maps and hours of . 


operation will be available at the Information and Message 
Center and in all the hotels serviced by the system. 


FILMS 


Films will be shown in the San Francisco Hilton, Conti- 
nental Ballroom #4, Ballroom Level. Noon film features can 
be seen Tuesday through Friday and evening film features 
can be seen Tuesday through Thursday at 8 p.m. 


SPECIAL LECTURES 


APA will sponsor 29 special lectures this year. Among the 
named lectures will be the Adolf Meyer Lecture (Tuesday, 
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12:30 p.m. to 2 p.m.), the Benjamin Rush Lecture (Tuesday, 
2 p.m. to 3 p.m.), the Solomon Carter Fuller Lecture 
(Wednesday, 10:30 a.m.— 12 noon), the Seymour Vester- 
mark Lecture (Tuesday, 3:30 p.m. to 5 p.m.), the Simon 
Bolivar Lecture (Thursday, 10:30 a.m. to 12 noon), aad the 
APA Founders Award Lectures (Tuesday, 10:30 a.m. to 12 
noon). Among the guest lecturers will be Supreme Court 
Justice the Honorable Harry A. Blackmun (Tuesday, 10:30 
a.m. to 12 noon). Included in the 20 lectures will be an APA 
Lecture Series featuring 14 distinguished psychiatris:s and 
nonpsychiatrist physicians. 


NEW RESEARCH 


These sessions will be held Tuesday through Thursday 
from 2 p.m. to 5 p.m. in Continental Ballroom £5, San Fran- 
cisco Hilton. All 3 sessions will offer Category II credit. Pro- 
gram leaflets containing all details will be available at the 
registration desk. 


EXHIBITS 


Scientific and technical exhibits will be on display in 
Brooks Hall Monday through Wednesday, 8:30 a.m. to 4 
p.m., and Thursday, 8:30 a.m. to 2 p.m. 


CONTINUING EDUCATION CREDIT 


The official annual meeting program, with a few ex- 
ceptions, meets the criteria for continuing medical eduzation 
Category I credit. One hour of credit may be claimed for 
each hour of participation. As an organization accredited for 
continuing medical education activities, the American Psy- 
chiatric Association certifies that the continuing medical 
education activities designated Category I meet the criteria 
for Category I for the Physician’s Recognition Award of the 
American Medical Association on an hour-for-hour basis. 
Continuing medical education sessions are open to all meet- 
ing registrants. 

All program activities are designated either Category I or 
Category II; these include courses, symposia, paper sessions, 
special lectures, video, films, panels, and issue workshops. 
Eight two-day courses on Saturday, May 3, and Sunday, 
May 4, and six symposia on Sunday, May 4, may also be 
taken for additional Category I credit. Half-day courses on 
Monday, Wednesday, and Thursday will be held from 2 p.m. 
to 6 p.m. and cn Friday from 10:15 a.m. to 2:15 p.m. Full- 
day courses will be offered on Sunday from 9 a.m. to 5 p.m. 
and on Tuesday, Wednesday, and Thursday from 10:15 a.m. 
to 5:15 p.m. Five day and a half courses will be cffered 
Thursday 10:15 a.m. to 5:15 p.m. and Friday 8 a.m.-12 noon. 
All full-day courses have a l-hour break for lunch. Pre- 
registration coupons for courses (March 14, 1980, deadline) 
and complete course descriptions can be found in the first 
issues of January and February Psychiatric News. 


ISSUE WORKSHOPS AND EVENING PANELS 


Issue workshops will be held on Tuesday, Wednesday, 
and Thursday from 10:30 a.m. to 12 noon. All issue work- 
shops offer Category II credit with the exception of those 
starred in the official program, which offer Category I credit. 
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Evening panels will be held on Tuesday, Wednesday, and VIDEOTAPE PROGRAM 
Thursday from 8 p.m. to 10 p.m. All evening panels offer 


Category I credit except those starred in the official program, Videotape sessions will be shown on closed circuit color 
which offer Category II credit. Workshops and panels willbe TV in Polk Hall,.Civic Auditorium, main floor, from 2 p.m. 
held at various hotels. to 5 p.m. Monday through Thursday. 


Guidelines for ABPN Examiners Involved in Board Review 
Courses | 


At its recent policy meeting, the directors of the American Board of Psychiatry and Neurol- 
ogy, Inc., adopted the following guidelines for ABPN examiners involved in Board review 
courses: 


The American Board of Psychiatry and Neurology, Inc., wishes to call to the attention 
of the profession that it is questionable ethics for a physician conducting, or participat- 
ing in, any educational enterprise, particularly continuing education, to notify in any 
fashion those taking such courses that he/she is or has been a director of or examiner 
on the ABPN. Such notification may be taken to mean that the material presented by 
tht physician is in some way authorized or sponsored by the ABPN or that the course 
content and/or course examination is in some way identical with that used in ABPN 
examinations. 
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The American Board of Psychiatry and Neurology 


The following successfully completed the Board examination given in Chicago, IL, October 29-30, 1979. 


PSYCHIATRY 


Abney, Ray C., M.D., Brattleboro, VT 
Abraira, Rosa M., M.D., Hinsdale, IL 
Abrams, Howard E., M.D., Salem, MA 
Agosin, Roberto T., M.D., New York, NY 
Ali, Syed I., M.D., Chicago, IL 

Allen, Henry A., M.D., New Haven, CT 
Alper, Stephen H., M.D., Northport, NY 
Amsterdam, Jay D., M.D., Philadelphia, PA 
Ang, Lolita O., M.D.. Chicago, IL ` 

Annitto, William J., M.D., Short Hills, NJ 
Arana, George W., M.D., Newton Center, MA 
Arcuri, Michael A., M.D., Gladwyne, PA 
Atkins, Stephen R., M.D., North Haven, CT 
Aubert, Richard J., Jr., M.D., Boston, MA 
Augusthy, Kottirikal A., M.D., Dumont, NJ 
Avila Sosa, Juan A., M.D., Col Aleman Merida Yuc, Mexico 


Bacalzo, Benjamin F., M.D., Richmond, IN 
Baens, Aida S., M.D., Oxon Hill, MD 

Balter, Andrew L., M.D., New Haven, CT 
Banegas, Marta E., M.D., Chicago, IL 
Barnett-Reyes, Saundra À., M.D., Syracuse, NY 
Barnum, Richard, M.D., Cambridge, MA 
Basa, Soledad R., M.D., New York, NY 
Baser, Ali N., M.D., Ocean Springs, MS 
Bedi, Gopal K., M.D., Kalamazoo, MI 
Beltramini, Antonio U., M.D., New York, NY 
Benarroche, Cesar L., M.D., Hamden, CT 
Bennett, Michael I., M D., Chestnut Hill, MA 
Bermon, Maurice, M.D., Barrington, RI 
Berry, C. Markham, M.D., Atlanta, GA 
Bhuyan, Elly, M.D., St. Louis, MO 
Blackinton, Charles H.. M.D., Harrington Park, NJ 
Block, Nancy T., M.D., Berkeley Heights, NJ 
Bone, Stanley, M.D., New York, NY 
Bongard, Richard H., M.D., Chicago, IL 
Bonoan-Gonzales, Mayu P., M.D., New York, NY 
Boriosi, Guido D.. M.D., Scranton, PA 

Botek, Stephen T., M.D., New York, NY 
Bottone, Anthony A.. M.D., Olympia, WA 
Brant, Renee S., M.D., Newton, MA 
Brenner, Ronald L., M.D., Englewood, NJ 
Brock, Robert J., M.D., Dallas, TX 

Brodie, Jonathan D., M.D., Cos Cob, CT 
Bukberg, Judith B., M.D., New York, NY 
Bunch, Edwin L., M.D., Lexington, KY 
Burlingame, Robert K.. M.D., Beatrice, NE 
Butler, Thomas A., M.D., New York, NY 
Buyse, Valerie J., M.D., Waban, MA 

Byrne, Louis, M.D., Albany, NY 


Cameron, Oliver G., M.D., Ann Arbor, MI 
Cannon, Mark, M.D., New York, NY 
Carney, William P., M.D., Cincinnati, OH 
Carter, Judith H., M.D., Pittsburgh, PA 
Casademont, A. Carlos, M.D., Hialeah, FL 
Casu, Nereide, M.D., Montgomery, AL 


Charlat, Richard A., M.D., APO New York, NY 
Charney, Michael L., M.D., Boston, MA 

Chen, Stephen S., M.D., Pittsburgh, PA 

Choe, Byung Rock, M.D., Los Angeles, CA 
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Limbitrol is indicated for the 
treatment of patients with 
moderate to severe depression 
associated with moderate to 
severe anxiety. 


The therapeutic response to 
Limbitrol occurs earlier and with 
fewer treatment failures than 
when either amitriptyline or 
chlordiazepoxide is used alone. 


Symptoms likely to respond in 
the first week of treatment in- 
clude: insomnia, feelings of quilt N vU ps 
or worthlessness, agitation, 

psychic and somatic anxiety, X 
suicidal ideation and anorexia. : | N 


Limbitrol. A 
Dual therapy with greater x 
specificity... without classical | ^ 
phenothiazine drawbacks. X 
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LIMBITROL? TABLETS Tranquilizer-Antidepressant 


Beiore prescribing, please consult complete product information, a summary of which follaws: 
Indications: Relief of mocerate to severe depression associated with moderate to severe anxiety, 
Contraindications: Known hypersensitivity to benzodiazepines or tricyclic antidepressants. Do not 
use wilh monoamine oxidase (MAO) inhibitors or within 14 days following discontinuation of MAO 
inhibitors since hyperpyretic crises, severe convulsions and deaths have occurred with concom- 
itant use; then initiate cautiously, gradually increasing dosage until optimal response is achieved. 
Coritraindicated during acute recovery phase following myocardial infarction. 
Warnings: Use with g-eat care in patients with history of urinary retention or angle-closure 
glaucoma. Severe constipation may occur in patients faking tricyclic antidepressants and 
anticholinergic-type drugs. Closely supervise cardiovascular patients. (Arrhythmias, sinus 
tachycardia and prolongation of conduction time reported with use of tricyclic antidepressants, 
especially high doses. Myccardial infarction and stroke reported with use of this class of drugs.) 
Usage in Pregnancy: Use of minor tranquilizers during the first trimester should 
almost always be avoided because of increased risk of congenital malformaticns as 
suggested in several studies. Consider possibility of pregnancy when instituting 
_ therapy; advise patients to discuss therapy It they intend to or do become pregnant. 
Since physical and psychological dependence to chlordiazepoxide have been reported rarely, use 
caution in administering Limbitrol to addiction-prone individuals or those who might increase 
dosage; withdrawal symptoms following discontinuation of either component alone have been 
reported (nausea, headache ond malaise for amitriptyline; symptoms [including convulsions ] 
similar to those of barbiturate withdrawal for chlordiazepoxide). 
Precautions: Use with caution in patients with a history of seizures, in hyperthyroid patiants or 
those on thyroid medicction, ond in patients with impaired renal or hepatic function. Because of 
the possibility of suicide in depressed patients, do not permit easy access to large quarrities in 
these patients. Caution patients about possible combined effects with alcohol and other CNS 
depressants and against hazardous occupations requiring complete mental alertness (e.g., 
operating machinery, driving). Periodic liver function tests and blood counts are recommended 
during protonged treatment. Amitriptyline component moy block action of guanethidine or similar 
antihypertensives. Concomitent use with other psychotropic drugs has not been evaluated: seda- 
tive effects may be additive. Discontinue several days before surgery. Limit concomitant adminis- 
tration of ECT to 
essential treal- 
ment. See Warn- 
ings for precau- 








How to initiate and 
maintain therapy 


Select dosage strength appropriate for each patient 


L Limbitrol 5-12.5 is recommended to minimize drows- 
iness and for elderly patients 

[-] Limbitrol 10-25 may be indicated for patients who 
tolerate medication without undue side effects 


Specify daily dosage based on symptom severity 

C3 An initial dosage of three tablets is recommended 

LJ Dosage may be increased to six tablets or decreased 
to two tablets daily as necessary 

C Once a satisiactory response is obtained, patients 
should be continued on the smallest dose required to 
maintain remission 


Utilize dosage options to best accommodate indi- 
vidual patient needs 

C T.D. or Q.1.D., familiar regimens most suited for 
patients who tolerate medication without undue drowsi- 
ness 

[ Two tablets one hour before bedtime and one tablet 
midday may minimize daytime drowsiness and help 
relieve a common target symptom—insomnia — 

C] Entire dosage h.s. to take maximum advantage of 
the sedative effect 


== Your guide to patient management... 


should not be 
taken during the 
nursing period. 


zer when you decide medication is needed 


ed in children 

under 12. 

in the elderly and debilitated, limit to smallest effective dosage to preclude ataxia, oversedation, 
zonfusicn or anticholinergic effects. ; 

Adverse Reactions: Most Tequentiy reported are those associated with either component alone: 
drowsiness, dry mouth, constipation, blurred vision, dizziness and bloating. Less frequently 
occurring reactions include vivid dreams, impotence, tremor, confusion and nasal conges'ion. 
tony depressive symptorr s including anorexia, fatigue, weakness, restlessness and lethargy 
fave been reported as side effects of both Limbitrol and amitriptyline. Granulocytopenia, ja indice 
cnd hepatic dysfunction have been observed rarely. 

This list includes adverse reactions not reported with Limbitrol but requiring consideration Cecause 
they have been reported wiih one or both components or closely related drugs: 

Cardiovascular: Hypotension, hypertension, tachycardia, palpitations, myocardial infarction, ar- 
irythmias, heart block, stroke. 

Psychiatric: Euphoria, apprehension, poor concentration, delusions, hallucinations, hypomania 
and increased or decreased libido. 

Neurologic: incoordination, ataxia, numbness, tingling and poresthesias of the extremities, ex- 
trcpyramidal symptoms, syncope, changes in EEG patterns. 

Articholinergic: Disturbance of accommodation, paralytic ileus, urinary retention, dilatation of 
ur.nary tract. 

Allergic: Sxin rash, urticaria, photosensitization, edema of face and tongue, pruritus. 
Hematologic: Bone marrow depression including agranulocytosis, eosinophilia, purpura, throm- 
bo2ytopenia. 

Gastrointestinal: Nausea, epigastric distress, vomiting, anorexia, stomatitis, peculiar taste, 
dicrrhea, black tongue. 

Endocrine: Testicular swelling and gynecomostio in the male, breast enlargement, galactortiea 
and minor menstrual irregularities in the female and elevation and lowering of blood sugar levels. 
Otter: Headache, weight gain or ioss, increased perspiration, urinary frequency, mydriasis, jaun- 
dica, alopecia, parotid swelling. 

Overdosage: Immediately hospitalize patient suspected of having taken an overdose. Treatment is 
symptomatic and supportive. IV. administration of 1 to 3 mg physostigmine salicylate has bean 
reported to reverse the symptoms of amitriptyline poisoning. See complete product information for 
manifestation and treatment. 

Dosage: individualize according ta symptom severity and potient response. Reduce to smallest 
effective dosage when satisfactory response is obtained. Larger portion of daily dose may be taken 
of bedtime. Single h.s. dose may suffice for some patients. Lower dosages are recommended for 
fhe elderly. 

Limbitrol 10-25, initial dosage of three to four tablets daily in divided doses, increased up to s x 
tablets or decreased to two tablets daily as required. Limbitrol 5-12. 5, initial dosage of three to four 
tablets daily in divided doses, for patients who do not tolerate higher doses. 

How Supplied: White, film-cocted tablets, each containing 10 mg chlordiazepoxide and 25 mg 
amitriptyline <as the hydrochloride salt) and blue, film-coated tablets, each containing 5 mg 
chlordiazepoxide and 12.5 mg amitriptyline (as the hydrochloride salt) — bottles of 100 and 500; 
Tel-E-Dose® packages of 100, available in trays of 4 reverse-numbered boxes of 25, and in boxes 
contcining 10 strips of 10; Prescription Paks of 50. 


RCCHE PRODUCTS INC. 
Manati, Puerto Rico 00701 


How to make each patient an 
informed patient 


1. Discuss with patients the probability that they will 
experience drowsiness, especially during the first week. 
2. Reassure your patients that drowsiness is one indica- 
tion that the medication is working and that if may help 
alleviate their insomnia. 

3. Encourage patients to report if drowsiness becomes 
troublesome so that, if necessary, dosage schedule can 
be adjusted. 

4. Caution patients about the combined effects with 
alcohol or other CNS depressants. Let them know that 
the additive effects may produce a harmful level of seda- 
tion and CNS depression. 

5. Caution patients about activities requiring complete 
mental alertness, such as operating machinery or driv- 
ing a car. 

6. Warn pregnant patients and patients of childbearing 
age that the safety of Limbitrol in pregnancy has not yet 
been established. 


Please see complete product disclosure for other pertinent information. 
Limbitrol should not be used under the 
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In moderate depression and anxiety 


| imbitrol. 


Relief without a phenothiazine 


Brief Summary 


LOXITANE® Loxapine Succinate Capsules 
LOXITANE® C Loxapine Hydrochloride Oral Concentrate 
LOXITANE® IM Loxapine Hydrochloride 


INDICATIONS: Manifestations of schizophrenia. E 


CONTRAINDICATIONS: Comatose or severely depressed 
‘states; hyperser sitivity to the drug. 


WARNINGS: Safe use during pregnancy or lactation has not 
seen sstablished; weigh potential benefits against possible 
^azards. Not recommended for use in children under 16. May 
impair mental and/or ohysical abilities especially during early 
therapy; warn ambuletory patients about activities requiring alert- 
jess and concomitant use of alcoho! or other CNS depressants. 
Not recommnend2d fo: management of behavioral complications 
in menta ly retarded patients. : 


PRECAUTIONS: Use with extreme caution in patients with a his- 
tory of ccnvulsive disorders; use with caution in patients with 
cardicvascular cisease or in those with glaucoma or a tendency 
to urinary retention perticularly wher on concomitant anti- 
cholinergic medication. Loxapine hes an antiemetic effect in 
animals which might occur in man masking signs of overdosage 
of toxic Grugs ard obscuring intestinal obstruction or brain tumor. 
Since possible ocular toxicity cannot be excluded, observe care- 
fully for ciamentary retinopathy and lenticular pigmentation. 
Slightly Figher incidence of extrapyramidal effects possible 
following IM acministration. 


ADVERSE REACTIONS: CNS effects, other than extrapyrami- 
dal, infrequent. Mild crowsiness may occur at beginning of 
therapy or upon dosage increase, usually subsides with contin- 
ued therapy. Sedation, dizziness, faintness, staggering gait, 
muscle twitching, weakness and confusional states have been 
reported. Extrapyramidal reactions often occur early in treatment, 
manifestzd by Parkinson-like symptoms (tremor, rigidity, exces- 
sive salivation, masked facies, akathisia); controllablé by dosage 
reduction or antiparkinson drugs at usual dosages. Dystonic and 
dyskinetic reactions, while less frequently occurring, may be 
more severe, requiring dosage reduction or temporary withdrawal 
plus appropriate counteract-ve drugs. Persistent Tardive Dys- 
kinesia mzy appear Curing prolonged therapy or following dis- 
continuance, the risk greate” in the elderly, especially females, on 
high cosage. Symptcms, persistent and in some patients appar- 
ently irreversible, are characterized by rhythm:cal involuntary 
movement of the toncue, face, mouth and jaw sometimes accom- 
panied Ev involuntary movement of extremities. Since there is no’ 
known etfective treatment, discontinue all antipsychotic drugs if 
symptoms appear. Reinstitution of treatment, increased dosage, 
or switcFirg to another agent may mask syndrome. The syn- 
drome may not devel»p if medication is stopped when fine ver- 
nicular movements cf the tongue first appear. Cardiovascular 
effects: azhycardia, hypotension, hypertension, lightheaded- 
?ess and syncope. ECG changes, rot known to be related to 
oxapine use, heve been reported. Skin: Dermatitis, edema of 
face, pruritus, seborrnea. Possible photosensitivity and/or photo- 
toxicity; skin rasaes cf unknown etiology seen in a few patients in 
hot summer months. Anticholinergic: Dry mouth, nasal conges- 
tion, constipation, blurred vision (more likely to occur with con- 
comitant use of antiparkinscn agents). Other: Nausea, vomiting, 
weight gain or Icss, dyspnea, ptosis, hyperpyrexia, flushed 
facies, headache, paresthesia, polydipsia. Rarely, galactorrhea 
and merstrual iregularity of unknown etiology. 


LECERLE LABORATORIES 
A D vision of American Cyanamid Company 
Wayne, New Jersey 07470 





agitation in the acute schizophrenic epis 


Calming of schizophrenic agitation may be 
apparent 30 minutes after initial injection of 12.5 
(0.25 ml) to 50 mg (1 ml) LOXITANE IM. Dependi 
on patient response, repeat injections may be 
given within the same dosage range. Dosage sh 
not exceed 250 mg/day. 


*Data on file, Clinical Research Department, Lederie Laboratories. 
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ANNOUNCING PUBLICATION OF 


THE CHRONIC MENTAL PATIENT 


Report of a Conference held-in January 1978 
| Edited by 
John A. Talbott, M.D. 


with contributions by James T. Barter, M.D., Paul R. Friedman, J.D., Raymond Glasscote, 

M.A., Trevor D. Glenn, M.D., Norman V. Lourie, M.S.W., W. Walter Menninger, M.D., 

Arthur T. Meyerson, M.D., Kenneth Minkoff, M.D., Samuel Muszynski, M.S.W., Lucy D. 
Ozarin, M.D., Gordon L. Paul, Ph.D., Ronald Peterson, Steven S. Sharfstein, M.D., Judith 

Clark Turner, Jane Bloom Yohalem, J.D. 


This 277-page Report of the Conference, sponsored by APA and President Carter's 
Commission on Mental Health, identifies the chronic mental patient population, spells out 
where they are and what their needs and rights are. It specifies what programs work and 
what programs do not work in meeting the needs of these patients. It elaborates on the ob- 
stacles to implementing effective programs and the economic issues involved. It delineates 
the pros and cons of case management and specifies responsibility for coordinating, im- 
plementing, and monitoring services to chronic mental patients. 


Finally, it proposes a Call to Action which opens with this statement: "There is no more 
urgent concern than the needs of the chronic mentally ill who suffer from severe, persist- 
ent, or recurrent mental illnesses with residual social and vocational disabilities. As a result 
of the deinstitutionalization programs of the past decade and the continuing growth of high 
risk populations that generate chronically ill, -he problems associated with the care of these 
patients constitute a national crisis." 


Since the Conference, the APA Assembly and the Board of Trustees have both ap- 
proved the "Call to Action” which calls upor. the APA to take the lead in undertaking pro- 
grams to elevate the prestige and value of work with chronic mentally ill patients. 


It follows that all APA members should be thoroughly versed in the current problems of 
this chronic patient population. This is best accomplished by reading this Conference Re- 
port now available from APA Publications Services at $11.00 a copy. 

Send coupon to: X American Psychiatric Association 
Publication Sales 
1700 18th St., N.W. 
Washington, D.C. 20009 


copy(ies) of The Chronic Mental Patient 

order #242, @ $11.00 ea. 

ENCLOSED IS TOTAL PAYMENT OF § || | | . . 

(All domestic orders amounting to $35.00 or less must be accompanied by payment. All foreign or- 
ders, regardless of dollar amount, must be accompanied by payment.) 
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ame favorable side effects profile as oral 
rms of LOXITANE 


) renal, ocular or phototoxicity noted to date with 
iy form of LOXITANE. Sexual side effects such 
painful ejaculation and urine containing sperm 
ive not been reported. Endocrine disturbances 
ch as galactorrhea and menstrual irregularities 
2 rare. Other sexual side effects and CNS effects 
yer than extrapyramidal effects are infrequent. 


Je effects which are usually mild to moderate, 
insient and easily managed include: initial 
owsiness, dry mouth, nasal congestion, 
nnstipation, blurred vision, extrapyramidal effects, 
chycardia, hypotension, hypertension, 
htheadedness and syncope. 


AMUSCULAR . 


Bach ml contains the equivalent of 50 mg Loxapine base as the HCI. 


| 





Milligram-for-milligram equivalency with 
oral forms of LOXITANE 


Smooth transition at the same dosage level or 
upward titration when switching from LOXITANE IM 
to either capsules or oral concentrate allows 
continuing management of psychotic symptoms. 


Note: LOXITANE should be used with extreme caution in 
patients with a history of convulsive disorders since like 
certain other neuroleptics, it lowers the convu sive threshold. 


*LOXITANE® Loxapine Succinate Capsules and 


LOXITANE® C Loxapine Hydrochloride Oral Concentrate. 
©1979 425-8 
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In clinically significant depression 


because 


therapeutic effects 


may Vary... 
prescribe 


TABLETS: 10 mg, 25 mg, 50 mg, 75 mg, 100 mg, and 150 mg 


INJECTION: 10 mg per ml 


Elavil 


- (Aniyine MSD 


1. Ostroff RB, Docherty JP: Tricyclics, 3ioequivalence, and clinical response. Am J Psychiatry 135:1560- 1561, 1978 
2. Weddington WJ: More on bioequivalence of tricyclics. Am J Psychiatry 136:464-465, 1979 

3. Notice of proposed rule making on bioequivalence requirement for tricyclic antidepressants (21 CFR 320). Federa 
Register 43:6965-6969 (Feb 17) 1978 

Contraindications: Known hypersensitivity. Should not be given concomitantly with a 
monoamine oxidase inhibitor since hyperpyretic crises, severe convulsions, and deaths 
have occurred. When used to replace a monoamine oxidase inhibitor, allow a minimum 
of 14 days to elapse before initiating therapy with amitriptyline HCI. Initiate dosage of 
amitriptyline HCI cautiously with gradual increase in dosage until optimum response IS 
achieved. Not recommended during the acute recovery phase following myocardial in- 
farction. 

Warnings: May block the antihypertensive action of guanethidine or similarly acting 
compounds. Should be used with caution in patients with a history of seizures or a his- 
tory of urinary retention, or with angle-closure glaucoma or increased intraocular pres- 
sure: in patients with angle-closure glaucoma, even average doses may precipitate an 
attack. Patients with cardiovascular disorders should be watched closely; arrhythmias, 
sinus tachycardia and prolongation of the conduction time have been reported, particu- 
larly with high doses; myocardial infarction and stroke have been reported with drugs of 
this class. Close supervision is required for hyperthyroid patients or those receiving thy- 
roid medication. May impair mental and/or physical abilities required for performance 
of hazardous tasks, such as operating machinery or driving a motor vehicle. In patients 
who use alcohol excessively, potentiation may increase the danger inherent in any sui- 


Copyright (€) 1979 by Merck & Co., Inc. 





cide attempt or overdosage. Safe use during pregnancy and lactation has not been es- 
tablished; in pregnant patients, nursing mothers, or women who may become pregnant, 
weigh possible benefits against possible hazards to mother and child. Not recom- 
mended for patients under 12 years of age. 


Precautions: Schizophrenic patients may develop increased symptoms of psychosis; 
patients with paranoid symptomatology may have an exaggeration of such symptoms; 
manic depressive patients may experience a shift to the manic phase. In these circum- 
stances, the dose of amitriptyline HC! may be reduced or a major tranquilizer, such as 
perphenazine, may be administered concurrently. 

When given with anticholinergic agents or sympathomimetic drugs, including epineph- 
rine combined with local anesthetics, close supervision and careful adjustment of dos- 
ages are required; paralytic ileus may occur in patients taking tricyclic antidepressants 
in combination with anticholinergic-type drugs. Use cautiously in patients receiving 
large doses of ethchlorvynol, since transient delirium has been reported on concurrent 
administration. May enhance the response to alcohol and the effects of barbiturates and 
other CNS depressants. The possibility of suicide in depressed patients remains until 
significant remission occurs. Potentially suicidal patients should not have access to 
large quantities of this drug. Prescriptions should be written for the smallest amount 
feasible. Concurrent electroshock therapy may increase the hazards associated with 
such therapy; such treatment should be limited to patients for whom it is essential. 
When possible, discontinue the drug several days before elective surgery. Both elevation 


and lowering of blood sugar levels have been reported. Use with caution in patients with 
impaired liver function. 

Adverse Reactions: Note: Included in this listing are a few adverse reactions not re- 
ported with this specific drug. However, pharmacological similarities among the tricyclic 
antidepressant drugs require that each reaction be considered when amitriptyline is ad- 
ministered. Cardiovascular: Hypotension, hypertension, tachycardia, palpitation, myo- 
cardial infarction, arrhythmias, heart block, stroke. CNS and Neuromuscular: Confu- 
sional states; disturbed concentration; disorientation; delusions; hallucinations; excite- 
ment; anxiety; restlessness; insomnia; nightmares; numbness, tingling, and paresthe- 
sias of the extremities; peripheral neuropathy; incoordination; ataxia; tremors; seizures; 
alteration in EEG patterns; extrapyramidal symptoms; tinnitus; syndrome of inappro- 
priate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth, blurred vision, 
disturbance of accommodation, increased intraocular pressure, constipation, paralytic 
ileus, urinary retention, dilatation of urinary tract. Allergic: Skin rash, urticaria, photo- 
sensitization, edema of face and tongue. Hematologic: Bone marrow depression includ- 
ing agranulocytosis, leukopenia, eosinophilia, purpura, thrombocytopenia. Gastro- 
intestinal: Nausea, epigastric distress, vomiting, anorexia, stomatitis, peculiar taste, di- 
arrhea, parotid swelling, black tongue, rarely hepatitis (including altered liver function 
and jaundice). Endocrine: Testicular swelling and gynecomastia in the male, breast 
enlargement and galactorrhea in the female, increased or decreased libido, elevation and 
lowering of blood sugar levels. Other: Dizziness, weakness, fatigue, headache, weight 


MTM 


gain or loss, increased perspiration, urinary frequency mydriasis, d owsiness, alopecia. 
Withdrawal Symptoms: Abrupt cessation of treatment after po:onged admiristration 
may produce nausea, headache, and malaise; these are not incicative of addiction. 
Overdosage: Hospitalize as soon as possib e all patients suspected of having taken an 
overdose. Treatment is symptomatic and supportive. In addit o1, the intravenous admin- 
istration of 1 to 3 mg physostigmine salicylate is reported to reverse the symptoms of 
tricyclic antidepressant poisoning. Because prysostigmine is rapidly metabolized, the 
dosage should be repeated as required, particularly if ife-threctening signs such as ar- 
rhythmias, convulsions, and deep coma recur or persist after the initial dosage ot 
physostigmine. 

How Supplied: Tablets containing 10 mg and 25 mg amitriptvline HCI, in single-unit 
packages of 100 and bottles of 100, 1000, and 5000; teblets containing 50 mg amitripty- 
line HCI, in single-unit packages of 100 and bottles of 100 and 1000 tablets containing 
75 mg and 100 mg amitriptyline HCI, in single-unit packages cf 100 and bottles of 100; 
tablets containing 150 mg amitriptyline HCI, in single-unit pacxages of 100 and bottles 
of 30 and 100; for intramuscular use, in 10-m! vials containing per ral: 10 mg am tripty- 
line HCI, 44 mg dextrose, 1.5 mg methylparaben and 0.2 mg p-opylparaben as preserva- 


tives, and water for injection q.s. 1 ml. MSD 
For more detailed information, consult your MSD representative or A A i d 
see full prescribing information. Merck Sharp & Dohme, Diviswon of MERCK 
Merck & Co., INc., West Point, Pa. 19486 SEN 
JSEL30R(118) 
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Plaimadokiiotcl Anxiety neuroses 

Ativan (lorazepam) is eliminated more rapidly In many nationwide studies involving 

than other benzodiazepines; generates no thousands of patients with anxiety neuroses, 
clinically active metabolites. The half-life of Ativan (lorazepam) consistently provided 
free lorazepam is about 12 hours; steady-state significant relief of anxiety, tension, agitation 
blood levels are attained in 2-3 days. and irritability as measured by standard 
(Comparable data for diazepam: 20-50 hours Hamilton, Global (physician rated) 

and at least 7-10 days.) Ativan shows no and 35-Item (patient self-rated) scales. 


evidence of accumulation, even when given in 
high doses for as long as 6 months. 

(The pharmacokinetic profile of a drug can 
define such characteristics as absorption, 
distribution, metabolism and elimination but 
cannot, at present, be directly related to its 
therapeutic effectiveness.) 


Copyright © 1979, Wyeth Laboratories Div. of AH PC. N.Y., N Y. All rights reserved 
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They're all about the same, aren't they? Until recently, that seemed to sum up 

he prevalent attitude about the benzodiazepines. After all, they all work similarly 
and all are effective anxiolytics. With seven of these compounds now available, 
1owever, differences have begun to emerge. Foremost among them: 

different metabolic pathways, which distinguish the relatively short-acting Ativan 
(lorazepam) from long-acting diazepam, clorazepate and chlordiazepoxide. 

At the same time, your choice can be made with confidence in the clinical record 
of Ativan, which confirms its value in anxiety neuroses and in significant anxiety 
associated with functional or organic disorders, as well ¿ as in older patients. 


Consider the record of Ativan: 





Anxiety in 

cardiovascular disorders 

Ativan (lorazepam) has been specifically 
evaluated and found effective in seven 
common protocol, double-blind studies 
involving 423 patients (211 on Ativan) 
whose anxiety was related to organic 


and functional cardiovascular disorders. 


[he cardiovascular component 
has not, of course, been shown to be 
Significantly benefited by such therapy. 


Anxiety in 

gastrointestinal disorders 

So far, nine common protocol, double-blind 
studies of Ativan have focused on anxious 
patients with functional or organic 
gastrointestinal complaints (457 patients, 
234 on Ativan). Ativan was clearly effective 
in reducing the anxiety of these patients. 
The gastrointestinal component has not, 

of course, been shown to be significantly 


benefited by such therapy. Ati 


Anxiety in 

the aging patient 

Because its simple metabolism is not readily 
impaired with advancing age, and 
accumulation is not likely to present a 
problem, Ativan is a good choice for older 
patients. Those who have trouble swallowing 
solid medication apprec ate the small Ativan 
tablet, which is tasteless and cisintegrates 
within seconds in water or fruit juice. 





Florazepam) 
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See important information on following page. 


Brief Summary of Prescribing information 


indications and Usage: Symptomatic relief of anxiety, tension, agitation, irritability and 
insomnia associated with anxiety neuroses and transient situational disturbances; anxiety 
associated with depressive symptoms and as a treatment of symptoms of anxiety if such symp- 
toms are a significant feature of functional or organic disorders, particularly gastrointestinal or 
cardiovascular. 

Effectiveness in long-term use, i.e., more than 4 months, has not been assessed by system- 
atic clinical studies. Reassess periodically usefulness of the drug for the individual patient. 


Contraindications: Known sensitivity to benzodiazepines or acute narrow-angle glaucoma. 


Warnings: Not recommended in primary depressive disorders or psychoses. As with all CNS- 
acting drugs, warn patients on lorazepam not to operate machinery or motor vehicles, and of 
diminished tolerance for alcohol and other CNS depressants. 

Physical and Psychological Dependence: Withdrawal symptoms like those noted with barbi- 
turates and alcohol have occurred following abrupt discontinuance of benzodiazepines 
(including convulsions, tremor, abdominal and muscle cramps, vomiting and sweating). Addic- 
tion-prone individuals, e.g. drug addicts and alcoholics, should be under careful surveillance 
when on benzodiazepines because of their predisposition to habituation and dependence. 
Withdrawal symptoms have also been reported following abrupt discontinuance of benzodi- 
azepines taken continuously at therapeutic levels for several months. 


Precautions: In depression accompanying anxiety, consider possibility for suicide. 

For elderly or debilitated patients, initial daily dosage should not exceed 2mg to avoid over- 
sedation 

Terminate dosage gradually since abrupt withdrawal of any antianxiety agent may result in 
symptoms like those being treated: anxiety, agitation, irritability, tension, insomnia and occa- 
sional convulsions. 

Observe usual precautions with impaired renal or hepatic function. 

Where gastrointestinal or cardiovascular disorders coexist with anxiety, note that lorazepam 
has not been shown of significant benefit in treating gastrointestinal or cardiovascular compo- 
nent. 

Esophageal dilation occurred in rats treated with lorazepam for more than 1 year at 
6mg / kg / day. No effect dose was 1.25mg/kg/day (approximately 6 times the maximum human 
therapeutic dose of 10mq/ day). Effect was reversible only when treatment was withdrawn within 
2 months of first observation. Clinical significance is unknown; but use of lorazepam for pro- 
longed periods and in geriatric patients requires caution and frequent monitoring for symptoms 
of upper G.I. disease. 

Safety and effectiveness in children under 12 years have not been established 


ESSENTIAL LABORATORY TESTS: Some patients have developed leukopenia; some have had 
elevations of LDH. As with other benzodiazepines, periodic blood counts and liver function tests 
are recommended during long-term therapy. 


CLINICALLY SIGNIFICANT DRUG INTERACTIONS: Benzodiazepines produce CNS depressant 
effects when administered with such medications as barbiturates or alcohol. 


CARCINOGENESIS AND MUTAGENESIS: No evidence of carcinogenic potential emerged in 
rats during an 18-month study. No studies regarding mutagenesis have been performed. 


PREGNANCY: Reproductive studies were performed in mice, rats, and 2 strains of rabbits. 
Occasional anomalies (reduction of tarsals, tibia, metatarsals, malrotated limbs, gastroschisis, 
malformed skull and microphthalmia) were seen in drug-treated rabbits without relationship to 
dosage. Although all these anomalies were not present in the concurrent control group, they 
have been reported to occur randomly in historical controls. At 40mg/kg and higher, there was 
evidence of fetal resorption and increased fetal loss in rabbits which was not seen at lower 
doses. Clinical significance of these *indings is not known. However, increased risk of congeni- 
tal malformations associated with use of minor tranquilizers (chlordiazepoxide, diazepam and 
meprobamate) during first trimester of pregnancy has been suggested in several studies. 
Because use of these drugs is rarely a matter of urgency, use of lorazepam during this period 
should almost always be avoided. Possibility that a woman of child-bearing potential may be 
pregnant at institution of therapy should be considered. Advise patients if they become preg- 
nant to communicate with their physician about desirability of discontinuing the drug. 

In humans, blood levels from umbilical cord blood indicate placental transfer of lorazepam 
and its glucuronide. 
NURSING MOTHERS: It is not known if oral lorazepam is excreted in human milk like other 
benzodiazepines. As a general rule, nursing should not be undertaken while on a drug since 
many drugs are excreted in milk 
Adverse Reactions, if they occur, are usually observed at beginning of therapy and generally 
disappear on continued medication or on decreasing dose. In a sample of about 3,500 anxious 
patients. most frequent adverse reaction is sedation (15.9%), followed by dizziness (6.9%), 
weakness (4.2%) and unsteadiness (3.4%). Less frequent are disorientation, depression, nau- 
sea. change in appetite. headache, sleep disturbance, agitation, dermatological symptoms, eye 
function disturbance, various gastrointestinal symptoms and autonomic manifestations. Inci- 
dence of sedation and unsteadiness increased with age. Small decreases in blood pressure 
have been noted but are not clinically significant, probably being related to relief of anxiety. 


Overdosage: In management of overdosage with any drug, bear in mind that multiple agents 
may have been taken. Manifestations of overdosage include somnolence, confusion and coma. 
Induce vomiting and/or undertake gastric lavage followed by general supportive care, monitor- 
ing of vital signs and close observation. Hypotension, though unlikely, usually may be controlled 
with Levarterenol Bitartrate Injection U.S.P Usefulness of dialysis has not been determined. 


Ativan: 
Anxiety 


Dosage: Individualize for maximum beneficial effects. Increase dose 
gradually when needed, giving higher evening dose before increasing 
daytime doses. Anxiety, usually 2-3mg/day given b.i.d. or t.i.d.; dosage 
may vary from 1 to 10mg/day in divided doses. For elderly or debili- 
tated, initially 1-2mg/day; insomnia due to anxiety or transient situa- 
tional stress, 2-4mg h.s. 


How Supplied: 0.5, 1.0 and 2.0mg tablets. 
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THE AMERICAN PSYCHIATRIC ASSOCIATION 
PRESENTS 


DSM-III: 

A NEW LOOK 
AT PSYCHIATRIC 
DIAGNOSIS 

















A LEADING FACUITY TEACHES: 


New approaches to diagnosis using DSM-III 


Characteristics of each DSM-III diagnostic class 


Diagnostic criteria for the most significant disorders in 
each class: * Affective Disorders * Schizophrenia * 
Neurotic Disorders * Personality Disorders * Child 
Psychiatrv 


Principles used in establishing psychiatric diagnoses 
How to translate DSM-II into DSM-III 


The format includes: lectures, workshops, clinical case 
simulations, and learning and self-assessment exercises 
related to the case presentations. 


MARCH 14-15, 1980 SHERATON-PALACE HOTEL 
SAN FRANCISCO, CALIFORNIA 


SHERATON-BOSTON HOTEL 
BOSTON, MASSACHUSETTS 


APRIL 11-12, 1980 


This program is supported by an educational grant from Roche 
Laboratories. 


FOR ADDITIONAL INFORMATION CONTACT: 


Ms. Bobbi Taylor or Ms. Anne Kienzle 
APA Symposia Office: AV/MD American Psychiatric 
(800) 221-4468 (outside New York State) Association 

(212) 421-6900 (New York State only) (202) 797-4973 


As an organization accredited for CME, the APA designates that this CME activity 
meets the criteria for 7 credit hours in Category 1 of the PRA of the AMA, and the 
CME requirements of the APA, 
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REGISTRATION FORM FOR APA SYMPOSIUM: 


rene A DSM: A New Look At Psychiatrie 
( »( B iagnosis 

AT PSYCHIATRIC ame TM registration fee and this 
DIAGNOSIS APA Symposia Office: AV/MD 


850 Third Avenue [Ith floor 
New York, New York 10022 


Full refund, less a $15.00 
administrative fee will be made if 
WRITTEN notice of cancellation is 
received 12 davs prior to the selected 
symposium. We are sorry we cannot 
accept telephone cancellations 


I will attend the symposium in: 
(check one) 


O San Francisco, March, 1980 
O Boston, April, 1980 


Name Title 








City State Zip 





Phone(  ) 
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patients WE 

with a profile * 

of mild to moderate 
depression... 


New s 
SURIYIONTIL 


(TRIMIPRAMINE MALEATE) 


@ Proven efficacy in depression +? 
€ Prompt relief of anxiety, even before peak 
antidepressant effects are noted? 
e Insomnia relieved in some cases as soon as 
one week after treatment? 
€ Effective in single nighttime dosage 
after initial dosage titration? 
@ Low incidence of side effects ^ 


juci information, asum- drinks during therapy may provoke exaggerated response. Potentiation sore throat during therapy; t 
+ of effects has been reported when tricyclic antidepressants were evidence of nti neutrophil ¢ 
go kiown hypersensi- administered with sympathomimetic amines, local decongestants, Gastrointestinal — Nausea and volti, anorexia, en 
s after myocar- local anesthetics containing epinephrine, atropine, or drugs with an diarrhea, peculiar taste, stomatitis, abdomine| camp - DN 
ali M dibenzaze- anticholinergic effect. Drugs having a parasympathetic effect, includ- Endocrine — Gynecomastia in the male; breasts : 
ould not be ing tricyclic antidepressants, may alter ejaculatory response. torrhea in the female; increased or deca 
a inhibitor Usage in pregnancy: Pregnancy Category C. Surmontil has shown evi- ticular swelling; elevation or dein essi 
> cessation of dence of embryotoxicity and/or increased incidence of major anoma- Other—Jaundice (simulating ob 
kiemontil lies in rats or rabbits at doses 20 times the human dose. There are no weight gain or loss; perspig 
adequate and well-controlled studies in pregnant women. Surmontil ness, dizziness, weakne J 
use in should be used during pregnancy only if the potential benefit justifies alopecia. 
ge group the potential risk to the fetus. — « Withdrawal Symptory 
giving the ADVERSE REACTIONS: When tricyclic antidepressants are used, each cessation of treatry 
on is of the following adverse reactions must be considered, although some headache, ang 
` have not in fact been reported with Surmontil (trimipramine maleate). 7 
Cardiovascular—Hypotension, hypertension, tachycardia, palpitation, 
myocardial infarction, arrhythmias, heart block, stroke. 
jiatric — Confusional states (especially in the elderly) with halluci- 
s, disorientation, delusions; anxiety, restlessness, agitation; 
we and nightmares; hypomania; exacerbation of psychosis. 
frologic — Numbness, tingling, paresthesias of extremities; incoor- 
nation, ataxia, tremors; peripheral neuropathy; extrapyramidal symp- 
Ds; seizures, alterations in EEG patterns; tinnitus. 
plinergic— Dry mouth and, rarely, associated sublingual adenitis; 
| vision, disturbances of accommodation, mydriasis, constipa- 
pe à urinary retention, delayed micturition, dilation c 


"n t petechiae, urticaria, itching, pleosenstzatin, 
[ face and tongue. 
jc — Bone-marrow depression including agranulocytosis 

; purpura; thrombocytopenia. Leukocyte and differen 
uid be performed in any patient who develops fever ar 


B. als t 


m 





TERRORE ue tee Med coron. 


_Just three weeks ago 
Mommy entered the hospital 
for acute schizophrenia 
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Haldol 


(haloperidol) 


tablets/Concentrate/injection 


Promptly controls 
psychotic symptoms... 


usually leaving the 


patient 


more responsive to therapy 


Rapid onset of 
therapeutic effect in 
a wide range of 
psychotic symptoms:"* 


Helps avoid long-term 
hospitalization: ^ 


Minimal risk of 
hypotension, oversedation, 
or troublesome 
anticholinergic effects. *^'*" 
Transient hypotension occurs 
rarely; severe orthostatic hypo- 
tension has not been reported. 
Although some instances of 
drowsiness have been reported, 
marked sedation is rare. 


Permits aggressive titration 
to effective dosage levels 
for optimal control: 


Often leaves patient with 
improved insight, 

with a renewed interest in the 
environment, and more likely 
to participate in therapeutic 
efforts!” 


Common side effects 
easily controlled: *? 
Although extrapyramidal symp- 
toms (EPS) have been reported 
frequently, they are usually 
dose-related and readily con- 
trolled with dose adjustment or 
antiparkinson drugs. EPS often 
diminish spontaneously with 
continued use of HALDOL halo- 
peridol. 


References: 1. Ayd, FJ., Jr.: Med. Sci. 18:55 (Oct.) 1967. 2. Rapp, M.S.: Can. Psychiatr. Assoc. J. 15:73 
(Feb.) 1970. 3. Rubin, R.: Ala. J. Med. Sci. 8:414 (Oct.) 1971. 4. Abuzzahab, FS., Sr.: Psychosomatics 
11:188 (May-June) 1970. 5. Man, P.L.: Dis. Nerv. Syst. 34:113 (Feb.) 1973. 6. Howard, J.S.: Dis. Nerv. 
Syst. 35:458 (Oct.) 1974. 7. Sugerman, A.A., et al.: Am. J. Psychiatry 120:1190 (June) 1964. 8. Darling, 
H.F: Dis. Nerv. Syst. 34:364 (Oct.-Nov.) 1973. 9. Gerle, B.: Clin. Trials J. 3:380 Feb.) 1966. 10. Snyder, 
S.H., et al.: Science 184:1243 (June 21) 1974. 11. Stimmel, C.L.: Dis. Nerv. Syst. 34:219 (A pr.) 1975. 


*Not an actual case history, this situation illustrates the action of Harpor haloperidol as 


reported in various clinical studies (available on request). 
Please turn page for summary of prescribing information. 
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A rapid-acting injection for jecu emer- 
gencies: 5 mg per ml,* with 1.8 mg methylpara- 
ben and 0.2 mg propylparaben per ml, and 
lactic acid for DH adjustment to 3.4 + 02. 


HALDOL (haloperidol) 


concentrate 


A tasteless, odorless, colorless 
liquid concentrate for better patient 
compliance: 2 mg per ml. 


tablets 


5 tablet strengths for convenience in 
individualizing dosage: 


Img 2mg 5mg 


MS 


10 mg 





tablets / concentrate /injection 


A dosage form for every therapeutic need 


Summary of Prescribing Information 

Contraindications: Severe depression, coma, CNS depression due to cen- 
trally-acting depressants, Parkinson's disease, hypersensitivity to the drug. 
Warnings: Usage in Pregnancy: Safe use in pregnancy or in women likely 
to become pregnant has not been established; use only if benefit clearly 
justifies potential hazards. Infants should not be nursed during drug treat- 
ment. 

Usage in Children: Satety and effectiveness not established; not recom- 
mended in pediatric age group. 

Combined Use With Lithium: Patients receiving lithium plus haloperidol! 
should be monitored closely fer early evidence of neurological toxicity. 
General: Bronchopneumonia, sometimes fatal, has followed use of major 
tranquilizers, including haloperidol. Prompt remedial therapy should be insti- 
tuted if dehydration, hemoconcentration or reduced pulmonary ventilation 
occurs, especially in the elderly. Decreased serum cholesterol and/or cuta- 
neous and ocular changes have been reported with chemically-related 
drugs, although not with haloperidol. Mental and/or physical abilities 
required for hazardous tasks or driving may be impaired. Alcohol should be 
avoided due to possible additive effects and hypotension. 

Precautions: Administer cautiously to patients: (1) with severe cardiovascu- 
lar disorders, due to the possibility of transient hypotension and/or precipita- 
tion of anginal pain (if a vasopressor is required, epinephrine should not be 
used since HALDOL haloperidol may block its vasopressor activity and 
paradoxical further lowering of blood pressure may occur); (2) receiving 
anticonvulsant medication since HALDOL haloperidol may lower the convul- 
sive threshold; (3) with known allergies or a history of allergic reactions to 
drugs; (4) receiving anticoagulants. Concomitant antiparkinson medication, if 
required, may have to be continued after HALDOL haloperidol is discontin- 
ued because of different excretion rates: if both are discontinued simulta- 
neously, extrapyramidal symptoms may occur. Intraocular pressure may 
increase when anticholinergic drugs, including antiparkinson drugs, are 
administered concomitantly with HALDOL haloperidol. When HALDOL halo- 
peridol is used for mania in cyclic disorders, there may be a rapid mood 
swing to depression. Severe neurotoxicity may occur in patients with thyro- 
toxicosis receiving antipsychotic medication, including HALDOL haloperidol. 
Adverse Reactions: CNS Effects: Extrapyramidal Reactions: Neuromuscu- 
lar (extrapyramidal) reactions have been reported frequently, often during the 
first few days of treatment. Generally they involved Parkinson-like symptoms 
which were usually mild to moderately severe and usually reversible. Other 
types of neuromuscular reactions (motor restlessness, dystonia, akathisia, 
hyperreflexia, opisthotonos, cculogyric crises) have been reported far less 
frequently, but were often more severe. Severe extrapyramidal reactions have 
been reported at relatively low doses. Generally, extrapyramidal symptoms 
are dose-related since they occur at relatively high doses and disappear or 
become less severe when the dose is reduced. Antiparkinson drugs may be 


* haloperidol present as the lactate 
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required. Persistent extrapyramidal reactions have been reported and the 
drug may have to be discontinued in such cases. 

Withdrawal Emergent Neurological Signs: Abrupt discontinuation of short- 
term antipsychotic therapy is generally uneventful. However, some patients 
on maintenance treatment experience transient dyskinetic signs after abrupt 
withdrawal. In certain cases these are indistinguishable from “Persistent 
Tardive Dyskinesia" except for duration. It is unknown whether gradual 
withdrawal will reduce the occurrence of these signs, but until further evi- 
dence is available haloperidol should be gradually withdrawn. 

Persistent Tardive Dyskinesia: Although rarely reported with HALDOL halo- 
peridol, tardive dyskinesia may appear during or after long-term therapy. The 
risk appears to be greater in elderly patients on high-dose therapy, especially 
females. Symptoms are persistent and sometimes appear irreversible: there is 
no known effective treatment and all antipsychotic agents should be discon- 
tinued. The syndrome may be masked by reinstitution of drug, increasing 
dosage, or switching to a different antipsychotic agent. 

Other CNS Effects: Insomnia, restlessness, anxiety, euphoria, agitation, 
drowsiness, depression, lethargy, headache, confusion, vertigo, grand mal 
seizures, and exacerbation of psychotic symptoms. 

Cardiovascular Effects: Tachycardia and hypotension. Hematologic 
Effects: Reports of mild, usually transient leukopenia and leukocytosis, mini- 
mal decreases in red blood cell counts, anemia, or a tendency toward 
lymphomonocytosis; agranulocytosis rarely reported and only in association 
with other medication. Liver Effects: Impaired liver function and/or jaundice 
reported. Dermatologic Reactions: Maculopapular and acneiform reac- 
tions, isolated cases of photosensitivity, loss of hair. Endocrine Disorders: 
Lactation, breast engorgement, mastalgia, menstrual irregularities, gyneco- 
mastia, impotence, increased libido, hyperglycemia and hypoglycemia. Gas- 
trointestinal Effects: Anorexia, constipation, diarrhea, hypersalivation, 
dyspepsia, nausea and vomiting. Autonomic Reactions: Dry mouth, blurred 
vision, urinary retention and diaphoresis. Respiratory Effects: Laryngo- 
spasm, bronchospasm and increased depth of respiration. 

The injectable form is intended only for acutely agitated psychotic patients 
with moderately severe to very severe symptoms. 

Caution: Federal law prohibits dispensing without prescription. 

Full directions for use should be read before HALDOL haloperidol is 
administered or prescribed. 

HALDOL tablets are manufactured by McNeil Laboratories Co., Dorado, 
Puerto Rico 00646. 


McNeil Laboratories, McNEILAB, Inc. 
Fort Washington, PA 19034 


Second Offering 
PKSAP IV 


PSYCHIATRIC KNOWLEDGE AND SKILLS 
SELF-ASSESSMENT PROGRAM 





REGISTRATION FOR THE SECOND OFFERING OF THE FOURTH PSYCHIATRIC KNOWLEDGE 
AND SKILLS SELF-ASSESSMENT PROGRAM (PKSAP-IV) IS NOW OPEN. 


The Program 

The PKSAP provides a comprehensive approach to self-study that focuses on recent advances in psychiatry. 

PKSAP-IV is completely revised and represents a considerable expansion over previous editions. The program 
includes 180 multiple-choice questions (MCQs) and 6 patient management problems (PMPs). For the first time, 
participants will receive a 200-page comprehensive syllabus/study guide of current knowledge in psychiatry to 
use in studying for the program as well as a critique book that explains the rationale for the answers. References 
will be provided for program follow-up. 


Continuing Medical Education Credit 

If a subscriber completes and returns the MCQ answer sheets for central scoring prior to the designated dead- 
line, a maximum of forty (40) credit hours may be claimed in Category |. For those completing the program BUT 
do not return the MCQ answer sheets for scoring, hour-for-hour credit may be claimed in Category 5A, up to 
twenty-two (22) hour limit. 


Schedule For PKSAP-IV-SECOND OFFERING 


es ESF REACT Ty Re os 000 8 ^m TC on andes M DK er ce March 31, 1980 
HAUSE RACK) SURV er S Malle ;. 4... odeeepue - ov eio a REYRR E e6P “outed ro oad ah sabes nals ro VENUES OM April 15, 1980 
Deadline for Return of 

aas. ieu uL MERCI rS Mc EA A A E GL July 30, 1980 
Pertormance Reports MallgQu «u.s. e. oe enero Teo tn ve eb Erro as szovegre csupa e Eel no auos do c RR PER Autumn 1980 


You may register by completing the form below and submitting it with the appropriate fee to LETTERCOM - 
WASHINGTON, 310 Swann Avenue, Alexandria, VA. 22301. For further information, including group registra- 
tions (e.g. training programs), write the Office of Education, APA, 1700 18th Street, N.W., V/ashington, D.C. 
20009. 


PKSAP IV REGISTRATION FORM—1979 ALL ORDERS MUST BE 
PREPAID 


Please type or print all information 





Last Name 





Street Address 





City Address Zip 
FEES: 
O Psychiatry Resident-In-Training $35.00* 
O Member, American Psychiatric Association (other than above) 55.00* 
O Physician (other than above) . 75.00* 


Please make check payable to Lettercom - PKSAP-IV and mail to Lettercom - Washington, 310 Swann Avenue, Alexandria, Va. 
01. 


D 


*Foreign countries, including Canada, funds must be in U.S. dollars. 
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ONIY | 
VALIUM 


diazepam/Roche) 


HAS SUCH A 
WIDE RANGE OF 
CLINICAL INDICATIONS 


SENT GC — a . —— —— M ——— ———Á———— — — — — , 
AS AN ANXIOLYTIC Only Valium is indicated for excessive anxiety 
in the following range of clinical problems: 

ayer - -— 


INDICATIONS FOR THE ANXIOLYTIC ACTION OF VALIUM (diazepam/Roche) 


ee : - "s 


Ll uro 


Excessive anxiety and tension due to stressful circumstances 

P." v- : ‘ Pe cM eR T! pers be eee Ree Set ie g aoe ee P s 
Psychoneurotic states characterized by tension, anxiety, apprehension, fatigue, depressive 
symptoms or agitation 

k a t ae : à "TE Sy 3 Abi. Eon oe t sag: — — 
Functional disorders — excessive anxiety in somatic complaints with no demonstrable organic cause 

ee. , " ‘ . . M — a wg oS QC, z^ iP 5*4 tS Ww SEXEUEGWALLRIILIL'tGNL- s Wwgsc0to a > E s x w S~ eu- 


Emotional components of somatic disorders— excessive anxiety and tension associated with 
cardiovascular, gastrointestinal and other disorders 

"-— —— ls - - x nae , — cam ry MIL e EE nh d te co me fia. L k i EA e Bop T ii pti Arn. dU 3s P 
Anxiety-inducing hospital procedures — Injectable form, e.g., surgery (IM preferred), endoscopy 
(IV preferred, used adjunctively), cardioversion (IV only) 
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AS A SKELETAL MUSCLE RELAXANT valium has 


a record of proven efficacy as adjunctive therapy for skeletal muscle spasm due to reflex 
spasm to local pathology in the following disorders: 


INDICATIONS FOR THE 
SKELETAL MUSCLE RELAXANT ACTION OF VALIUM (diazepam/Roche) 


Skeletal muscle spasm due to local pathology such as acute muscle strain, inflammation of 
muscles or joints, and secondary to trauma 


Spasticity caused by upper motor neuron disorders (such as cerebral palsy or paraplegia), 
athetosis, stiff-man syndrome, and tetanus (IM or IV only) 


Its wide margin of safety is another clinical advantage of Valium. Drowsiness, ataxia and fatigue may occur 
but they are rare. As with all CNS-acting agents, patients should be cautioned against driving or drinking 
alcohol while on Valium. Periodic reassessment of the need for a psychotropic agent is also recommended. 


ONLY VALIUM (diazepam/Roche) HAS SUCH A WIDE RANGE 
g^ cO F DOSAGE FORMS AND FLEXIBILITY 


Only Valium is provided in scored tablets in three strengths for precise yet è 
easy and convenient dosage titration. Injectable forms for | M or IV adminis- , 
tration come in 2-ml ampuls and 10-ml vials, and disposable syringes ` 


d = z m i 1 
eii E 2-mg, 5-mg, 10-mg scored tablets 
; " Tel-E-Dose* Reverse-N uymber Packs 
SE 2-ml Tel-E-Ject® 
disposable syringes ) 5 mg/ml 
| 2-m! ampuls, 10-ml vials 


diazepam /Rocne @ 


Before prescribing, please see summary of product information on last page. 
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VERSATILITY WITH CLINICAL ADVANTAGES 


VALIUM. 


diazepam/Roche 


Before prescribing, please consult complete product information, a 
summary of which follows: 
Indications: Tension and anxiety states; somatic complaints which are con- 
comitants of emotional factors; psychoneurotic states manifested by tension, 
anxiety, apprehension, fatigue, depressive symptoms or agitation; symptom- 
atic relief of acute agitation, tremor, impending or acute delirium tremens and 
hallucinosis due to acute alcohol withdrawal; adjunctively in: relief of skeletal 
muscle spasm due to reflex spasm to local pathology; spasticity caused by 
upper motor neuron disorders; athetosis; stiff-man syndrome. Ora/ form may 
be used meals in convulsive disorders, but not as sole therapy. /nject- 
able form may also be used adjunctively in: status epilepticus; severe recurrent 
seizures; tetanus; anxiety, tension or acute stress reactions prior to endo- 
scopic/surgical procedures; cardioversion. 
The effectiveness of Valium (diazepam/Roche) in long-term use, that is, more 
than 4 months, has not been assessed by systematic clinical studies. The 
physician should periodically reassess the usefulness of the drug for the indi- 
vidual patient. 
Contraindications: Tablets in children under 6 months of age; known hyper- 
sensitivity; acute narrow angle glaucoma; may be used in patients with open 
angle glaucoma who are receiving appropriate therapy. 
Warnings: As with most CNS-acting drugs, caution against hazardous occu- 
pations requiring complete mental alertness (e.g., operating machinery, driv- 
ing). Withdrawal symptoms (similar to those with barbiturates, alcohol) have 
occurred following abrupt discontinuance (convulsions, tremor, abdominal/ 
muscle cramps, vomiting, sweating). Keep addiction-prone individuals (drug 
addicts or alcoholics) under careful surveillance because of predisposition to 
habituation/dependence. 

Usage in Pregnancy: Use of minor tranquilizers during first 

trimester should almost always be avoided because of increased 

risk of congenital malformations, as suggested in several 

studies. Consider possibility of pregnancy when instituting 

therapy; advise patients to discuss therapy if they intend to or do 

become pregnant. 
ORAL: Advise patients against simultaneous ingestion of alcohol and other CNS 
depressants. 
Not of value in treatment e Sn Hate patients; should not be employed in lieu 
of appropriate treatment. When using oral form adjunctively in convulsive dis- 
orders, possibility of increase in frequency and/or severity of grand mal sei- 
zures may require increase in dosage of standard anticonvulsant medication; 
abrupt withdrawal in such cases may be associated with temporary increase in 
frequency and/or severity of seizures. 
INJECTABLE: To reduce the possibility of venous thrombosis, phlebitis, local 
irritation, swelling, and, rarely, vascular impairment when used I.V.: inject 
Slowly, taking at least one minute for each 5 mg (1 ml) given; do not use small 
veins, i.e., dorsum of hand or wrist; use extreme care to avoid intra-arterial 
administration or extravasation. Do not mix or dilute Valium with other solutions 
or drugs in syringe or infusion flask. If it is not feasible to administer Valium 
directly I.V., it may be injected slowly through the infusion tubing as close as 
possible to the vein insertion. 
Administer with extreme care to elderly, very ill, those with limited pulmonary 
reserve because of possibility of apnea and/or cardiac arrest; concomitant use 
of barbiturates, alcohol or other CNS depressants increases depression with 
increased risk of apnea; have resuscitative facilities available. When used with 
narcotic analgesic eliminate or reduce narcotic dosage at least 1/3, administer 
in small increments. Should not be administered to patients in shock, coma, 
acute alcoholic intoxication with depression of vital signs. 
Has precipitated tonic status epilepticus in patients treated for petit mal status 
or petit mal variant status. 
Withdrawal symptoms (similar to those with barbiturates, alcohol) have oc- 
curred following abrupt discontinuance (convulsions, tremor, abdominal/ 
muscle cramps, vomiting, sweating). Keep addiction-prone individuals under 
careful surveillance because of predisposition to habituation/dependence. Not 
recommended for OB use. 
Efficacy/safety not established in neonates (age 30 days or less); prolonged 
CNS depression observed. In children, give slowly (up to 0.25 mg/kg over 3 
minutes) to avoid apnea or prolonged somnolence; can be repeated after 15 to 
30 minutes. If no relief after third administration, appropriate adjunctive therapy 
is recommended. 
Precautions: If combined with other psychotropics or anticonvulsants, care- 
fully consider individual pharmacologic effects—particularly with known com- 
anke which may potentiate action of Valium, j.e., phenothiazines, narcotics, 

arbiturates, MAO inhibitors and antidepressants. Protective measures indi- 
cated in highly anxious patients with accompanying depression who may have 
suicidal tendencies. Observe usual precautions in impaired hepatic function; 
avoid accumulation in patients with compromised kidney function. Limit oral 
dosage to smallest effective amount in elderly and debilitated to preclude 
ataxia or oversedation (initially 2 to 2V» mg once or twice daily, increasing 
gradually as needed or tolerated). 
INJECTABLE: Although o controlled, seizures may return; readminister if 
necessary; not recommended for long-term maintenance therapy. Laryngo- 
spasm/increased cough reflex are possible during peroral endoscopic 
procedures; use topical anesthetic, have necessary countermeasures avail- 
able. Hypotension or muscular weakness possible, particularly when used with 
aa aureos or alcohol. Use lower doses (2 to 5 mg) for elderly/ 
ebilitated. 
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Adverse Reactions: Side effects most commonly reported were drowsiness, 
fatigue, ataxia. Infrequently encountered were confusion, constipation, de- 
pression, diplopia, dysarthria, headache, hypotension, incontinence, jaundice, 
changes in libido, nausea, changes in salivation, skin rash, slurred speech, 
tremor, urinary retention, vertigo, blurred vision. Paradoxical reactions such as 
acute hyperexcited states, anxiety, hallucinations, increased muscle spasticity, 
insomnia, rage, sleep disturbances and stimulation have been reported; 
should these occur, discontinue drug. 
Because of isolated reports of neutropenia and jaundice, periodic blood 
counts, liver function tests advisable during long-term therapy. Minor changes 
in EEG patterns, usually low-voltage fast activity, have been observed in pa- 
tients during and after Valium (diazepam/Roche) therapy and are of no known 
significance. 
INJECTABLE: Venous thrombosis/phlebitis at injection site, hypoactivity, syn- 
cope, bradycardia, cardiovascular collapse, nystagmus, urticaria, hiccups, 
neutropenia. 
In peroral endoscopic procedures, coughing, depressed respiration dyspnea, 
hyperventilation, laryngospasm/pain in throat or chest have been reported. 
Dosage: Individualized for maximum beneficial effect. 
ORAL—Adults: Tension, anxiety, psychoneurotic states, 2 to 10 mg b.i d. to 
q.i.d.; acute alcohol withdrawal, 10 mg t.i.d. or q.i.d. in first 24 hours, then 5 mg 
L.i.d. or q.i.d. as needed; adjunctively in skeletal muscle spasm, 2 to 10 mg 
t.i.d. or q.i.d.; adjunctively in convulsive disorders, 2 to 10 mg b.i.d. to q.i.d. 
Geriatric or debilitated patients: 2 to 2Ve mg 1 or 2 times daily initially, increas- 
ing as needed and tolerated. (See Precautions.) Children: 1 to 2V» mg t.i.d. or 
q.i.d. initially, increasing as needed and tolerated (not for use under 6 months). 
INJECTABLE: Usual initial dose in older children and adults is 2 to 20 mg I.M. or 
I.V., depending on indication and severity. Larger doses may be required in 
some conditions (tetanus). In acute conditions injection may be repeated 
within 1 hour, although interval of 3 to 4 hours is usually satisfactory. Lower 
doses (usually 2 to 5 mg) with slow dosage increase for elderly or debilitated 
panine and when sedative drugs are added. (See Warnings and Acverse 
eactions.) 
For dosages in infants and children see below; have resuscitative facilities 
available. 
I.M. use: by deep injection into the muscle. 
I.V. use: inject slowly, take at least one minute for each 5 mg (1 ml) given. Do not 
use small veins, i.e., dorsum of hand or wrist. Use extreme care to avoid 
intra-arterial administration or extravasation. Do not mix or dilute Valium with 
other solutions or drugs in syringe or infusion flask. If it is not feasible to 
administer Valium directly I.V., it may be injected slowly through the infusion 
tubing as close as possible to the vein insertion. 
Moderate psychoneurotic reactions, 2 to 5 mg I.M. or I.V. and severe 
psychoneurotic reactions, 5 to 10 mg I.M. or I.V., repeat in 3 to 4 hours if 
necessary; acute alcoholic withdrawal, 10 mg I.M. or I.V. initially, then 5 to 10 
mg in 3 to 4 hours if necessary. Muscle spasm, in adults, 5 to 10 mg | M. or I.V. 
initially, then 5 to 10 mg in 3 to 4 hours if necessary (tetanus may req. ire larger 
doses); in children, administer I.V. slowly; for tetanus in infants over 30 days of 
age, 1 to 2 mg I.M. or I.V., repeat every 3 to 4 hours if necessary; in children 5 
years or older, 5 to 10 mg repeated every 3 to 4 hours as needed. Respiratory 
assistance should be available. 
Status epilepticus, severe recurrent convulsive seizures (I.V. route preferred), 5 
to 10 mg adult dose administered slowly, repeat at 10- to 15-minute intervals up 
to 30 mg maximum. Repeat in 2 to 4 hours if necessary keeping in mind 
ssibility of residual active metabolites. Use caution in presence of chronic 
ung disease or unstable cardiovascular status. Infants (over 30 days) and 
children (under 5 years), 0.2 to 0.5 mg slowly every 2 to 5 min., up to 5 mg (I.V. 
preferred). Children 5 years plus, 1 mg e Es to 5 min., up to 10 mg (slow I.V. 
preferred); repeat in 2 to 4 hours if needed. EEG monitoring may be helpful. 
In endoscopic procedures, titrate I. V. dosage to desired sedative response, 
generally 10 mg or less but up to 20 mg (if narcotics are omitted) immediately 
prior to procedure; if I.V. cannot be used, 5to 10 mg I.M. approximately 30 
minutes prior to procedure. As preoperative medication, 10 mg |.M.; in car- 
dioversion, 5to 15 mg I.V. within 5 to 10 minutes prior to procedure. Once acute 
symptomatology has been properly controlled with injectable form, patient 
may be placed on oral form if further treatment is required. 
Management of Overdosage: Manifestations include somnolence, confusion, 
coma, diminished reflexes. Monitor respiration, pulse, blood pressur2; employ 
general ne rea measures, |.V. fluids, adequate airway. Use levarterenol or 
metaraminol for hypotension, caffeine and sodium benzoate for CNS- 
depressive effects. Dialysis is of limited value. 
Supplied: Tablets, 2 mg, 5 mg and 10 mg, bottles of 100 and 500; Te-E-Dose* 
(unit dose) packages of 100, available in trays of 4 reverse-numbered boxes of 
25, and in boxes containing 10 strips of 10; Prescription Paks of 50, available 
in trays of 10. Ampuls, 2 ml, boxes of 10; Vials, 10 ml, boxes of 1; Tel-E-Ject® 
(disposable syringes), 2 ml, boxes of 10. Each ml contains 5 mg diazepam, 
compounded with 40% propylene glycol, 10% ethyl alcohol, 5% sodium ° 
benzoate and benzoic acid as buffers, and 1.5% benzyl alcohol as preservative. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 





RNA AT NNN RON 


PSYCHIATRISTS 


$48,972-$52,836 
Join us in fulfilling a new initiative in 7 
correlated mental health services. ; 


Clinical Treatment Centers 
Community Partnership 
Uniform Accessibility 
Comprehensiveness: 
Prevention 
Treatment 
Rehabilitation 


We need the professional 

` collaboration of innovative, 
energetic, and well-qualified 
psychiatrists. We offer a choice of 
locations and programs, competitive 
salaries, full benefits, and the 
advantages of the interdisciplinary 

_team. For complete information 
mail resume or call collect: 





Stan Nielsen, Chief 

Manpower Management and 
Development Branch 

2260 Park Towne Circle, P.O. Box 254829 
Sacramento, California 95825 

(916) 920-7157 
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PHYSICIANS 


The Focd and Drug Administration (an Equal Oppor- 
tunity Employer) has permanent Civil Service or Com- 
missioned Corps (U.S. Public Health Service) openings 
for evaluation of new drug clinical testing and potential 
effects of drugs. Vacancies are for physicians qualified in 
psychiatry or neurology; or with related clinical pharma- 
cology training/experience; or with research experience 
in development of new drugs. 

























Positions are located in Rockville, Maryland, and have 
no patient-care responsibilities. Duties require medical 
judgments, effective writing and speaking, and ability 
to organize work to meet deadlines. Grades GS-14 and 
GS-15 (salary range $42,812 to $50,112 per year, de- 
pending upon experience and qualifications). Compre- 
hensive fringe benefits available. 


Requirements: Medical degree (M.D. or Doctor of 
Osteopathy) and board eligibility in psychiatry or neu- 
rology; or equivalent experience in clinical pharmacol- 
ogy or drug research. Civil Service regulations govern 
acceptability of degree source and citizenship require- 
ments. 


Send Resume or Curriculum Vitae to: 
George Calvert 
Food and Drug Administration 
Division of Personnel Management 
5600 Fishers Lane 
Rockville, Maryland 20857 


| 





ALABAMA MENTAL HEALTH INSTITUTE 


Alabama Mental Health Department is curently recruiting 
General Primary Care Physicians and Psychiatrists. Positions are 
available in 11 locations, including Montgomery, Mobile and 
Tuscaloosa. We offer competitive salaries, 40 hour work week, a 
liberal benefits package, free health package and paid interviewing 
and relocation expenses. Alabama, with year round good 
weather, offers excellent recreation advantages, including theatre 
and the arts. Alabama is the place where good living and gracious 
manners are still the lifestyle. Our consultants can provide more 
information on interviewing qualified candidates. To find out more 
about these exciting opportunities, call our toll-free number listed 
below: 












Alabama Menta! Health Instititue 
JACKSON e COKER 
448-PA N. Shallowford Road 
Suite 1040 
Atlanta, Georgia 30338 
404-393-1210 


Call Toll Free Outside of Georgia 1-800-241-3971 














SEASONS OF 
OUR LIVES 


a conference at the University of California, 
San Diego 
on Adult Development 












May 16—17, 1980 


Featured Speakers: 





Daniel Levinson, Ph.D., Professor of Psychology at 
Yale University School of Medicine and Author, 
Seasons of a Man's Life 


Judith Bardwick, Ph.D., Professor of Psychology 
at the University of Michigan, and Author, 

In Transition, The Psychology of Women, ana 
Feminine Personality and Conflict. 


Plus distinguished faculty from the UC San Diego 
School of Medicine. 








Location: The beautiful UC San Diego campus, 
on a bluff overlooking the Pacific Ocean, near tre 
seaside town of La Jolla. 





For Details: Write Majorie Schneider/ Extension, X-001/ 
Dept. AJP/UCSD/La Jolla, CA 92093. 
Or phone (714) 452-3450. 


AAS 





Aura: Somatic or auto- 
nomic sensations, illusions, 
hallucinations, fear, or déja vu, 
which may signal seizure 
onset to the patient. 


Automatisms: Auto- 


matic behavior of many kinds, 


such as swallowing, chewing, 
lip-smacking; more complex, 
apparently purposeful behav- 
ior that is often inappropriate. 


Depressed state 
of consciousness: 


Partial awareness, unrespon- 
siveness, staring. 


Amnesia: Complete or 
partial amnesia during the 
attack. 

Post-seizure 
CONTUSION: Lasting for 


seconds or minutes. 





Tablets 50 mg, 250 mg 
suspension 250 mg/5 ml 





Mysoline (primidone)...a highly effective 
choice for psychomotor seizure control. 


The psychomotor seizure state may prove difficult to control." 5 
Among the major anticonvulsants, MYSOLINE (primiconej has 
emerged as an effective first-line agent in the control of psychomotor 
seizures: a view based on more than two decades of experience and 
shared by a number of leading neurologists.* °°’ This posizve 
estimation of MYSOLINE efficacy is reflected in Forster’s® zlinical 
impression of anticonvulsant response: 


Clinical impression MYSOLINE Hydantoinates Zarbiturates 
of anticonvulsant (primidone) (phenytoin) (phenobarbital) 
response in 

psychomotor + T + + + + + + + 
epilepsy 


* ---- denotes best response Adapted from Forster, F. M5 


Multiple anticonvulsant properties 


may help account for Mysoline efficacy. 

Both MYSOLINE metabolites—PEMA (phenylethylmalonamide) and 
phenobarbital—have anticonvulsant activity, as does prim done itself. 
In psychomotor epilepsy MYSOLINE is a drug of choice, while pheno- 
barbital is considered to be of little value.’ 





Please see next page for prescribing information. 


YSOLINE 


primidone 





consider tt first 
for control of 


osychomotor seizures. 


iaq|* 
(complex partial*) 
“Modified terminology from the International Classification 
of Epileptic Seizures.® 
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Consider it first 
Tor grana mal, focal and 
OSYC homotor seizures 


MYSOLINE 


primidone) 


Initial dose in patients eight years and older: 250 mg 


daily at bedtime 


BRIEF SUMMARY 

(For full orescribing information, see package circular.) 
MYSOLINE® 

Brand of PRIMIDONE Anticonvulsant 


ACTIONS: MYSOLINE raises electro- or chemoshock seizure thresholds 
or alters seizure patterns in experimental animals. The mechanism(s) 
of primidone's antiepileptic action is not known. 


Primidone per se has anticonvulsant activity as do its two metabolites. 
phenobarbital and phenylethylmalonamide (PEMA). In addition to its 
anticonvulsant activity, PEMA potentiates that of phenobarbital in ex- 
perimental animals. 


INDICATIONS: MYSOLINE, either alone or used concomitantly with other 
anticonvulsants, is indicated in the control of grand mal, psychomotor, 
and focal epileptic seizures. It may control grand mal seizures refractory 
to other anticonvulsant therapy. 

CONTRAINDICATIONS: Primidone is contraindicated in: 1) patients 


with porphyria and 2) patients who are hypersensitive to phenobarbital 
(see ACTIONS). 


WARNINGS: The abrupt witndrawal of antiepileptic medication may 
precipitate status epilepticus. 


The therapeutic efficacy of a dosage regimen takes several weeks before 
it can be assessed. 


Usage in pregnancy: The effects of MYSOLINE in human pregnancy 
and nursing infants are unknown. 


Recent reports suggest an association between the use of anticonvulsant 
drugs by women with epilepsy and an elevated incidence of birth defects 
in children born to these women. Data are more extensive with respect 

to diphenylhydantoin and phenobarbital, but these are also the most 
commonly prescribed anticonvulsants; less systematic or anecdotal 
reports suggest a possible similar association with the use of all known 
anticonvulsant drugs. 


The reports suggesting an elevated incidence of birth defects in children 
of druc-treated epileptic women cannot be regarded as adequate to 
prove a definite cause and effect relationship. There are intrinsic 
methodologic problems in obtaining adequate data on drug teratogenic- 
ity in humans; the possibility also exists that other factors, e.g., genetic 
factors or the epileptic condition itself, may be more important than drug 
therapy in leading to birth defects. The great majority of mothers on 
anticonvulsant medication deliver normal infants. It is important to ncte 
that anticonvulsant drugs should not be discontinued in patients in whom 
the drug is administered to prevent major seizures because of the strong 
possibility of precipitating status epilepticus with attendant hypoxia and 
threat to life. In individual cases where the severity and frequency of the 
seizure disorder are such that the removal of medication does not pose a 
serious threat to the patient. discontinuation of the drug may be consid- 
ered prior to and during pregnancy, although it cannot be said with any 
confidence that even minor seizures do not pose some hazard to the 
developing embryo or fetus. 


The prescribing physician will wish to weigh these considerations in treat- 
ing or counseling epileptic women of childbearing potential 


Neonatal hemorrhage, with a coagulation defect resembling vitamin K 
deficiency, has been described in newborns whose mothers were taking 
primidone and other anticonvulsants. Pregnant women under anti- 
convuisant therapy should receive prophylactic vitamin K: therapy for 
one month prior to, and during, delivery. 


PRECAUTIONS: The tota! daily dosage should not exceed 2 g. Since 
MYSOLINE therapy generally extends over prolonged periods. a com- 
plete blood count and a sequential multiple analysis-12 (SMA-12) test 
should be made every six months. 


In nursing mothers: There is evidence that in mothers treated with 
primidone, the drug appears in the milk in substantial quantities. Since 
tests for the presence of primidone in biological fluids are too complex to 
be carried out in the average clinical laboratory, it is suggested that the 
presence of undue somnolence and drowsiness in nursing newborns of 
MYSOLINE-treated mothers be taken as an indication that nursing should 
be discontinued. 
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ADVERSE REACTIONS: The most frequently occurring early side 
effects are ataxia and vertigo. These tend to disappear with continued 
therapy, or with reduction of initial dosage. Occasionally, the following 
have been reported: nausea, anorexia, vomiting, fatigue, hyperirritability, 
emotional disturbances, sexual impotency, diplopia, nystagmus, drowsi- 
ness, and morbilliform skin eruptions. Occasionally, persistent or severe 
side effects may necessitate withdrawal of the drug. Megaloblastic 
anemia may occur as a rare idiosyncrasy to MYSOLINE and to other 
anticonvulsants. The anemia responds to folic acid without necessity of 
discontinuing medication. 


DOSAGE AND ADMINISTRATION: The average adult dose is 0.75 to 
1.5 g per day. The initial dose is 250 mg. Increments of 250 mg are 
added, usually at weekly intervals, to tolerance, or therapeutic effective- 
ness, up to daily doses not exceeding 2.0 g. A typical dosage schedule 
for the introduction of MYSOLINE is as follows: 


Adults and Children Over 8 Years of Age 


1st Week 
250 mg daily at bedtime 


2nd Week 
250 mg b.i.d. 


3rd Week 
250 mg t.i.d. 


4th Week 
250 mg q.i.d. 





In children under 8 years of age, maintenance levels are established by 
a similar schedule, but at one-half the adult dosage. It is best to begin 
with 125 mg, with gradual weekly increases of 125 mg a day, to a daily 
total usually between 500 mg and 750 mg. 


In patients already receiving other anticonvulsants: MYSOLINE should 
be gradually increased as dosage of the other drug(s) is maintained or 
gradually decreased. This regimen should be continued until satisfac- 
tory dosage level is achieved for combination, or the other medication is 
completely withdrawn. When therapy with this product alone is the 
objective, the transition should not be completed in less than two weeks. 


MYSOLINE 50 mg Tablet can be used to practical advantage when small 
fractional adjustments (upward or downward) may be required, as in the 
following circumstances: for initiation of combination therapy; during 
"transfer" therapy; for added protection in periods of stress or stressful 
situations that are likely to precipitate seizures (menstruation, allergic 
episodes, holidays, etc.). 


HOW SUPPLIED: MYSOLINE Tablets —No. 430—Each tablet contains 
250 mg of primidone (scored), in bottles of 100 and 1,000. Also in unit 
dose package of 100. No. 431—Each tablet contains 50 mg of primidone 
(scored), in bottles of 100 and 500. 


MYSOLINE Suspension—No. 3850—Each 5 ml (teaspoonful) contains 
250 mg of primidone, in bottles of 8 fluidounces. 


References: 1. Gold, A. P: Pediatrics 53:540 (Apr.) 1974.2. Aird, R. B.: 
Modern Medicine 35:30 (Aug. 14) 1967.3. Woodbury, D. M., and Fingl, E., 
in Goodman, L. S., and Gilman, A. (eds.): The Pharmacological Basis cf 
Therapeutics, ed. 5, New York, Macmillan Publishing Co., Inc., 1975, 

p. 222. 4. Booker, H. E., in Penry, J. K., and Daly, D. D. (eds.): Advances 
in Neurology, vol. 11, New York, Raven Press, 1975, p. 378. B. Forster, F. M.: 
Med. Clin. North Am. 47:1579 (Nov.) 1970. 6. Millichap, J. G.: N. Engl. J. 
Med. 286:464 (Mar. 2) 1972. 7. Coatsworth, J. J. : Studies on the Clinical 
Efficacy of Marketed Antiepileptic Drugs. NINDS Monograph No. 12, U S. 
Dept. of Health, Education, and Welfare, Public Health Service, National 
Institutes of Health, Bethesda, Maryland, 1971, p. 15. 8. Gastaut, H.: 
Epilepsia 17:102 (Mar.) 1970. 
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CHIEF 


Department 
of 
Psychiatry 


335 bed community teaching hospital and 
major affiliate of Tufts Medical School, located 
in the western suburbs of Boston, is seeking 
dynamic psychiatrist to serve as Chief of 
Psychiatry starting on or about July, 1980. 
Full time position administering a large, 
growing psychiatric program involving both 
inpatient and outpatient care. Clinical 
expertise and experience in administration 
and budget are essential. A background in 
teaching and community relations, as well 
as a record of innovative and creative 
leadership are highly desirable. 


Interested candidates should submit a 
curriculum vitae to: 
Theodore E. Spielberg, MD 
Chairman, Search Committee 
c/o Richard B. Ziegler, 
Assistant Executive Director 


NEWTON-WELLESLE Y 


HOSPITAL 2014 Washington St., 
Newton, MA 02162 
NW An Equal Opportunity Employer 


Psychiatrists 


Board-elegible or certified, needed to 
serve adults for Western New York Coun- 
ties on the Niagra frontier. Challenging 
work under new leadership. Wide scope 
for innovations in the care, community 
and administrative fields. Faculty ap- 
pointments (State University of New York) 
available for qualified applicants. NYS 
salaries under newly negotiated contracts 
range from $40,000 to $50,200, depend- 
ing on qualifications, with generous fringe 
benefits. NYS license; or can arrange for 
limited permit (2-4 years) if licensed in 
another state or Canada. Opportunities 
for private practice open. Travel expenses 
paid i* qualified for interview. Please send 
curriculum vitae with inquiry letter to: 
Mahmud Mirza, MD, Director. 


BUFFALO PSYCHIATRIC CENTER 


400 Forest Avenue, Buffalo, New York 14213 
(716) 885-2261 
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WATERFORD HOSPITAL 


ST. JOHN’S 
NEWFOUNDLAND 


MEDICAL DIRECTOR 


Applications are invited from psychiatrists for the 
position of Medical Director. The Waterford Hospital is 
a 400 bed psychiatric hospital with a full range of com- 
munity and out-patient services. It is the main psychiatric 
referral facility for the Province and provides active 
treatment, forensic, and special (long term) care. It is a 
teaching hospital in conjunction with Memcrial Univer- 
sity School of Medicine. 

The Waterford Hospital is fully accredited by the 
Canadian Council on Hospital Accreditation and by the 
Royal College of Physicians of Canada for Post- 
Graduate Resident Training, and is operatec by a Board 
of Management. 


THE POSITION 


The Medical Director is responsible for: 


The overall direction and development of Clinical Ser- 
vices of the Hospital. 


Fulfilling a leading role in post-graduate medical educa- 
tion in conjunction with Memorial Universizy’s Depart- 
ment of Psychiatry and educational programmes for all 
hospital staff involved in clinical services. 


Directing the development of research programmes 
within the Hospital. 


Assuming statutory responsibility for patiemts detained 
under the Provincial Mental Health Act and the Cana- 
dian Criminal Code. 


Providing direct supervision of the Medical Staff. 


Chairing Medical and Professional Advisory Com- 
mittees and representing the Hospital on 2xtra-mural 
mental health committees. 


Conducting an ongoing evaluation of the Hospital's role 
as the only psychiatric hospital in the Province. 


Maximizing the resources of the Hospital and providing 
for a therapeutic milieu, which cannot be rep icated in 
any of the other psychiatric facilities in the Province. 


OTHER CONSIDERATIONS 


. Salary negotiable. 

Modern housing available. 

. Relocation expenses subsidized. 

. Administrative Assistant. 

Liberal travel funds. 

. Opportunity for joint appointment with M.U.N. 
Medical School. 


Applications with curriculum vitae or requests for 
further information to be submitted to: 
Dr. A.H. Roberts, Chairman 
Search Committee for Waterford Hospital 
Medical Director 
Room E-122 
Memorial University of Newfoundland 
St. John’s, Newfoundland 
AIB 3X8 


OR 


Phone collect 753-1200, Ext. 2585, 2586, 2602 
(Office) 753-5666 (Home) 
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WHEN 
DEPRESSION 
EXPRESSES 
ITSELF 


? SINEQUAN 


(DOXEPIN HCI) 


- ANTIDEPRESSANT 
| der tessiun he once a EF FEC TIVEN ESS 
“aiowerngotinetameotite. — With! Convenient 


My energies ebbed, 


my will tolivedecreased, ^ ONCE -Q-day 


and | found myself retreating 


from the activities of life to a h . x 
more introverted existence” S OSAQGE 


15O-MG 
CAPSULE 


Also available in: 

100-mg, /5-mg, 50-mg, 25-mg, 1O-mg 
CAPSULES and ORAL CONCENTRATE, 
10 mg/ml, in 120-ml (4-oz) bottles 


*The total daily dosage of Sinequan, up to 150 mg, may be 
administered on a once-a-day schedule without loss of 
effectiveness. 

t The 150-mg copsule strength is intended for 
maintenance therapy only and is not recommenced 
for initiation of treatment. 
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See Brief Summary on next page for information on 
contraindications, warnings, precautions and adverse 
reactions. 





ANTIDEPRESSANT 
EFFECTIVENESS 


CONVENIENT ONCE-A-DAY hs. DOSAGE ^ 


which may improve patient compliance. The tota! | 
daily dosage, upto 150 mg per day, may be given 
on a once-a-day schedule without loss of effec- 


tiveness. Sinequan may also be given on a 


SINEQUAN 


(DOXEPIN HCI) 
150-m 
CAPSULE 





divided dosage schedule, up to 300 mg per day. 
PROMINENT SEDATIVE EFFECT 


which may help to relieve the difficulty in falling 
and staying asleep, and the early-morning 
awakening often associated with depression. 


ESTABLISHED ANTIANXIETY ACTIVITY 


to help alleviate the anxiety which often accom- 
panies clinical depression. 


USUALLY WELL TOLERATED 


At doses up to 150 mg per day, Sinequan does not 
generally affect the antihypertensive activity of 


guanethidine and related compounds. Tachy- 
cardia and hypotension have been reported 
occasionally. Drowsiness is the most commonly ob- 
served side effect. Dry mouth, blurred vision, consti- 
pation and urinary retention have been reported. 


EXTENDED RANGE 


*The 150-mg capsule strength is intended for 
maintenance therapy only and is not recommended 
for initiation of treatment. — 


OF DOSAGE STRENGTHS 
for flexibility in individualizing therapy. 





BRIF SUMMARY 

SINEQUAN® (doxepin HC!) Capsules/Oral Concentrate 

Contraindications. Contraindicatad in individuals who have shown hypersensitivity to the drug, 
and in patients with glaucoma or a tendency to urinary retention. These disorders should be ruled 
out, particularly in older patients. Possibility of cross sensitivity with other dibenzoxepines should 
be kept in mind. 

Warnings. The once-a-day dosage regimen of SINEQUAN (doxepin HCI) in patients with inter- 
current illness or patients taking other medications should be carefully adjusted. This is 
especially important in patients receiving other medications with anticholinergic effects. 

Usage in Geriatrics: The use of SINEQUAN on a once-a-day dosage regimen in geriatric 
patients should be adjusted carefully based on the patient's condition. 

Usage in Pregnancy: Reproduction studies performed in animals have shown no evidence of 
harm to the animal fetus. Since there is no experience in pregnant women receiving this drug, 
safety in pregnancy has not been established. There are no data with respect to the secretion of 
the drug in human milk and its effect on the nursing infant. 

Usage in Children: Usage in children under 12 years of age is not recommended because 
safe conditions for its use have not been established. 

MAO Inhibitors: Serious side effects and even death have been reported following the 
concomitant use of certain drugs with MAO inhibitors. Therefore, MAO inhibitors should be 
discontinued at least two weeks prior to the cautious initiation of therapy with this drug. The exact 
length of time may vary and is dependent upon the particular MAO inhibitor being used, the 
length of time it has been administered and the dosage involved. 

with Alcohol: it should be borne in mind that alcohol ingestion may increase the 
danger inherent in any intentional or unintentional SINEQUAN overdosage. This is especially 
important in patients who may use alcohol excessively. 
Precautions. Since drowsiness may occur with the use of this drug, patients should be warned of 
that possibility and cautioned against driving a car or operating dangerous machinery while 
taking this drug. 

Patients should also be cautioned that their response to alcohol may be potentiated. 

Since suicide is an inherent risk in any depressed patient, and may remain so until significant 
improvement has occurred, pun: should be closely supervised during the early course of 
therapy. Prescriptions should be written for the smallest feasible amount. 

Should increased symptoms of psychosis or shift to manic symptomatology occur, it may be 
necessary to reduce dosage or add a major tranquilizer to the dosage regimen. 

Adverse Reactions. : Some of the adverse reactions noted below have not been 
specifically reported with SINEQUAN use. However, due to the close pharmacological 
pue among the tricyclics, the reactions should be considered when prescribing 

Anticholinergic Effects: Dry mouth, blurred vision, constipation, and urinary retention have 
been reported. If they do not subside with continued therapy, or become severe, it may be 
— À to reduce the dosage. 

Central Nervous System Effects: Drowsiness is the most commonly noticed side effect. This 
tends to disappear as therapy is continued. Other infrequently reported CNS side effects are 
confusion, disorientation, hallucinations, numbness, paresthesias, ataxia, and extrapyramidal 
symptoms and seizures. 

Cardiovascular: Cardiovascular effects including hypotension and tachycardia have been 
reported occasionally. 

Allergic: Skin rash, edema, photosensitization, and pruritus have occasionally occurred. 

Hematologic: Eosinophilia has been reported in a few patients. There have been occasional 
reports of bone marrow depression manifesting as agranulocytosis, leukopenia, thrombo- 
cytopenia, and purpura. 

Gastrointestinal. Nausea, vomiting, indigestion, taste disturbances, diarrhea, anorexia, and 
aphthous stomatitis have been reported. (See anticholinergic effects.) 

Endocrine: Raised or lowered libido, testicular swelling, gynecomastia in males, enlargement 
of breasts and galactorrhea in the female, raising or lowering of blood sugar levels have been 
reported with tricyclic administration. 

Other: Dizziness, tinnitus, weigh: gain, sweating, chills, fatigue, weakness, flushing, jaundice, 
alopecia, and headache have been occasionally observed as adverse effects. 
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Dosage and Administration. For most patients with illness of mild to moderate severity, a 
starting daily dose of 75 mg is recommended. Dosage may subsequently be increased or 
decreased at appropriate intervals and according to individual response. The usual optimum 
dose range is 75 mg/day to 150 mg/day. 

In more severely ill patients higher doses may be required with subsequent gradual increase to 
300 mg/day if necessary. Additional therapeutic effect is rarely to be obtained by exceeding a 
dose of 300 mg/day. 

In patients with very mild symptomatology or emotional symptoms accompanying organic 
disease, lower doses may suffice. Some of fhese patients have been controlled on doses as low 
as 25-50 mg/day. 

The total a dosage of SINEQUAN (doxepin HCI) may be given on a divided or once-a-day 
dosage schedule. If the once-a-day schedule is employed the maximum recommended dose is 
150 mg/day. This dose may be given at bedtime. The 150 mg capsule strength is intended for 
maintenance therapy only and is not recommended for initiation of treatment. 

Antianxiety effect is apparent before the antidepressant effect. Optimal antidepressant effect 
may not be evident for two to three weeks. 

Overdosage. 
A. Signs and Symptoms 

1. Mild: Drowsiness, stupor, blurred vision, excessive dryness of mouth. 

2. Severe: Respiratory depression, hypotension, coma, convulsions, cardiac arrhythmias and 
tachycardias. 

Also: urinary retention (bladder atony), decreased gastrointestina! motility (paralytic ileus), 
hyperthermia (or hypothermia), hypertension, dilated pupils, hyperactive reflexes. 

B. Management and Treatment 

1, Mild: Observation and supportive therapy is all that is usually necessary. 

2. Severe: Medical management of severe SINEQUAN overdosage consists of aggressive 
supportive therapy. If the patient is conscious, gastric lavage, with appropriate precautions to 
DOR pulmonary aspiration, should be performed even though SINEQUAN is rapidly absorbed. 

he use of activated charcoal has been recommended, as has been continuous gastric lavage 
with saline for 24 hours or more. An adequate airway should be established in comatose patients 
and assisted ventilation used if necessary EKG monitoring may be required for several days, 
since relapse after apparent recovery has been reported. Arrhythmias should be treated with the 
appropriate antiarrhythmic agent. It has been reported that many ofthe cardiovascular and CNS 
symptoms of tricyclic antidepressant poisoning in adults may be reversed by the slow intra- 
venous administration of 1 mg to 3 mg of physostigmine salicylate. Because physostigmine is 
rapidly metabolized, the dosage should be repeated as required. Convulsions may respond to 
standard anticonvulsant therapy; however, barbiturates may potentiate any respiratory depres- 
sion. Dialysis and forced diuresis generally are not of value in the management of overdosage 
due to high tissue and protein binding of SINEQUAN. 
Supply. SINEQUAN is available as capsules containing doxepin HCI equivalent to 10 mg, 75 mg, 
and 100 mg doxepin: bottles of 100, 1000, and unit-dose packages of 100 (10 x 10's). 25 mg and 
50 mg doxepin: bottles of 100, 1000, 5000, and unit-dose packages of 100 (10 x 10's). 150 mg 
doxepin: bottles of 50, 500, and unit-dose packages of 100 (10 x 10's). SINEQUAN Oral 
Concentrate (10 mg/ml) is available in 120 ml bottles with an accompanying dropper calibrated 
at 5 mg, 10 mg, 15 mg. 20 mg, and 25 mg. Each mi contains doxepin HC! equivalent to 10 mg 
doxepin. Just prior to administration, SINEQUAN Oral Concertrate should be diluted with 
approximately 120 mi of water, whole or skimmed milk, or orange, grapefruit, tomato, prune or 
pineapple juice. SINEQUAN Oral Concentrate is not physically compatible with a number of 
carbonated beverages. For those patients requiring antidepressant therapy who are on 
methadone maintenance, SINEQUAN Oral Concentrate and methadone syrup can be mixed 
together with Gatorade®, lemonade, orange juice, sugar water, Tang®, or water; but not with 
grape juice. Preparaticn and storage of bulk dilutions is not recommended. 
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MOVING? 


PLEASE NOTIFY US 
6 WEEKS IN ADVANCE 


MEMBERS: This notification will change 
your address (and/or name) for the 
AMERICAN JOURNAL OF PSYCHIATRY, 
PSYCHIATRIC NEWS, and all member- 
wide APA mailings. 


SUBSCRIBERS: Please notify each 
publication separately. 


FORMER ADDRESS: 


PASTE LABEL HERE 





NEW ADDRESS and/or NAME: 


NAME are: Se uq S T ane 
DEPARTMENT 

ORGANIZATION 

STREET 


CITY STATE ZIP 


APA MEMBERS MAIL TO: 


APA Division of Membership Services 

and Studies 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 


SUBSCRIBERS MAIL TO: 


APA Circulation Department 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 
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Everybody 
knows somebody 
who's been helped. 








cO 





'The United Way is reaching out. It goes into 

every neighborhood. To every age group. Across 
every income level. 

To help. In a thousand ways. 

A neighbor. A relative. Maybe someone down the 
street who’s out of work. Or sick. Or in trouble. 
Chances are the United Way helps someone you know. 
Maybe someday it’ll be helping you. 


Y 
United Way 
ds wi A Public Service of This Magazine & The Advertising Council A 8 | 
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inxiety symptoms dispelled, yet not drowsy by day. 


[ranxene € 


LORAZEPATE DIPOTASSIUM) 4306cB 
\PSULES, 3.75, 7.5, and 15 mg 
1ANXENE-SD SINGLE DOSE TABLETS, 
|.25 and 22.5 mg 


rief Summary 





IDICATIONS — TRANXENE is indicated for the 
mptomatic relief of anxiety associated with anxiety 
urosis, in other psychoneuroses in which anxiety 
mptoms are prominent features, and as an adjunct 
disease states in which anxiety is manifested. 


TRANXENE is indicated for the symptomatic relief 
acute alcohol w thdrawal. 


The effectiveness of TRANXENE in long-term use, 
at is, more than 4 months, has not been assessed 
+ systematic clinical studies. The physician should 
assess periodically the usefulness of the drug for 
e individual patient. 


ONTRAINDICATIONS — TRANXENE is contraindi- 
ited in patients with a known hypersensitivity to the 
ug, and in those with acute narrow angle glaucoma. 


IARNINGS — TRANXENE is not recommended for 
se in depressive neuroses or in psychotic reactions. 


Patients on TRANXENE should be cautioned against 

igaging in hazardous occupations requiring mental 
ertness, such as operating dangerous machinery 
icluding motor vehicles. 


Since TRANXENE has a central nervous system 
epressant effect. patients should be advised against 
ie simultaneous use of other CNS-depressant drugs, 
nd cautioned that the effects of alcohol may be 
icreased. 


Because of the lack of sufficient clinical experi- 
nce, TRANXENE is not recommended for use in 
atients less than 18 years of age. 


hysical and Psychological Dependence: 
lithdrawal symptoms (similar in character to those 
oted with barbiturates and alcohol) have occurred 
lowing abrupt discontinuance of clorazepate. Symp- 
yms of nervousress, insomnia, irritability, diarrhea, 
Yuscle aches and memory impairment have followed 
brupt withdrawal after long-term use of high dosage. 


Caution should be observed in patients who are 
onsidered to have a psychological potential for drug 
lependence. 


Evidence of drug dependence has been observed in 
logs and rabbits which was characterized by convul- 
‘ive seizures when the drug was abruptly withdrawn 
yr the dose was reduced; the syndrome in dogs could 
ye abolished by administration of clorazepate. 


Jsage in Pregnancy: 

in increased risk of congenital malformations asso- 
siated with the use of minor tranquilizers (chlordia- 
‘epoxide, diazepam, and meprobamate) during the 
irst trimester cf pregnancy has been suggested in 
several studies. TRANXENE, a benzodiazepine deriva- 
ive, has not been studied adequately to determine 
whether it, too, may be associated with an increased 


risk of fetal abnormality. Because use of these drugs 
is rarely a matter of urgency, their use during this 
period should almost always be avoided. The possi- 
bility that a woman of childbearing potential may be 
pregnant at the time of institution of therapy should 
be considered. Patients should be advised that if they 
become pregnant during therapy or intend to become 
pregnant they should communicate with their physi- 
cian about the desirability of discontinuing the drug. 


Usage during Lactation: 

TRANXENE should not be given to nursing mothers 
since it has been reported that nordiazepam is ex- 
creted in human breast milk. 


PRECAUTIONS — In those patients in which a degree 
of depression accompanies the anxiety, suicidal 
tendencies may be present and protective measures 
may be required. The least amount of drug that is 
feasible should be available to the patient. 

Patients on TRANXENE for prolonged periods 
should have blood counts and liver function tests 
periodically. The usual precautions in treating patients 
with impaired renal or hepatic function should also 
be observed. 

In elderly or debilitated patients, the initial dose 
should be small, and increments should be made 
gradually, in accordance with the response of the 
patient, to preclude ataxia or excessive sedation. 


ADVERSE REACTIONS — The side effect most fre- 
quently reported was drowsiness. Less commonly 
reported (in descending order of occurrence) were: 
dizziness, various gastrointestinal complaints, ner- 
vousness, blurred vision, dry mouth, headache, and 
mental confusion. Other side effects included in- 
somnia, transient skin rashes, fatigue, ataxia, geni- 
tourinary complaints, irritability, diplopia, depression 
and slurred speech. 

There have been reports of abnormal liver and 
kidney function tests and of decrease in hematocrit. 

Decrease in systolic blood pressure has been 
observed. 


DOSAGE AND ADMINISTRATION 
For the symptomatic relief of anxiety: 
TRANXENE is administered orally. The capsules may 
be given in divided doses. The usual daily dose is 30 
mg. The dose should be adjusted gradually within the 
range of 15 to 60 mg daily in accordance with the 
response of the patient. In elderly or debilitated 
patients it is advisable to initiate treatmcnt at a daily 
dose of 7.5 to 15 mg. 

TRANXENE capsules may also be administered as 
a single dose daily at bedtime; the recommended 
initial dose is 15 mg. After the initial dose, the 
response of the patient may require adjustment of 
subsequent dosage. Lower doses may be indicated in 
the elderly patient. Drowsiness may occur at the 
initiation of treatment and with dosage increment. 

TRANXENE-SD tablets (22.5 mg) may be adrnin- 
istered as a single dose every 24 hours. This tablet 
is intended as an alternate dosage form for the con- 
venience of patients stabilized on a dose of 7.5 mg 
capsules three times a day. TRANXENE-SD tablets 





should not be used to initiate therapy. 


TRANXENE-SD HALF STRENGTH tablets (11.25 
mg) may be administered as a single dose every 24 
hours. 


For the symptometic relief of 

acute alcohol withdrawal: 

Recommended scheauie: ‘st 24 hours, 30 mg 
TRANXENE initially, *ollowad by 30 to 60 mg in 
divided doses: 2nd 24 hours, 45 to 90 mg in divided 
doses; 3rd 24 hours, 22.5 tc 45 mg in divided doses; 
4th day, 15 to 30 mg in civided doses. Thereafter 
gradually reduce to 7.5 to 15 mg daily, and discon- 
tinue as soon as condition is stable. Maximum daily 
dose is 90 mg. Avoid excessive reductions in total 
drug on successive days. 


DRUG INTERACTIONS — If TRANXENE is to be 
combined with other drugs acting on the central 
nervous system, careful consideration should be 
given to the pharmacology cf the agents to be em- 
ployed. Animal experience indicates that TRANXENE 
prolongs the sleeping time after hexobarbital or after 
ethyl alcohol, increases the inhibitory effects of 
chlorpromazine, but does not exhibit monoamine 
oxidase inhibition. Clinica! studies have shown in- 
creased sedation with corcurrent hypnotic medica- 
tions. The actions of the benzodiazepines may be 
potentiated by barbiturates, narcotics, phenothiazines, 
monoamine oxidase inhibitors or other antidepres- 
sants. 

If TRANXENE is used to treat anxiety associated 
with somatic disease states, careful attention must 
be paid to possible drug interacticn with concomitant 
medication. 


MANAGEMENT OF OVERDOSAGE — Overdcsage is 
usually manifested by varying degrees of CNS de- 
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otherwise specified. Papers that are not accompanied by the 
appropriate cover letter, including the copyright transfer 
statement, will not be reviewed until such a statement is re- 
ceived. 

Authors will be notified as soon as possible of the receipt 
of their paper; at this time, the paper will be assigned a num- 
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before the meeting if they expect any substantive revisions 
due to discussion at the meeting, further research, etc. These 
papers are subject to the same peer review criteria as other 
submissions, and not all papers can be published in the Jour- 
nal. Authors who wish to submit their papers elsewhere 
must secure permission from the Editor. The Journal will 
assign its own number to each paper received for review; 
this number must appear in any further communications 
about the paper. The copyright transfer statement described 
above must accompany annual meeting papers submitted for 
review. 


Length 


The length of submitted material should not exceed the 
following specifications unless a special arrangement has 
been made with the Editor. Regular articles—3,800 words or 
the equivalent, including references, tables, and figures 
(about 15 manuscript pages). Brief Communications—2,500 
words or equivalent (about 10 manuscript pages). Clinical 
and Research Reports—1,000 words, 10 references, 1 table 
(no figures can be used in this section). Letters to the Edi- 
tor—500 words, 5 references. The number of words, tables, 
and figures should be noted on the title page. 


TYPES OF ARTICLES 
Overviews 


Overview articles attempt to bring together important rele- 
vant information on a topic of general interest to psychiatry. 
They are usually written at the invitation of the Editor; au- 
thors who have ideas for overview articles are advised to 
check with the Editor to ensure that a similar work is not in 
preparation. Overviews should not exceed 25 double-spaced 
pages (about 7,500 words) and should have no more than 100 
references. All overviews, including those written by in- 
vitation, are given the same peer review received by other 
papers. 


Regular Articles and Brief Communications 


The primary difference between these two types of papers 
is length. The "brief communication'' designation does not 
imply less sophisticated or complete work: it merely means 
that the content can be expressed within the upper limit of 
2,500 words. There is no difference in the review procedure 
or scheduling of these articles. Authors who submit unneces- 
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sarily long articles with redundancies and loose writing style 
will be asked to shorten them, which can delay publication. 
Authors should choose their words carefully, avoiding 
lengthy introductions containing material that is common 
knowledge, summaries that merely repeat the results, unnec- 
essary tables, figures or references, etc. Single case reports 
will not be accepted as regular articles or Brief Communica- 
tions; these papers should be submitted as Clinical and Re- 
search Reports. 


Clinical and Research Reports 


This section contains very brief articles (maximum of 
1,000 words, 10 references, 1 table, and no figures) reporting 
new research findings, including preliminary data from pilot 
studies, and case reports that 1) describe new syndromes, 2) 
cast a new light on established ones, 3) indicate a new thera- 
peutic procedure of potential value, or 4) describe adverse 
effects or previously unreported complications of drugs or 
therapeutic interventions. Because of the stringent criteria 
for this section, authors can expect more rapid publication 
than is possible in other sections. Submitted papers that sub- 
stantially exceed the stated maximum length or contain fig- 
ures will be returned to the author unreviewed. 


Prompt Publication Policy 


Articles submitted for prompt publication can be of either 
regular or Brief Communication length (a "prompt pub- 
lication policy" is automatically in effect for Clinical and Re- 
search Reports). These papers are given priority in sched- 
uling; however, authors should be aware that the minimum 
publication time is four months. Prompt publication papers 
must meet stringent criteria of originality and be of major, 
immediate importance to the field. Authors must state their 
reasons for wanting rapid review in a cover letter to the 
Editor. It is important to think carefully about the nature 
of the paper before requesting prompt publication: a paper 
may be delayed if it is submitted inappropriately. 
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Letters to the Editor. Brief letters (maximum of 500 words 
and 5 references) will be considered if they include the nota- 
tion "for publication" in the upper right corner. Letters criti- 
cal of an article published in the Journal will automatically 
be sent to the authors for reply. The Journal is unable to 


notify authors of receipt of letters or to return those not pub-_ 


lished. All letters are subject to editing. Letters must be 
typed double-spaced throughout on letter-size bond paper: 
two copies are required. Letters that are not typed appropri- 
ately or do not conform to Journal reference style will be 
returned to the author for revision. 

Book Reviews. Books for review or listing may be sent di- 
rectly to the Editor, American Journal of Psychiatry, 1700 
Eighteenth St., N.W., Washington, D.C. 20009. Book re- 
views are usually solicited by the editor. Authors interested 
in reviewirg a particular book are urged to contact the edito- 
rial office to see if the Editor wishes the book to be reviewed 
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long, seldom contain references, and will be edited. 


TYPING AND ARRANGING THE PAPER 
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with the title page as number 1. Please consult the following 


section on Journal style specifications for criteria for each 


part of the paper. 
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possible. Headline style (declarative sentences) should be 
avoided. Abbreviations and acronyms are rarely used in 
titles. 
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principal researchers and/or writers: collabora-ors can be ac- 
knowledged in a footnote. Degrees (other than honorary or 
undergraduate degrees) should be included after the authors' 
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Previous presentation. If the paper has been presented 
orally, please give the name of the meeting. the place, and 
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Acknowledgments. Acknowledgments should be in a sepa- 
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number. Individual acknowledgments should be as brief as 
possible. Acknowledgments of companies that supplied 
drugs are used only in the case of experimental drugs or 
those unavailable in this country. 

Other requirements. The number of words, tzbles, and fig- 
ures should appear in the upper right corner and a phone 
number for the corresponding author in the lower right. 


Précis 


The précis should be up to 100 words for regular articles 
and Brief Communications (no précis is used in the Clinical 
and Research Reports section). The précis should be a single 
paragraph using complete, connected sentences, active 
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places a summary. 


Text 


Headings and subheadings should be inserted at reason- 
able intervals in all types of papers. Footnotes to text materi- 
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tween the groups were significant." In cases of lengthy com- 
plicated analyses, the authors may summarize results and 
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indicate that details are available from them on request. 
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PRESCRIBING INFORMATION 

Navane® (thiothixene) 
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Navane for prolonged periods). Blood dyscrasias (agranulocyto- 
sis, pancytopenia, thrombocytopenic purpura), and liver damage 
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Intramuscular Administration — As with all intramuscular prep- 
arations, Navane Intramuscular should be injected well within the 
body of a relatively large muscle. The preferred sites are the upper 
outer quadrant of the buttock (i.e., gluteus maximus) and the 
mid-lateral thigh. 

The deltoid area should be used only if well developed, such as in 

certain adults and older children, and then only with caution to 
avoid radial nerve injury. Intramuscular injections should not be 
made into the lower and mid-thirds of the upper arm. As with all 
intramuscular injections, aspiration is necessary to help avoid 
inadvertent injection into a blood vessel. 
Adverse Reactions. Note: Not all of the following adverse 
reactions have been reported with Navane (thiothixene). However, 
since Navane has certain chemical and pharmacologic similarities 
to the phenothiazines, all of the known side effects and toxicity 
associated with phenothiazine therapy should be borne in mind 
when Navane is used. 

Cardiovascular effects: Tachycardia, hypotension, lightheaded- 
ness, and syncope. [n the event hypotension occurs, epinephrine 
should not be used as a pressor ageat since a paradoxical further 
lowering of blood pressure may result. Nonspecific EKG changes 
have been observed in some patients receiving Navane. These 
changes are usually reversible and frequently disappear on 
continued Navane therapy. The incidence of these changes is lower 
than that observed with some phenothiazines. The clinical 
significance of these changes is not known. 

CNS effects: Drowsiness, usually mild, may occur although it 
usually subsides with continuation of Navane therapy. The 
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incidence of sedation appears similar to that of the piperazine group 
of phenothiazines, but less than that of certain aliphatic 
phenothiazines. Restlessness, agitation and insomnia have been 
noted with Navane (thiothixene). Seizures and paradoxical exacer- 
bation of psychotic symptoms have occurred with Navane 
infrequently. 

Hyperreflexia has been reported in infants delivered from 
mothers having received structurally related drugs. 

In addition, phenothiazine derivatives have been associated 
with cerebral edema and cerebrospinal fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo-parkinsonism, 
akathisia, and dystonia have been reported. Management of these 
extrapyramidal symptoms depends upon the type and severity. 
Rapid relief of acute symptoms may require the use of an injectable 
antiparkinson agent. More slowly emerging symptoms may be 
managed by reducing the dosage of Navane and/or administering 
an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: As with all antipsychotic agents 
tardive dyskinesia may appear in some patients on long term 
therapy or may occur after drug therapy has been discontinued. The 
risk seems to be greater in elderly patients on high-dose therapy, 
especially females. The symptoms are persistent and in some 
patients appear to be irreversible. The syndrome is characterized 
by rhythmical involuntary movements of the tongue, face, mouth 
or jaw (e.g., protrusion of tongue, puffing of cheeks, puckering of 
mouth, chewing movements). Sometimes these may be accompa- 
nied by involuntary movements of extremities. 

There is no known effective treatment for tardive dyskinesia: 
antiparkinsonism agents usually do not alleviate the symptoms of 
this syndrome. It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment, or increase the 
dosage of the agent, orswitch to a different antipsychotic agent, the 
syndrome may be masked. 

It has been reported that fine vermicular movements of the 
tongue may be an early sign of the syndrome and if the medication 
is stopped at that time, the syndrome may not develop. 

Hepatic effects: Elevations of serum transaminase and alkaline 
phosphatase, usually transient, have been infrequently observed in 
some patients. No clinically confirmed cases of jaundice attribut- 
able to Navane have been reported. 

Hematologic effects: As is true with certain other psychotropic 
drugs, leukopenia and leukocytosis, which are usually transient, 
can occur occasionally with Navane. Other antipsychotic drugs 
have been associated with agranulocytosis, eosinophilia, hemo- 
lytic anemia, thrombocytopenia and pancytopenia. 

Allergic reactions: Rash, pruritus, urticaria, photosensitivity 
and rare cases of anaphylaxis have been reported with Navane. 
Undue exposure to sunlight should be avoided. Although not 
experienced with Navane, exfoliative dermatitis and contact 
dermatitis (in nursing personnel) have been reported with certain 
phenothiazines. 

Endocrine disorders: Lactation, moderate breast enlargement 
and amenorrhea have occurred in a small percentage of females 
receiving Navane. If persistent, this may necessitate a reduction in 
dosage or the discontinuation of therapy. Phenothiazines have been 
associated with false positive pregnancy tests, gynecomastia, 
hypoglycemia, hyperglycemia, and glycosuria. 

Autonomic effects: Dry mouth, blurred vision, nasal conges- 
tion, constipation, increased sweating, increased salivation, and 
impotence have occurred infrequently with Navane therapy. 
Phenothiazines have been associated with miosis, mydriasis, and 
adynamic ileus. 

Other adverse reactions: Hyperpyrexia, anorexia, nausea, 
vomiting, diarrhea, increase in appetite and weight, weakness or 
fatigue, polydipsia and peripheral edema. 

Although not reported with Navane, evidence indicates there is a 
relationship between phenothiazine therapy and the occurrence of 
a systemic lupus erythematosus-like syndrome. 

NOTE: Sudden deaths have occasionally been reported in 

patients who have received certain phenothiazine derivatives. In 
some cases the cause of death was apparently cardiac arrest or 
asphyxia due to failure of the cough reflex. In others, the cause 
could not be determined nor could it be established that death was 
due to phenothiazine administration. 
Dosage and Administration. Dosage of Navane should be 
individually adjusted depending on the chronicity and severity of 
the condition. In general, small doses should be used initially and 
gradually increased to the optimal effective level, based on patient 
response, 

Some patients have been successfully maintained on once-a-day 
Navane therapy. 

Usage in children under 12 years of age is not recommended 
because safe conditions for its use have not been established. 

Navane Intramuscular Solution— For Intramuscular Use Only. 
Where more rapid control and treatment of acute behavior is 
desirable, the intramuscular form of Navane may be indicated. It is 
also of benefit where the very nature of the patient's sympto- 
matology, whether acute or chronic, renders oral administration 
impractical or even impossible. 

For treatment of acute symptomatology or in patients unable or 
unwilling to take oral medication, the usual dose is 4 mg of Navane 
Intramuscular administered 2 to 4 times daily. Dosage may be 
increased or decreased depending on response. Most patients are 
controlled on a total daily dosage of 16 to 20 mg. The maximum 


Navane (thiothixene) (thiothixene hydrochloride) 


Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20 mg Concentrate: 5 mg/ml 


Intramuscular: 2 mg/ml 


recommended dosage is 30 mg/day. An oral form should supplant 
the injectable form as soon as possible. It may be necessary to 
adjust the dosage when changing from the intramuscular to oral 
dosage forms. Dosage recommendations for Navane (thiothixene) 
Capsules and Concentrate appear in the following paragraphs. 

Navane Capsules; Navane Concentrate — In milder conditions, 
an initial dose of 2 mg three times daily. If indicated, a subsequent 
increase to 15 mg/day total daily dose is often effective. 

In more severe conditions, an initial dose of 5 mg twice daily. 

The usual optimal dose is 20 to 30 mg daily. If indicated, an 

increase to 60 mg/day total daily dose is often effective. Exceed- 
ing à total daily dose of 60 mg rarely increases the beneficial 
response. 
Overdosage. Manifestations include muscular twitching, drowsi- 
ness, and dizziness. Symptoms of gross overdosage may include 
CNS depression, rigidity, weakness, torticollis, tremor, salivation, 
dysphagia, hypotension, disturbances of gait, or coma. 

Treatment: Essentially symptomatic and supportive. For Navane 
oral, early gastric lavage is helpful. For Navane oral and 
Intramuscular, keep patient under careful observation and maintain 
an open airway, since involvement of the extrapyramidal system 
may produce dysphagia and respiratory difficulty in severe 
overdosage. If hypotension occurs, the standard measures for 
managing circulatory shock should be used (I. V. fluids and/or 
vasoconstrictors). 

If a vasoconstrictor is needed, levarterenol and phenylephrine 
are the most suitable drugs. Other pressor agents, including 
epinephrine, are not recommended, since phenothiazine deriva- 
tives may reverse the usual pressor action of these agents and cause 
further lowering of blood pressure. 

If CNS depression is present, recommended stimulants include 
amphetamine, dextroamphetamine, or caffeine and sodium ben- 
zoate. Stimulants that may cause convulsions (e.g. picrotoxin or 
pentylenetetrazol) should be avoided. Extrapyramidal symptoms 
may be treated with antiparkinson drugs. 

There are no data on the use of peritoneal or hemodialysis, but 
they are known to be of little value in phenothiazine intoxication. 
How Supplied. Navane (thiothixene) is available as capsules 
containing | mg, 2 mg, 5 mg, and 10 mg of thiothixene in bottles 
of 100, 1,000, and unit-dose pack of 100(10x 10's). Navane is also 
available as capsules containing 20 mg of thiothixene in bottles of 
100, 500, and unit-dose pack of 100 (10 x 10's). 

Navane (thiothixene hydrochloride) Concentrate is available in 
120 ml (4 oz.) bottles with an accompanying dropper calibrated at 
2 mg. 4 mg, 5 mg, 6 mg, 8 mg. and 10 mg, and in 30 ml (102.) 
bottles with an accompanying dropper calibrated at 2 mg, 4 mg. 
and 5 mg. Each ml contains thiothixene hydrochloride equivalent 
to 5 mg of thiothixene. Contains alcohol, U.S.P. 7.0% v/v (small 
loss unavoidable). 

Navane (thiothixene hydrochloride) Intramuscular solution is 
available in a2 ml amber glass vial in packages of 10 vials. Each ml 
contains thiothixene hydrochloride equivalent to 2 mg of thiothix- 
ene, dextrose 5% w/v, benzyl alcohol 0.9% w/v, and propyl 
gallate 0.02% w/v. 


References: |. Rickels K, Norstad N, Downing R: The acutely 
decompensated schizophrenic patient, presented as a scientific 
exhibit at the American Psychiatric Association 28th Institute on 
Hospital and Community Psychiatry. September 20-22, 1976, 
Atlanta, Ga. 2. Stotsky BA: Relative efficacy of parenteral 
haloperidol and thiothixene for the emergency treatment of acutely 
excited and agitated patients. Dis Nerv Syst 38:967-973, Dec 1977. 
3. Sloan RB, Razani J, Maloney MP, et al: Premorbid adjustment, 
cognition and outcome in schizophrenia, presented as a scientific 
exhibit at the 128th Annual Meeting of the American Psychiatric 
Association, May 5-9, 1975, Anaheim, California. 4. Engelhardt 
DM, Rudorfer L, Rosen B: Haloperidol and thiothixene in the 
long-term treatment of chronic schizophrenic outpatients in an 
urban community: Social and vocational adjustment. J Clin 
Psychiatry 39:834-840, Dec 1978. 5. Itil TM, Unverdi C, 
Wohlrabe J, et al: Drug therapy of psychosis associated with 
organic brain syndrome, presented as a scientific exhibit at the 
American Public Health Association Centennial, Atlantic City, 
New Jersey, Nov 12-16, 1972. 6. Brauzer B. Goldstein BJ: 
Comparative effects of intramuscular thiothixene and trifluopera- 
zine in psychotic patients: J Clin Pharmacol 8:400-403, Nov-Dec 
1968. 7. Dillenkoffer RL, Gallant DM, George RB, et al: 
Electrocardiographic evaluations of schizophrenic patients, pre- 
sented as a scientific exhibit at the 125th Annual Meeting of the 
American Psychiatric Association, Dallas, Texas, May 1-4, 1972. 
8. Data on file at Roerig. 9. Goldstein B, Weiner D, Banas F: 
Clinical evaluation of thiothixene in chronic ambulatory schizo- 
phrenic patients, in Lehmann HE, Ban TA (eds): Modern Problems 
in Pharmacopsychiatry. Basel, S Karger, 1969, vol 2, pp 45-52. 


For additional information on Navane, 
please consult your Roerig representative or 
write to: Roerig Medical Department, 235 East 
42nd Street, New York, NY 10017. 
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at the 133rd annual meeting of the 
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Featuring... 
-Live Patient Simulations -Guest Speakers 
-Audience Participation -Open Discussion with Experts 
-Neuroreceptors: State of the Art -Research in Progress 


-Accredited Program-Suicide Prevention -A Multimedia Event 


Time: Continuous 9 a.m. to 4 p.m. 


Place: Conveniently located between 
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Mam Meeting Rooms, 
Brooks Hall, ROCHE 
San Francisco 


Dates: May 5-8,1980 
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impressive improvement in the often critical first two days In a series of 

clinical studies '-* involving hospitalized and ambulatory schizophrenics, there was a 
particularly impressive decrease in key target symptoms such as conceptual 

disorganization, thinking disorder, hallucinatory behavior, and anxiety-depression during 

the first two days. Particularly notable was an almost 40% mean symptomatic improvement in 
BPRS reported in 18 acute schizophrenic patients after 48 hours of treatment.’ (See chart) 


Steady progress facilitates earlier resocialization Throughout the early weeks of therapy, 

the LOXITANE difference continues to be apparent. In clinical trials, near maximal control 

has been reported'-* by week four and behavior patterns often approached normal. 

Mean overall symptom improvement of almost 96% in BPRS has been observed within 28 days.' 
Prompt therapeutic response permits approximate psychotherapy for a rapid return to 

more normal activities. 
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Brief Summary 

LOXITANE” Loxapine Succinate Capsules 

LOXITANE® C Loxapine Hydrochloride Oral Concentrate 
INDICATIONS: Manifestations of schizophrenia 
CONTRAINDICATIONS: Comatose or severely depressed states: 
hypersensitivity to the drug. 

WARNINGS: Safe use during pregnancy or lactation has not been 
established; weigh potential benefits to possible hazards. Not 
recommended.for use in children under 16. May impair mental and/ 
or physical abilities especially during early therapy; warn ambula- 
tory patients about activities requiring alertness and concomitant 
use of alcohol or other CNS depressants. Not recommended for 
management of behavioral complications in mentally retarded 
patients 

PRECAUTIONS: Use with extreme caution in patients with a history 
of convulsive disorders; use with caution in patients with cardio- 
vascular disease or in those with glaucoma or a tendency to urinary 
retention particularly when on concomitant anticholinergic medica- 
tion. Loxapine has an antiemetic effect in animals which might occur 
in man masking signs of overdosage of toxic drugs and obscuring 
intestinal obstruction or brain tumor. Since possible ocular toxicity 
cannot be excluded, observe carefully for pigmentary retinopathy 
and lenticular pigmentation 

ADVERSE REACTIONS: CNS effects, other than extrapyramidal, 
infrequent. Mild drowsiness may occur at beginning of therapy or 
upon dosage increase, usually subsides with continued therapy 
Sedation, dizziness, faintness, staggering gait, muscle twitching, 
weakness and confusional states have been reported. Extrapyrami- 
dal reactions often occur early in treatment manifested by 
Parkinson-like symptoms (tremor, rigidity, excessive salivation, 
masked facies, akathisia) controllable by dosage reduction or anti- 
parkinson drugs at usual dosages. Dystonic and dyskinetic reac- 
tions, while less frequently occurring, may be more severe, 
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Recommended Daily Dosage 


Dosage Initially: 20-50 mg 

During first 24 hours: up to 100 mg 
Usual therapeutic level: 150 mg/day 
Maintenance: 60-100 mg/day 


Maximum: 250 mg/day 


Dosage may be divided as necessary. 
Reduced dosage in geriatrics and 
adolescents should be considered. 





requiring dosage reduction or temporary withdrawal plus appropri- 
ate counteractive drugs. Persistent Tardive Dyskinesia may appear 
dunng prolonged therapy or following discontinuance, the risk 
greater in the elderly, especially females, on high dosage. Symp- 
toms, persistent and in some patients apparently irreversible, are 
charactenzed by rhythmical involuntary movement of the tongue, 
face, mouth and jaw sometimes accompanied by involuntary move- 
ment of extremities. Since there is no known effective treatment, dis- 
continue all antipsychotic drugs if symptoms appear. Reinstitution of 
treatment, increased dosage, or switching to another agent may 
mask syndrome. The syndrome may not develop if medication is 
stopped when fine vermicular movements of the tongue first appear 
Cardiovascular Effects: Tachycardia., hypotension, hypertension 
lightheadedness and syncope. ECG changes, not known to be re- 
lated to loxapine use, have been reported. Skin: Dermatitis, edema 
of face, pruritus, seborrhea. Possible photosensitivity and/cr photo- 
toxicity; skin rashes of unknown etiology seen in a few patients in hot 
summer months. Anticholinergic: Dry mouth, nasal congestion, 
constipation, blurred vision (more likely to occur with concomitant 
use of antiparkinson agents). Other: Nausea, vomiting, weight gain 
or loss, dyspnea, ptosis, hyperpyrexia, flushed facies, headache. 
paresthesia, polydipsia. Rarely, galactorrhea and menstrua! irreg- 
ularity of unknown etiology. 


References: 1. Sharma T: Rapid response to loxapine in acute schizophrenia, 
Curr Ther Res 25:366-370, March 1979. 2. Serban G: Loxapine in acute 
schizophrenic disorder, Curr Ther Res 25:139-143, January 1979. 3. Zisook S et 
al.: Loxapine succinate (LOXITANE®) in the outpatient treatment of acutely ill 
schizophrenic patients, Curr Ther Res 24:415-426, August 1978. 4. Thomas JL: 
Loxapine oral liquid concentrate in the treatment of young adult patients with 
acute schizophrenic symptoms, Curr Ther Res 25:371-377, 1979 


LEDERLE LABORATORIES 
CED A Division of American Cyanamid Company 
Wayne, New Jersey 07470 





NEW BOOKS for 
your personal library 


A METHOD OF PSYCHIATRY 


Edited and with contributions by STANLEY E. GREBEN, 
M.D., ROBERT POS, M.D., VIVIAN M. RAKOFF, 
M.B.B.S., ALEXANDER BONKALO, M.D., FREDERICK H. 
LOWY, M.D., and GEORGE VOINESKOS, M.D., all of the 
University of Toronto, Toronto, Canada. (34 Contribu- 
tors). This introductory text provides a succinct, yet up- 
to-date and complete basic coverage of the field. The 
text has its origins in the faculty of Psychiatry at the Uni- 
versity of Toronto, who found that none of the many good 
and comprehensive texts available reflected their par- 
ticular methoc of teaching psychiatry to students. The 
book proceeds from a broadly-based eclecticism which 
uses the contributions of many different points of view in 
the field. Psychiatry is not separated from medicine, but 
rather seen as an essential and fundamental part of the 
practice of all medicine and surgery. The writers, each 
expert in his area, emphasize the idea of the psychiatrist 
as a physician — a healer who uses the available knowl- 
edge of a given period to respond to the patient's suffer- 
ing, with an awareness that the sources of suffering are 
ordinarily complex and may range from broadly social or 
even historical pressures to the most narrowly identifi- 
able somatic cause. About 350 pp. (7 x 10), illus., 1980, 
Ready Soon, About $24.00. 


TEXTBOOK OF CHILD NEUROLOGY, 2nd ed. 


By JOHN H. MENKES, M.D., University of California at 
Los Angeles. In consultation and with a contribution by 
MARCEL KINSBOURNE, M.D., Ph.D. (8 Contributors). 
This book has become a standard text for anyone with a 
serious interest in pediatric neurology. This new edition 
is easily readable and concise and has been completely 
revised to reflect the numerous major advances in the 
field. It incorporates pertinent information derived from 
the basic neurological sciences with practical data on the 
clinical evaluation and management of the child with 
neurologic disease. In covering the field, the author and 
his colleagues have made extensive use of literature 
references which include not only the classic or early 
description of the diseases but also the most up-to-the- 
minute review of the conditions. Review of first edition: "A 
mine of useful information." — British Medical Journal. 
695 pp. (7 x 10), 137 illus., 1980, $38.00. 


DRUG INTERACTIONS, 4th ed. 


By PHILIP D. HANSTEN, Pharm.D., Washington State 
University, Pullman. The clinical significance of drug- 
drug interactions and the effects of drugs on clinical 
laboratory results are presented in this work in a clear, 
concise manner that can be easily utilized in actual prac- 
tice. This new edition has been expanded to include 
about two hundred additional drug-drug and drug-food 
interactions. Review of previous edition: "A master com- 
pilation of drug interactions." — American Journal of 
Pharmaceutical Education. 552 pp., paperback, 1979, 
$16.00. 


Plan now to examine our new books at the 
American Psychiatric Association meeting in 
San Francisco, California, May 5-8, 1980. 
We'll be at Booth B-22. 


A TEXTBOOK OF NEUROLOGY, 6th ed. 


Edited and with contributions by the late H. HOUSTON 
MERRITT, M.D. (13 Contributors). A time-honored 
Classic, this book continues its unexcelled performance 
of providing practical, definitive data on diagnosis, 
differential diagnosis and treatment; with full consid- 
eration of neurology as an integral part of medicine. In 
this extensively revised sixth edition, Doctor Merritt has 
enlisted the aid of thirteen extremely well-qualified con- 
tributors who have written portions or entire chapters on 
areas of their particular interest. The result is virtually a 
new book. Disease entities presen:ed within each 
chapter are discussed in terms of incidence, pathology, 
symptoms and signs, laboratory data, diagnosis, course 
and prognosis, and treatment. An impcrtant new feature 
of this edition are chapters on diagnostic testing. 962 pp., 
191 illus., tables, 1979, $26.00. 


THE CANCER PATIENT: Social and Medical 


Aspects of Care 

Edited and with contributions by BARRIE R. CASSI- 
LETH, Ph.D., University of Pennsyivania Cancer Center, 
Philadelphia. (21 Contributors). Ar in-depth and unique 
study of the human and social aspec:s of cancer. The 
first section discusses cancer epicemiology, economics 
involved in cancer and its treatment, ethical issues in 
treating cancer patients, and questions, problems and 
procedures of informed consent. The second section 
covers management issues including cancer detection 
and screening, rehabilitation services inclucing rehabili- 
tation of the stoma patient, pain, ard nutritional manage- 
ment. The final section explores the role of the psychia- 
trist, etc. 332 pp., paperback, illus., 1979, $12.50. 


MEDICINES AND DRUGS: Problems and Risks, 


Use and Abuse, 2nd ed. 

By BRENT Q. HAFEN, Ph.D., and BRENDA PETERSON, 
both of Brigham Young University, Provo, Utah. 
Especially prepared for those who work or have interest 
or responsibilities in working with youth, this book repre- 
sents a wealth of material gleaned from the published 
research and writings of many prominent experts in the 
field of drug use and abuse. It provides insight into the 
abuse of mood-modifying drugs. 429 pp., paperback, 
tables, 1978, $12.75. 


Use your Master Charge or VISA card to order. 
Be sure to include your card number and expira- 
tion date. Lea & Febiger pays all postage and 
handling charges on cash and credit card sales. 


LEA & FEBIGER 


WASHINGTON SQUARE 
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32nd Institute 
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Psychiatry 


September 15 to 18, 1980 
Boston, Massachusetts 


Walter J. Tardy, M.D. 
Chairman, 
Program Committee 


Theme: 
Q. The Patient: Where? 
A. Lost in the Mental Health System 


Registration Fee: $125 
$40 one day 


Additional information available from: 


Alice Conde Martinez 
Institutes on Hospital & 
Community Psychiatry 
American Psychiatric Association 
1700 18th Street, N.W. 
Washington, D.C. 20009 


Over 20 hours of continuing medical 
education credits will be awarded. 
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Brief Summary of Prescribing information 


Indications and Usage: Symptomatic relief of anxiety, tension, agitation, irritability and 
insomnia associated with anxiety neuroses and transient situational disturbances; anxiety 
associated with depressive symptoms and as a treatment of symptoms of anxiety if such symp- 
toms are a significant feature of functional or organic disorders, particularly gastrointestinal or 
cardiovascular. 

Effectiveness in long-term use, i.e., more than 4 months, has not been assessed by system- 
atic clinical studies. Reassess periodically usefulness of the drug for the individual patient. 


Contraindications: Known sensitivity to benzodiazepines or acute narrow-angle glaucoma. 


Warnings: Not recommended in primary depressive disorders or psychoses. As with all CNS- 
acting drugs. warn patients on lorazepam not to operate machinery or motor vehicles, and ol 
diminished tolerance for alcohol and other CNS depressants. 

Physical and Psychological Dependence: Withdrawal symptoms like those noted with barbi- 
turates and alcohol have occurred following abrupt discontinuance of benzodiazepines 
(including convulsions, tremor, abdominal and muscle cramps, vomiting and sweating). Addic- 
tion-prone individuals, e.g. drug addicts and alcoholics, should be under careful surveillance 
when on benzodiazepines because of their predisposition to habituation and dependence. 
Withdrawal symptoms have also been reported following abrupt discontinuance of benzodi- 
azepines taken continuously at therapeutic levels for several months. 

Precautions: in depression accompanying anxiety, consider possibility for suicide. 

For elderly or debilitated patients, initial daily dosage should not exceed 2mg to avoid over- 
sedation. 

Terminate dosage gradually since abrupt withdrawal of any antianxiety agent may result ir 
symptoms like those being treated: anxiety, agitation, irritability, tension, insomnia and occa- 
sional convulsions. 

Observe usual precautions with impaired renal or hepatic function. 

Where gastrointestinal or cardiovascular disorders coexist with anxiety, note that lorazepar 
has not been shown of significant benefit in treating gastrointestinal or cardiovascular compo- 
nent 

Esophageal dilation occurred in rats treated with lorazepam for more than 1 year a! 
6mg / kg //day. No effect dose was 1.25mg/kg/day (approximately 6 times the maximum humar 
therapeutic dose of 10mg/ day). Effect was reversible only when treatment was withdrawn withir 
2 months of first observation. Clinical significance is unknown; but use of lorazepam for pro- 
longed periods and in geriatric patients requires caution and frequent monitoring for symptoms 
of upper G.I. disease. 

Safety and effectiveness in children under 12 years have not been established 


ESSENTIAL LABORATORY TESTS: Some patients have developed leukopenia; some have hac 
elevations of LDH. As with other benzodiazepines, periodic blood counts and liver function test: 
are recommended during long-term therapy. 


CLINICALLY SIGNIFICANT DRUG INTERACTIONS: Benzodiazepines produce CNS depressan 
effects when administered with such medications as barbiturates or alcohol. 


CARCINOGENESIS AND MUTAGENESIS: No evidence of carcinogenic potential emerged ir 
rats during an 18-month study. No studies regarding mutagenesis have been performed. 


PREGNANCY: Reproductive studies were performed in mice, rats, and 2 strains of rabbits 
Occasional anomalies (reduction of tarsals, tibia, metatarsals, malrotated limbs, gastroschisis 
malformed skull and microphthalmia) were seen in drug-treated rabbits without relationship tc 
dosage. Although all these anomalies were not present in the concurrent control group, they 
have been reported to occur randomly in historical controls. At 40mg/kg and higher, there was 
evidence of fetal resorption and increased fetal loss in rabbits which was not seen at lowe! 
doses. Clinical significance of these findings is not known. However, increased risk of congeni: 
tal malformations associated with use of minor tranquilizers (chlordiazepoxide, diazepam anc 
meprobamate) during first trimester of pregnancy has been suggested in several studies 
Because use of these drugs is rarely a matter of urgency, use of lorazepam curing this perioc 
should almost always be avoided. Possibility that a woman of child-bearing potential may be 
pregnant at institution of therapy should be considered. Advise patients if they become preg: 
nant to communicate with their physician about desirability of discontinuing the drug. 

In humans, blood levels from umbilical cord blood indicate placental transfer of lorazepam 
and its glucuronide. 
NURSING MOTHERS: It is not known if oral lorazepam is excreted in human milk like other 
benzodiazepines. As a general rule, nursing should not be undertaken while on a drug since 
many drugs are excreted in milk. 


Adverse Reactions, if they occur, are usually observed at beginning of therapy and generally 
disappear on continued medication or on decreasing dose. In a sample of about 3,500 anxious 
patients, most frequent adverse reaction is sedation (15.996), followed by dizziness (6.996), 
weakness (4.296) and unsteadiness (3.496). Less frequent are disorientation, depression, nau- 
sea. change in appetite, headache, sleep disturbance, agitation, dermatological symptoms, eye 
function disturbance, various gastrointestinal symptoms and autonomic manifestations. Inci- 
dence of sedation and unsteadiness increased with age. Small decreases in blood pressure 
have been noted but are not clinically significant, probably being related to relief of anxiety. 


Overdosage: In management of overdosage with any drug, bear in mind that multiple agents 
may have been taken. Manifestations of overdosage include somnolence, confusion and coma. 
Induce vomiting and/or undertake gastric lavage followed by general supportive care, monitor- 
ing of vital signs and close observation. Hypotension, though unlikely, usually may be controlled 
with Levarterenol Bitartrate Injection U.S.P Usefulness of dialysis has not been determined. 


Ativan: 
Anxiety 


Dosage: Individualize for maximum beneficial effects. Increase dose 
gradually when needed, giving higher evening dose before increasing 
daytime doses. Anxiety, usually 2-3mg/day given b.i.d. or Li.d.; dosage 
may vary from 1 to 10mg/day in divided doses. For elderly or debili- 
tated, initially 1-2mg/day; insomnia due to anxiety or transient situa- 
tional stress, 2-4mg h.s. 


How Supplied: 0.5, 1.0 and 2.0mg tablets. 


Wyeth Laboratories 


| i cst. PA 19101 


™ 






Copyright © 1979, Wyeth Laboratories 
Div. of AH PC, N.Y., N.Y. All rights reserved 


Why one benzodiazepine 
and not another? Are you concerned about 


long-acting metabolites? Many clinicians, as well as pharmacologists, 
are beginning to draw attention to this problem (see New England Journal 
of Medicine, April 5, 1979). 

In contrast to some older benzodiazepines, Ativan (lorazepam) does 
not give rise to long-lasting active metabolites. As with all 
benzodiazepines, you should follow the usual precautions concerning 
co-administration with other CNS depressants and warn your 
patients against operating dangerous machinery and motor vehicles. 

However, it is noteworthy that Ativan showed no clinical evidence of 
accumulation even when given in high doses over periods up to 
6 months. The half-life of free lorazepam is about 12 hours; steady-state 
serum levels are attained in 2-3 days. Comparable data for diazepam: 
20-50 hours and at least 7-10 days. (The pharmacokinetic profile of a drug 
can define such characteristics as absorption, distribution, metabolism 
and elimination but cannot, at present, be directly related to its 
therapeutic effectiveness.) 

Ativan has a convenient b.i.d. 
or t.i.d. dosage schedule; 
itis compatible with a long list of 
other medications and, of course, 
it is a highly effective anxiolytic 
agent, as established in numerous 
nationwide, double-blind, 
controlled evaluations 
in thousands of patients. 








See important information on preceding page. 
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“You've been 
- lied to, Doctor... 


by the alcoholic’ 


As actor Patrick O'Neal recalls it: 

"I lied to my doctor. I lied to my family 
and lied to myself. 

“T didn’t know then, as an activealcoholic 
that denial is a symptom of the disease of 
alcoholism. Nobody told me. Not even my 
doctors (and there were many). 

"It could be that they didn't know it 
either. Didn't know how to look past my 
lies to make the diagnosis. 


"It's tough to do this, I know...when 
you're not being told the truth. But, the 
medical profession has a fantastic oppor- 
tunity —to heal, to save lives, and to pre- 
serve the quality of lives—by seeing what's 
really the truth, and having the courage to 
confront the patient with it. 


“Of course, when you do this, you run 
the risk of patient denial. But I believe this 
confrontation is really in the patient's 
best interest. And when he finally realizes 
this... he'll bless you for it. 

"So take this small risk. Because there is 
no gain without risk...right? Save a drunk. 
Tell him the truth. 

"I would have appreciated it. And I love 
you for having read this and for reading 
what Follows, written by Dr. Stanley 
Citlow. He confronted me.” 


MOn 





Guiding the alcoholic patient 
into a total treatment program... 


"In accepting this challenge, the physician should be assured that, working within the framework 
of a total treatment program, the prognosis for rehabilitation is usually excellent and the experience 
most gratifying...for the physician as well as his newly productive, enormously grateful patient." 


Stanley E. Gitlow, M.D. 


Formerly President, American Medical Society on Alcoholism, 
Clinical Professor of Medicine, The Mount Sinai School 


of Medicine, New York, N. Y. 


I. Recognition 


Whenever compulsive drinking is caus- 
ing trouble in a marriage, on the job, or 
with close friends — and when the 
patient continues to drink despite these 
repeated difficulties in personal rela- 
tionships —the diagnosis of alcoholism 
is nearly always justified. 


2. Confrontation 


"You may very well offend the patient;' 
according to Dr. Gitlow, "especially if 
you're the first to confront him with the 
reality of his alcoholism. But it's a risk 
that must be taken. Even if your first 
efforts are not successful, you're actually 
making it easier for the second...or the 
third...doctor who confronts him.” 

And once the patient recognizes and 
accepts his problem, through tactful yet 
forthright confrontations, he has 
taken his first positive step toward 
rehabilitation. 


3. Rehabilitation 


The physician, after his diagnosis is 
made and ultimately accepted by the 
patient, must then decide the extent of 
his own personal involvement in the 
total recovery program. He may elect to: 
(A) refer the patient for detoxification... 
to another physician, hospital, or alco- 
holism program featuring integrated 
medical services. 

(B) personally assist the patient to 
achieve a state free of alcohol...before 
referring him to the resources of a total 
treatment program. 

(C) accept the challenge of full treat- 
ment responsibility following diagnosis 
and detoxification. 

This involves investigation and 
evaluation of community resources for 
assistance in formulating a long-term 
recovery plan with the patient's 
participation. 

Recommended throughout the long- 
term rehabilitation process may be the 
valuable support of ANTA BUSE* (disul- 
firam)...especially in patients who have 
the desire to stop drinking but lack the 
willpower. 

Under the deterrent protection of 
ANTABUSE, these alcoholic patients 
may have a better chance of taking 


advantage ofthetotaltreatment program. 


Antabuse 
(disulfiram) 


for help on the way back 


o The alcoholic patient's willingness to 
start on ANTABUSE can be a valid 
indicator of his motivation to come to 

grips with his addiction. 

c His abstinence from alcohol while on 
ANTABUSE is based on education — 

the patient's awareness of the highly 
discomforting reactions that can occur. 
Ingestion of even the slightest amount of 
alcohol can cause previously admin- 
istered ANTABUSE to block normal 
degradation of the alcohol. .sharply 
increasing the concentration of acetal- 
dehyde in the blood bv 5 to 10 times 

and triggering a most unpleasant 
experience * 

o His willingnessto stay on ANTABUSE 
can be an expression of commitment 

to actively cooperate in a long-range 
total treatment program. 

*Note: The patient must be given a clear and detailed 
account of the effects o^ ingesting even a small amount 
of alcohol after he has taken ANTABUSE, and must 


be told that such effects may occur ezen up to 14 days 
after the last dose. 


Please see prescribing information or next page. 
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Antabuse 
(disulfiram) 








for help on the way back 


BRIEF SUMMARY 
(For full prescribing information, see package 
circular.) 
ANTABUSE* BRAND OF DISULFIRAM 
IN ALCOHOLISM 
INDICATION 
ANTABUSE is an aid in the management of selected 
chronic alcoholic patients who want to remain in a 
state of enforced sobriety so that supportive and 
psychotherapeutic treatment may be applied to best 
advantage. (Used alone, without proper motivation 
and without supportive therapy, ANTABUSE is not a 
cure for alcoholism, and it is unlikely that it will have 
more than a brief effect on the drinking pattern of 
the chronic alcoholic.) 
CONTRAINDICATIONS 

Patients who are receiving or have recently received 
metronidazole, paraldehyde, alcohol, or alcohol- 
containing preparations, e.g.. cough syrups, tonics 
and the like, should not be given ANTABUSE. 

ANTABUSE is contraindicated in the presence of 
severe myocardial disease or coronary occlusion, 
psychoses, and hypersensitivity to disulfiram or to 
other thiuram derivatives used in pesticides and 
rubber vulcanization 

WARNINGS 


ANTABUSE should never be administered to a 
patient when he is in a state of alcohol intoxica- 
tion or without his full knowledge. 

The physician should instruct relatives 
accordingly. 


The patient must be fully informed of the 
ANTABUSE-alcohol reaction. He must be strongly 
cautioned against surreptitious drinking while taking 
the drug and he must be fully aware of possible con- 
sequences. He should be warned to avoid alcohol in 
disguised form, i.e., in sauces, vinegars, cough mix- 
tures, and even aftershave lotions and back rubs. 
He should also be warned that reactions may occur 
with alconol up to 14 days after ingesting 
ANTABUSE. 

The ANTABUSE-ALCOHOL REACTION: 
ANTABUSE plus alcohol, even small amounts, pro- 
duces flushing, throbbing in head and neck, throb- 
bing headache, respiratory difficulty, nausea, 
copious vomiting, sweating, thirst, chest pain, 
palpitation, dyspnea, hyperventilation, tachycardia, 
hypotension, syncope, marked uneasiness, weak- 
ness, vertigo, blurred vision, and confusion. In 
Severe reactions there may be respiratory depres- 
sion, cardiovascular collapse, arrhythmias, myocar- 
dial infarction, acute congestive heart failure, 
unconsciousness, convulsions, and death. 

The intensity of the reaction varies with each indi- 
vidual, but is generally proportional to the amounts 
of ANTABUSE and alcohol ingested. Mild reactions 
may occur in the sensitive individual when the blood 
alcohol concentration is increased to as little as 5 to 
10 mg per 100 ml. Symptoms are fully developed at 
50 mg per 100 ml and unconsciousness usually 
ilum when the blood alcohol level reaches 125 to 
1 mg. 

The duration of the reaction varies from 30 to 60 
minutes to several hours in the more severe cases, 
or as long as there is alcohol in the blood. 

DRUG INTERACTIONS: Disulfiram appears to 
decrease the rate at which certain drugs are metabo- 
lized and so may increase the blood levels and the 
= of clinical toxicity of drugs given concom- 
itantly. 

DISULFIRAM SHOULD BE USED WITH 
CAUTION IN THOSE PATIENTS RECEIVING 
PHENYTOIN AND ITS CONGENERS, SINCE THE 
CONCOMITANT ADMINISTRATION OF THESE 
TWO DRUGS CAN LEAD TO PHENYTOIN INTOXI- 
CATION. PRIOR TO ADMINISTERING DISULFIRAM 
TOA PATIENT ON PHENYTOIN THERAPY, A 
BASELINE PHENYTOIN SERUM LEVEL SHOULD 
BE OBTAINED. SUBSEQUENT TO INITIATION OF 
DISULFIRAM THERAPY, SERUM LEVELS ON 
PHENYTOIN SHOULD BE DETERMINED ON DIF- 
FERENT DAYS FOR EVIDENCE OF AN INCREASE 
OR FOR A CONTINUING RISE IN LEVELS. 
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INCREASED PHENYTOIN LEVELS SHOULD BE 
TREATED WITH APPROPRIATE DOSAGE 
ADJUSTMENT. 

It may be necessary to adjust the dosage of oral 
anticoagulants upon beginning or stopping disul- 
firam, since disulfiram may prolong prothrombin 
time. 

Patients taking isoniazid when disulfiram is given 
should be observed for the appearance of unsteady 
gait or marked changes in mental status and the 
disulfiram discontinued if such signs appear. 

In rats, simultaneous ingestion of disulfiram and 
nitrite in the diet for 78 weeks has been reported to 
cause tumors, and it has been suggested that disul- 
firam may react with nitrites in the rat stomach to 
form a nitrosamine which is tumorigenic. Disulfiram 
alone in the diet of rats did not lead to such tumors. 
The relevance of this finding to humans is not 
known at this time. 

CONCOMITANT CONDITIONS: Because of the 
possibility of an accidental ANTABUSE-alcohol 
reaction, ANTABUSE (disulfiram) should be used 
with extreme caution in patients with any of the fol- 
lowing conditions: diabetes mellitus, hypothyroidism, 
epilepsy, cerebral damage, chronic and acute 
nephritis, hepatic cirrhosis or insufficiency. 
USAGE IN PREGNANCY: The safe use of this drug 
in (styl has not been established. Therefore, 
ANTABUSE should be used during pregnancy only 
when, in the judgment of the physician, the probable 
benefits outweigh the possible risks. 
PRECAUTIONS 

Patients with a history of rubber contact derma- 
titis should be evaluated for hypersensitivity to 
thiuram derivatives before receiving ANTABUSE 
(See Contraindications). 

It is suggested that every patient under treatment 
carry an Identification Card, stating that he is 
receiving ANTABUSE and describing the symptoms 
most likely to occur as a result of the ANTABUSE- 
alcoho! reaction. In addition, this card should indi- 
cate the physician or institution to be contacted in 
emergency. (Cards may be obtained from Ayerst 
Laboratories upon request.) 

Alcoholism may accompany or be followed by 
dependence on narcotics or sedatives. Barbiturates 
have been administered concurrently with 
ANTABUSE without untoward effects, but the possi- 
bility of initiating a new abuse should be considered. 

Baseline and follow-up transaminase tests (10-14 
days) are suggested to detect any hepatic dysfunc- 
tion that may result with ANTABUSE therapy. In 
addition, a complete blood count and a sequential 
multiple analysis-12 (SMA-12) test should be made 
every six months. 

Patients taking ANTABUSE Tablets should not be 
exposed to ethylene dibromide or its vapors. This 
precaution is based on preliminary results of animal 
research currently in progress which suggests a 
toxic interaction between inhaled ethylene dibro- 
mide and ingested disulfiram resulting in a higher 
incidence of tumors and mortality in rats. Correla- 
tion of this finding to humans, however, has not 
been demonstrated. 

ADVERSE REACTIONS 
(See Contraindications, Warnings, and Precautions.) 
OPTIC NEURITIS, PERIPHERAL NEURITIS AND 
POLYNEURITIS MAY OCCUR FOLLOWING AD- 
MINISTRATION OF ANTABUSE. 

Occasional skin eruptions are, as a rule, readily 
controlled by concomitant administration of an anti- 
histaminic drug. 

In a small number of patients, a transient mild 
drowsiness, fatigability, impotence, headache, 
acneform eruptions, allergic dermatitis, or a metallic 
or garlic-like aftertaste may be experienced during 
the first two weeks of therapy. These complaints 
usually disappear SPS COUR with the continua- 
tion of therapy or with reduced dosage. 

Psychotic reactions have been noted, attributable 
in most cases to high dosage, combined toxicity 
(with metronidazole or isoniazid), or to the unmask- 
ing of underlying psychoses in patients stressed by 
the withdrawal of alcohol. 


One case of cholestatic hepatitis has been 
reported, but its relationship to ANTABUSE 
(disulfiram) has not been unequivocally established. 

DOSAGE AND ADMINISTRATION 
ANTABUSE should never be administered until the 
parant has abstained from alcohol for at least 12 

ours. 
INITIAL DOSAGE SCHEDULE: In the first phase of 
treatment, a maximum of 500 mg daily is given ina 
single dose for one to two weeks. Although usually 
taken in the morning, ANTABUSE may be taken on 
retiring by patients who experience a sedative effect. 
Alternatively, to minimize, or eliminate, the sedative 
effect, dosage may be adjusted downward 
MAINTENANCE REGIMEN: The average mainte- 
nance dose is 250 mg daily (range, 125 to 500 mg); 
it should not exceed 500 mg daily. 
NOTE: Occasional patients, while seemingly on ade- 
quate maintenance doses of ANTABUSE, report 
that they are able to drink alcoholic beverages with 
impunity and without any symptomatology. All 
appearances to the contrary, such patients must be 
presumed to be disposing of their tablets in some 
manner without actually taking them. Until such 
patients have been observed reliably taking their 
daily ANTABUSE tablets (preferably crushed and 
well mixed with liquid), it cannot be concluded that 
ANTABUSE is ineffective. 
DURATION OF THERAPY: The daily, uninterrupted 
administration of ANTABUSE must be continued 
until the patient is fully recovered socially and a basis 
for permanent self-control is established. Depending 
on the individual patient, maintenance therapy may 
be required for months or even years. 
TRIAL WITH ALCOHOL: During early experience 
with ANTABUSE, it was thought advisable for each 
patient to have at least one supervised alcohol-drug 
reaction. More recently, the test reaction has been 
largely abandoned. Furthermore, such a test reac- 
tion should never be administered to a patient over 
50 years of age. A clear, detailed, and convincing 
description of the reaction is felt to be sufficient in 
most cases. 

However, where a test reaction is deemed neces- 
sary, the Suggested procedure is as follows: 

After the first one to two weeks therapy with 500 
mg daily, a drink of 15 ml (120z) of 100 proof 
whiskey or equivalent is taken slowly. This test dose 
of alcoholic beverage may be repeated once only so 
that the total dose does not exceed 30 ml (1 oz) of 
whiskey. Once a reaction develops, no more alcohol 
should be consumed. Such tests should be carried 
out only when the patient is hospitalized. or compar- 
able supervision and facilities, including oxygen, 
are available. 

MANAGEMENT OF ANTABUSE-ALCOHOL REAC- 
TION: In severe reactions, whether caused by an 
excessive test dose or by the patient's unsupervised 
ingestion of alcohol, supportive measures to restore 
blood pressure and treat shock should be instituted 
Other recommendations include: oxygen, ca en 
(95 per cent oxygen and 5 per cent carbon dioxide), 
vitamin C intravenously in massive doses (1 g), and 
ephedrine sulfate. Antihistamines have also been 
used intravenously. Potassium levels should be 
monitored particularly in patients on digitalis since 
hypokalemia has been reported. 

HOW SUPPLIED 
ANTABUSE —No. 809 — Each tablet (scored) con- 
tains 250 mg disulfiram, in bottles of 10C. No. 810— 
Each tablet erred) contains 500 mg disulfiram, in 


bottles of 50 and 1,000 7199/80 


AYERST LABORATORIES 
New York, N.Y. 10017 


No two children are alike. 
That is why 


Morris E. Chafetz, M.D., 
Are the same. Founding Director of the National 


Institute on Alcohol Abuse and Alcoholism, 


The Foundation's nationwide therapeutic programs vary considerably is pleased to announce 


to serve the needs of children, adolescents and young adults with learnin 1 1 
disabilities, neurological impairment, mental velar dation or emotio the Sp ening ofa " waw 


disturbance. residential alcoholism treatment facility, 
Devereux also offers specialty programs: 


@ Hedges Treatment Center — For young people who are not ready to 
utilize a conventional residential treatment approach but whose problems 
do not warrant psychiatric hospital attention. 


e Center for Autistic and Schizophrenic Children — A comprehensive treat- 


ment program for children under ten years of age. 
Career House — For intellectually bright high school graduating seniors 
and post-high school youth with problems of underachievement and/or 


personal adjustment. 


THE DEVEREUX FOUNDATION in Charleston, South Carolina. 


A NONPROFIT ORGANIZATION 


oe AN gp John H. Magill, Executive Director. 
Charles J. Fowler Layton McCurdy, M.D., Medical Director. 
Bode t re yg Phone 803-559-2461. 


Ellwood M. Smith, Admissions Director, Devon, Pa. 19333 or call 215 687-3000 

Keith A. Seaton, Admissions Director, Box 1079 Santa Barbara 93102 or call 805 968-2525 z 
Robert E. Worsley, Admissions Director, Box 2666, Victoria 77901 or call 512 575-8271 
Richard A. Etter, Director, 6436 E. Sweetwater, Scottsdale 85254 or call 602 948-5857 
Ralpk L. Comerford, Director, 1980 Stanley Road, N. W., Kennesaw 30144 or call 404 427-0147 
Theodore E. Enoch, Director, Sabbaday Lane, Washinglon 06793 or call 203 868-7377 
Frederic A. Hervey, Director, Miles Road, Rutland 01543 or call 617 886-4746 


All Devereux Branches Surveyed by the Joint Commission on Accreditation of 
Hospitals are Approved as Psychiatric Facilities for Children and Adolescents 


The B24 Ill...a new 
generation of electro- 
convulsive therapy 
instrumentation from 
Medcraft. 


Designed with patient and operator safety in mind, this 
new series of instrumentation meets the rigorous 
requirements for listing by Underwriters Laboratories — UL 
544, Standards for Medical and Dental Equipment. The n 
B24 Ill provides the physician with the ultimate in precision ita Ge Saas Se: 
dosage levels. Consistancy of desired output level is 
assured with the following features: 
e Lins Voltage Compensation — allows compen- 
sation for fluctuations in incoming line voltages. 
e Pre-programmed Voltage Selection — choice of 
eleven voltage levels from 70 volts to 170 volts. 


e Automatic Treatment Timing — adjustable from 0.1 | 
second to 4.0 second with or without Glissando. n | | A l A N 
e Current Output Indicators — visual assurance of QO 


7 


current flow during treatment. 


Exclusive Patient Test Module allows a complete systems 
integrity check of insturmentation prior to treatment. 
Clinical accuracy and dependability are assured by the 
use of 100% solid state circuitry. Double shielded l 
transformer provides an additional margin of treatment AA aot Ena fe Lind i 
safety. Write or call for ordering information, specifications i 

and prices. Medcraft is a registered trademark of Hittman Corp. 


Medcraft, a Division of 
Hitman Medical Systems 
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When depressive symptoms 
come in acluster of blues... 





Adapitt (sent) helps patients 
see life in all its colors 


Improvements noted at one week 


Depressed patients often present with fatigue, anorexia, 
anxiety, mood swings, loss of interest, and most 


frequently, early awakening and insomnia. In a 


summation of 9 clinical studies involving 198 patients, 
significant clinical improvement was noted after the 
first week of doxepin treatment.’ However, optimal 
antidepressant response may not be evident for 


two to three weeks. 


Normalized sleep patterns 


Summary of Improvement for Some HDS Factors’ 








Factor: Sleep Dist. Somatic/ Anxiety Retardation 
Baseline Week | *P< 001 


In a study of clinically depressed patients with symptoms of insomnia, treatment with doxepin 
significantly reduced difficulty falling asleep, difficulty staying asleep and frequency of early 


morning awakening? 








Brief Summary of Prescribing Information ADAPIN* (doxepin HC!) Capsules 
Indications-Re ief of oms of anxiety and depression. 

Contraindications-Glaucoma, tendency toward urinary retention or hypersensitivity to doxepin. 
Warnings-Adapin has not been evaluated for safety in pregnancy. No evidence of harm to the 
animal fetus has been shown in reproductive studies. There are no data concerning secretion in 
human milk, nor on effect in nursing infants. 

Usage in children under 12 years of age is not recommended. MAO inhibitors should be 
discontinued at least two weeks prior to the cautious initiation of therapy with this drug, as 
serious side-effects and death have been reported with the concomitant use of certain drugs and 
MAO inhibitors. 

In patients who may use alcohol excessively, potentiation may increase the danger 
inherent in any suicide attempt or overdosage. 

rowsiness may occur and patients should be cautioned 
against driving a motor vehicle or operating hazardous machinery. 
Since suicide is an inherent risk in depressed patients they 
should be closely supervised while receiving treatment. 
Although Adapin has shown effective tranquilizing 
activity, the possibility of da be unmasking 
latent psychotic symptoms should be kept in mind 
This product contains FD&C Yellow No. 5 (tartrazine) which 
may cause allergic-type reactions (including bronchial asthma) in certain 
susceptible individuals. Although the overall incidence of FD&C Yellow 

No. 5 (tartrazine) sensitivity in the general population is low, it is frequently 
seen in patients who also have aspirin hypersensitivity. 















doxepin HC) 
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Adapin e .» » effective single-entity 


Low potential for cardiotoxicity 


The incidence of tachycardia and hypotension, which have been observed during 
treatment with tricyclic antidepressants, has been reported infrequently with doxepin. 
In 452 patients given doxepin, the incidence of tachycardia was 2.88%; in 495 patients, 
the incidence of hypotension was 2.62%.° 


Now available...New 75 mg capsules for h.s. dosage 


Adverse Reactions-Dry mouth, blurred vision and constipation have been reported. 
Drowsiness has also been observed. 

Adverse effects occurring infrequently include extrapyramidal symptoms, gastrointestinal 
reactions, secretory effects such as sweating, tachycardia and hypotension. Weakness, dizziness, 
fatigue, weight gain, edema, paresthesias, flushing, chills, tinnitus, photophobia, decreased 
libido, rash and pruritus also occur. 

Dosage and Administration—in mild to moderate anxiety and/or depressio 25 mg tid 
Increase or decrease the dosage according to individual response. Daily dosage, up to 15) mg 
i be taken at bedtime without loss of effectiveness. Usual optimum daily desage is 75 mg to 
150 mg per day not to exceed 300 mg per day. 

Antianxiely effect usually precedes the antidepressant effect by two or three weeks. 

How Supplied—Each capsule contains doxepin, as the hydrochloride. 10 mg, 25 mg, 50 mg. 
75 mg and 100 mg capsules in bottles of 100 and 1000. 
For complete prescribing information please see package insert or PDR. 


References: 

1 Barranco SF, Thrash ML, Hackett E, et al: Early onset of response to doxepin treatment J 
Clin Psychiatry 40:265-269, 1979 (Sinequan®). 

Karacan |, Blackburn AB, Thornby JI: The Effect of Doxepin HCI (Sinequan®) on Sleep 
Patterns and Clinical Symptomatology of Neurotic Depressed Patients with Sleep Distusbance, 


in Mendels J (ed): Sinequan®: A monograph of recent 
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drug with antidepressant 
and antianxiety effects 
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maintenance therapy 





brand of 


Hr : 
300 mg scored tablets 


litlaium carbonate 


In manic-depressive patients with a history of mania, 'Eskalith' 
e prevents or diminishes the intensity of future episodes 
e can increase the intervals between episodes 


e helps patients function within normal limits 


Before prescribing, see complete prescribing information in SK&F 
literature or PDR. The following is a brief summary. 


WARNING 
Lithium toxicity is closely related to serum lithium levels, and 
can occur at coses close to therapeutic levels. Facilities for 


prompt and accurate serum lithium determinations should be 
available before initiating therapy. 





INDICATIONS: Treatment of manic episodes of manic-depressive 
illness. Maintenance therapy prevents or diminishes the intensity 

of subsequent episodes in manic-depressive patients with a history 
of mania. 


WARNINGS: Lithium should generally not be given to patients with 
significant renal or cardiovascular disease, severe debilitation or 
dehydration, sodium depletion, or to patients receiving diuretics. 


Lithium may prolong the effects of neuromuscular blocking agents. 
Such agents should be given with caution to patients receiving lithium. 
Lithium therapy has been reported in some cases to be associated with 
morphologic changes in the kidneys. The relationship between such 
changes and renal function has not been established. 


Caution patient and family to watch for diarrhea, vomiting, tremor, mild 
ataxia, drowsiness, or muscular weakness as signs of lithium toxicity, 
and to discontinue therapy and contact a physician should they occur. 
Patients receiving combined therapy with lithium and an antipsychotic 
should be monitored closely for early evidence of neurologic toxicity 
and treatment discontinued promptly if such signs appear. Caution 
patients about activities requiring alertness (e.g., operating vehicles 

or machinery). 


Lithium should not be used in pregnancy, especially during the first 
trimester, unless potential benefits outweigh possible hazards. Except in 
rare and unusual circumstances, nursing should not be undertaken while 
a patient is on lithium therapy, since lithium is excreted in human milk. 


Not recommended for children under 12. 


PRECAUTIONS: Lithium tolerance is greater during the acute manic 
phase and decreases when manic symptoms subside. 


Lithium therapy may lead to sodium depletion. Normal diet (including 
salt) and adequate fluid intake (2500-3000 ml.) must be maintained, at 
least during initial stabilization period. Protracted sweating or diarrhea 
can decrease tolerance; in such cases, administer supplemental 

fluid and salt. 


Sweating, diarrhea, and concomitant infection with elevated 
temperatures may require temporary reduction or cessation of dosage. 


Where hypothyroidism exists, thyroid function should be monitored 
during lithium stabilization and maintenance; where hypothyroidism 
occurs during stabilization and maintenance, supplemental thyroid 
treatment may be used. 


ADVERSE REACTIONS: Mild to moderate toxic reactions may occur 
at serum lithium levels from 1.5 to 2.5 mEq./1., and moderate to severe 
reactions at levels from 2.0 to 2.5 mEq./1. Fine hand tremor, polyuria, 
and mild thirst may occur during initial therapy and persist. Transient 
and mild nausea anc general discomfort may also appear during initial 
therapy. These effects usually subside with continued treatment or 
temporary reductior or cessation of dosage. If persistent, discontinue 
dosage. Diarrhea, vomiting, drowsiness, muscular weakness, and lack 
of coordination may be early signs of toxicity and may occur at levels 
below 2.0 mEq./1. At higher levels, ataxia, giddiness, tinnitus, blurred 
vision, and a large output of dilute urine may be seen. Serum levels 


, 


above 3.0 mEq./1. may produce a complex clinical picture, involving 
multiple organs and systems. Serum levels should not exzeed 2.0 
mEq./1. during acute phase. 


The following reactions appear to be related to serum lithium levels, 
including levels within the therapeutic range: Neuromuscular—tremor, 
muscle hyperirritability (fasciculations, twitching, clonic movements of 
whole limbs), ataxia, choreo-athetotic movements, hyperactive deep 
tendon reflex; Central Nervous System—blackout spells, epi:e»tiform 
seizures, slurred speech, dizziness, vertigo. incontinence of urine or 
feces, somnolence, psychomotor retardation, restlessness, confusion, 
stupor, coma; Cardiovascular—cardiac arrhythmia, hypotension, 
peripheral circulatory collapse; Gastrointestinal—anore»ia, nausea, 
vomiting, diarrhea; Genitourinary—albuminuria, oliguria, polyuria, 
glycosuria; Dermatologic—drying and thinning of hair, alopeciz, 
anesthesia of skin, chronic folliculitis, exacerbation of psoriasis. 

xerosis cutis; Autonomic—blurred vision, dry mouth; Thyroid 
Abnormalities—euthyroid goiter and/or hypothyroidism (including 
myxedema) with lower T3 and Ts. I'?! uptake may be elevated; rare 
cases of hyperthyroidism; EEG Changes—diffuse slowing, widening of 
the frequency spectrum, potentiation and disorganization of background 
rhythm; EKG Changes—reversible flattening, isoelectricity or inversion 
of T-waves; Miscellaneous—fatigue, lethargy, transient scotomata, 
dehydration, weight loss, tendency to sleep. 

Reactions unrelated to dosage include: transient EEG and EKG 
changes, leukocytosis, headache, diffuse nontoxic goiter with or without 
hypothyroidism, transient hyperglycemia, generalized pruritus with or 
without rash, cutaneous ulcers, albuminuria, worsening of organic brain 
syndromes, excessive weight gain, edematous swelling of ankles or 
wrists, thirst or polyuria, sometimes resembling diabetes insipidus, and 
metallic taste. A single case of a syndrome resembling Raynaud's has 
been reported. 

HOW SUPPLIED: 300 mg. capsules in bottles of 100. 

300 mg. scored tablets in bottles of 100. 


Smith Kline & French Laboratories 
Philadelphia, PA 
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Responsive 
to therapy... 


alert NS 
on the job. - 
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Haldol 


haloperidol) 


tablets/concentrate /injection 


For long-term management 
of psychotic patients... 
with minimal risk of 

adverse effects 


Highly effective in 

a wide range of acute and 
chronic psychotic 
disorders" 


Permits aggressive titration 
to effective dosage levels 
for optimal control" 


Usually leaves patients 
alert and responsive... 
easier to reach with supportive 
measures" 


*Not an actual case history, this situation 
illustrates the action of HALDOL 
haloperidol as reported in various clinical 
studies (available on request). 


Minimal risk of 
hypotension, oversedation, 
or troublesome 
anticholinergic effects" 
Transient hypotension occurs 
rarely; severe orthostatic hypo- 
tension has not been reported. 
Although some instances of 
drowsiness have been reported, 
marked sedation is rare. 


Common side effects easily 
controlled" 

Although extrapyramidal symp- 
toms (EPS) have been reported 
frequently, they are usually 
dose-related and readily con- 
trolled with dose adjustment or 
antiparkinson drugs. EPS often 
diminish spontaneously with 
continued use of Harpor halo- 
peridol. 


References: 1. Man, P.L.: Dis. Nerv. Syst..34:113 (Feb.) 1973. 2. Sugerman, A.A., et al: Am. J. Psychiatry 
129:1190 (June) 1964. 3. Ayd, F.J., Jr.: Med. Sci. 18:55 (Oct.) 1967. 4. Howard, J.S.: Dis. Nerv. Syst. 35:458 
(Oct.) 1974. 5. Abuzzahab, F.S., Sr.: Psychosomatics 11:188 (May-June) 1970. 6. Darling, H.F: Dis. Nerv. 
Syst. 34:364 (Oct.-Nov.) 1973. 7. Gerle, B.: Clin. Trials J. 3:380 (Feb.) 1966. 8. Snyder, S.H., et al: Science 
184:1243 (June 21) 1974. 9. Stimmel, C.L.: Dis. Nerv. Syst. 34:219 (Apr. 1976. 


Please turn page for summary of prescribing information. 
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Injection 

A rapid-acting injection for psychiatric emer- 
gencies: 5 mg per ml,* with 1.8 mg methylpara- 
ben and 0.2 mg propylparaben per ml, and 
lactic acid for pH adjustment to 3.4 + 0.2. 


"o s 


HALDOL' (haloperidol) 


D 


| concentrate 


A tasteless, odorless, colorless 
liquid concentrate for better patient 
compliance: 2 mg per ml. 


tablets 


5 tablet strengths for convenience in 
individualizing dosage: 


Img 2mg SmO 


iu ap um 








tablets /concentrate /injection 


A dosage form for every therapeutic need 


Summary of Prescribing Information 

Contraindications: Severe depression, coma, CNS depression due to cen- 
trally-acting depressants, Parkinson's disease, hypersensitivity to the drug. 
Warnings: Usage in Pregnancy: Safe use in pregnancy or in women likely 
to become pregnant has not been established; use only if benefit clearly 
justifies potential hazards. Infants should not be nursed during drug treat- 
ment. 

Usage in Children: Safety and effectiveness not established; not recom- 
mended in pediatric age group. 

Combined Use With Lithium: Patients receiving lithium plus haloperidol 
should be monitored closely for early evidence of neurological toxicity. 
General: Bronchopneumonia, sometimes fatal, has followed use of major 
tranquilizers, including haloperidol. Prompt remedial therapy should be insti- 
tuted if dehydration, hemoconcentration or reduced pulmonary ventilation 
occurs, especially in the elderly. Decreased serum cholesterol and/or cuta- 
neous and ocular changes have been reported with chemically-related 
drugs, although not with haloperidol. Mental and/or physical abilities 
required for hazardous tasks or driving may be impaired. Alcohol should be 
avoided due to possible additive effects and hypotension. 

Precautions: Administer cautiously to patients: (1) with severe cardiovascu- 
lar disorders, due to the possibility of transient hypotension and/or precipita- 
tion of anginal pain (if a vasopressor is required, epinephrine should not be 
used since HALDOL haloperidol may block its vasopressor activity and 
paradoxical further lowering of blood pressure may occur); (2) receiving 
anticonvulsant medication since HALDOL haloperidol may lower the convul- 
sive threshold; (3) with known allergies or a history of allergic reactions to 
drugs; (4) receiving anticoagulants. Concomitant antiparkinson medication, if 
required, may have to be continued after HALDOL haloperidol is discontin- 
ued because of different excretion rates; if both are discontinued simulta- 
neously, extrapyramidal symptoms may occur. Intraocular pressure may 
increase when anticholinergic drugs, including antiparkinson drugs, are 
administered concomitantly with HALDOL haloperidol. When HALDOL halo- 
peridol is used for mania in cyclic disorders, there may be a rapid mood 
swing to depression. Severe neurotoxicity may occur in patients with thyro- 
toxicosis receiving antipsychotic medication, including HALDOL haloperidol. 
Adverse Reactions: CNS Effects: Extrapyramidal Reactions: Neuromuscu- 
lar (extrapyramidal) reactions have been reported frequently. often during the 
first few days of treatment. Generally they involved Parkinson-like symptoms 
which were usually mild to moderately severe and usually reversible. Other 
types of neuromuscular reactions (motor restlessness, dystonia, akathisia, 
hyperreflexia, opisthotonos, oculogyric crises) have been reported far less 
frequently, but were often more severe. Severe extrapyramidal reactions have 
been reported at relatively low doses. Generally, extrapyramidal symptoms 
are dose-related since they occur at relatively high doses and disappear or 
become less severe when the dose is reduced. Antiparkinson drugs may be 


* haloperidol present as the lactate 
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required. Persistent extrapyramidal reactions have been reported and the 
drug may have to be discontinued in such cases. 

Withdrawal Emergent Neurological Signs: Abrupt discontinuation of short- 
term antipsychotic therapy is generally uneventful. However. some patients 
on maintenance treatment experience transient dyskinetic signs after abrupt 
withdrawal. In certain cases these are indistinguishable from ‘'Persistent 
Tardive Dyskinesia" except for duration. It is unknown whether gradual 
withdrawal will reduce the occurrence of these signs, but until further evi- 
dence is available haloperidol should be gradually withdrawn. 

Persistent Tardive Dyskinesia: Although rarely reported with HALDOL halo- 
peridol, tardive dyskinesia may appear during or after long-term therapy. The 
risk appears to be greater in elderly patients on high-dose therapy, especially 
females. Symptoms are persistent and sometimes appear irreversible; there is 
no known effective treatment and all antipsychotic agents should be discon- 
tinued. The syndrome may be masked by reinstitution of drug, increasing 
dosage, or switching to a different antipsychotic agent. 

Other CNS Effects: Insomnia, restlessness, anxiety, euphoria, agitation, 
drowsiness, depression, lethargy, headache, confusion, vertigo, grand mal 
seizures, and exacerbation of psychotic symptoms. 

Cardiovascular Effects: Tachycardia and hypotension. Hematologic 
Effects: Reports of mild, usually transient leukopenia and leukocytosis, mini- 
mal decreases in red blood cell counts, anemia, or a tendency toward 
lymphomonocytosis; agranulocytosis rarely reported and only in association 
with other medication. Liver Effects: Impaired liver function and/or jaundice 
reported. Dermatologic Reactions: Maculopapular and acneiform reac- 
tions, isolated cases of photosensitivity, loss of hair. Endocrine Disorders: 
Lactation, breast engorgement, mastalgia, menstrua! irregularities, gyneco- 
mastia, impotence, increased libido, hyperglycemia and hypoglycemia. Gas- 
trointestinal Effects: Anorexia, constipation, diarrhea, hypersalivation, 
dyspepsia, nausea and vomiting. Autonomic Reactions: Dry mouth, blurred 
vision, urinary retention and diaphoresis. Respiratory Effects: Laryngo- 
spasm, bronchospasm and increased depth of respiration. 

The injectable form is intended only for acutely agitated psychotic patients 
with moderately severe to very severe symptoms. 

Caution: Federal law prohibits dispensing without prescription. 

Full directions for use should be read before HALDOL haloperidol is 
administered or prescribed. 

HALDOL tablets are manufactured by McNeil Laboratories Co., Dorado, 
Puerto Rico 00646. 


McNeil Laboratories, McNEILAB, Inc. 
Fort Washington, PA 19034 





PSYCHOTHERAPY SUPERVISION 
Theory, Research and Practice 
Edited by Allen K. Hess, Auburn University 


A collection of original contributions by leading practi- 
tioners and researchers discussing the supervision of 
psychotherapy, summarizing the research literature in 
one readable volume. 

(1-05035-O) April 1980 approx.500pp. $39.95 (tent.) 


RESTRICTED ENVIRONMENTAL STIMULATION 
Research and Clinical Applications 
Peter Suedfeld, University of British Columbia 


This book investigates the effects of reduced stimula- 
tion in both experimental and natural environments, 
reviewing how such environments can be used thera- 
peutically with children and adults in both institution- 
alized and out-patient settings. 

(1-83536-6) April 1980 approx. 624pp. $19.95 (tent.) 


HANDBOOK OF BEHAVIORAL INTERVENTIONS 

Alan Goldstein & Edna B. Foa, both of Temple University 
This book provides practical knowledge of how to 

use behavioral techniques and how to combine them 
into treatment programs aimed at specific 
disorders—a step-by-step guideline with verbatim 
material of actual cases. 

(1-01789-2) January 1980 approx. 760pp. $26.95 


PSYCHOTHERAPY An Eclectic Approach 
Sol L. Garfield, Washington University 


Basic aspects of psychotherapy drawn from a variety 
of sources without espousing any particular theoret- 
ical orientation, emphasizing processes common to 
many approaches. Special attention is given to the 
client or patient, the therapist, and the interaction 
which occurs between them. 


(1-04490-3) 1979 . approx. 336pp. $19.95 


ADAPTATION IN SCHIZOPHRENIA 
The Theory of Segmental Set 
David Shakow, National Institute of Mental Health 


This work provides a systematic framework for 
examining the multifarious symptoms and charac- 
teristics of schizophrenia. It advances the “segmental 
set" theory, with set having as its basis the stimulus- 
response process. (1-05756-8) 

1979 245pp. $19.95 








PRACTICAL NEW RESOURCES FOR 


DEATH WISHES? The Understanding and 
Management of Deliberate Self-Harm 
H. G. Morgan, University of Bristol 


This book discusses the causes, management, and 
prevention of both suicide and non-fatal acute delib- 
erate self-harm, synthesizing an epidemiolcgiczl- 
sociological-statistical approach with the clinical 


approach. 
(1-27591-3) January 1980 184pp. $30.00 
ART PSYCHOTHERAPY 


Harriet Wadeson, University of Houston 


The first book in this rapidly growing field tc cover 
work with a broad spectrum of psychiatric popula- 
tions. Will provide principles, philosophy, practice, an 
abundant variety of case material, and research on art 
psychotherapy. Includes 150 illustrations with 

patient /client comments. 

(1-06383-5) February 1980 approx. 340pp. $26.50 (tent.) 


ESSAYS IN MEDICAL SOCIOLOGY journeys Into the Field 
Renee C. Fox, University of Pennsylvania 


Encompassing almost thirty years of criginal, 
pioneering research, this outstanding collection of 
essays explores the complex interrelationships 
between medicine, science, religion, and magic, set 
in a variety of medical settings in the United States, 
Belgium, and Zaire. 
(1-2 7040-7) 1979 


548pp. $19.95 


LAW OF PSYCHOLOGICAL PRACTICE 
Robert L. Schwitzgebel, Claremont Graduate School, & 
R. Kirkland Schwitzgebel, California Lutheran College 


A psychologist and a lawyer present this comprehen- 
sive survey of current law relevant to practice and 
research in mental health—a factual summary of what 
every mental health practitioner should know. 
(1-76694-1) January 1980 approx. 432pp. $14.95 


Available at your bookstore or write to John Storojev, 
Dept. 7560 
WILEY-INTERSCIENCE 


a division of John Wiley & Sons, Inc. 
605 Third Avenue, New York, N.Y. 10016 


In Canada: 22 Worcester Road, Rexdale, Ontario 


Pri : h i ice. 
rices subject to change without notice C-7560 





PSYCHOPHARMACOLOGY UPDATE 
Jonathan O. Cole, M.D. 


from 


THE COLLAMORE PRESS 


Medical Division of D.C. Heath and Company 


For all practicing psychiatrists who wish to keep up 
to date on the uses of psychopharmacological agents 
and their potential side effects, this book offers a 
clear discussion of a range of available drugs. The 
information is practical and provides enough 
background for clinicians to practice psychophar- 
macology for the greatest benefit of patients. Newer 
agents such as lecithin, L-tryptophan, and fen- 
fluramine are described. The book reviews treatment 
of such conditions as senile dementia and adult 
minimal brain dysfunction, and discusses such side 
effects of drugs as memory difficulties caused by 
tricyclic antidepressants, kidney changes due to 
lithium, and agranulocytosis resulting from anti- 


psychotic drugs. 


Table of contents: Part I. Drug Therapies: 1. 
Lithium Therapy: A Practical Review. 2. Tricyclic 
Antidepressant Blood Levels. 3. Drug Treatment of 
Anxiety. 4. Beta-Blocking Drugs in Psychiatry. 5. 
Drug Therapy of Adult Minimal Brain Dysfunction 
(MBD). 6. Fenfluramine. 7. Drugs and Senile 
Dementia. 8. Lecithin and Choline in Alzheimer’s 
Disease. Part II. Drug Side Effects: 9. Tardive 
Dyskinesia. 10. Agranulocytosis Revisited. 11. 
Lithium and the Kidney. 12. Memory Difficulty and 
Tricyclic Antidepressants. 


ca. 200 pages ISBN 0-669-03695-1 Spring 1980 


For more information, visit our booth C-14 at the APA convention, or send inquiries to The Collamore 
Press, D.C. Heath and Company, 125 Spring Street, Lexington, Massachusetts 02173. 


The Brown Schools: 
Specialists in 
Residential Treatment 


Residential treatment has be- 
come highly specialized in the 
field of mental health. It is a 
specific treatment modality for 
those who need a totally planned 
and structured environment. 

The Brown Schools has de- 
veloped a wide range of profes- 
sional services that can be 
utilized to implement an indi- 
vidually planned residential 
treatment program. The degree 
of structure and protection, the 
intensity of therapy, the methods 
of education and training are 
controlled and modified with the 
resident's changing needs. 

Professionals in the areas of 
psychiatry, psychology, nursing, 
social work, education, pre- 
vocational training, speech 
pathology, and recreation have 
developed expertise in the spe- 
cific area of residential treat- 
ment. Each service area is de- 
signed as a component of an 
integrated therapeutic milieu. 

The three residential treatment 
centers of The Brown Schools 
provide complete programming 


for those in need of twenty-four 
hour care. Services are available 
for children, adolescents, and 
adults with emotional distur- 
bance, mental retardation, and 
neurological impairment. Two 
small group homes in Austin 
provide for reintegration into the 
community and complement the 
services offered in the other 
centers. For information, write: 
Director of Admissions/ 
Department C-O 

The Brown Schools 

P.O. Box 4008, 

Austin, Texas 78765. 

Toll Call: (512) 478-6662 


Out of State Free: (800) 531-5305 


From Texas Free: (800) 252-5404 
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THE K. 
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SCHOOLS 


An equal opportunity employer. 

All our programs are accredited by 
the appropriate Councils of the Joint 
Commission on Accreditation of 
Hospitals. 





Mead HMen Chairperson and Moderator 
Pharmaceutical Division Presents Samuel Gershon, M.D. 


Professor of Psychiatry 
PROGRESS IN THE New York University Medical Center 

A presentation of the latest research 
PHARMACOTH FRAPY on the etiology of depression and the 


pharmacology of current and 


OF DEPRESSION ‘anticipated antidepressants 


>, The 133rd Annual Meeting of 
The American Psychiatric Association 


ga. Sunday, May 4, 1980, 4:00 p.m. to 
I1 7:90p.m.Plaza Square Ballroom, 
Sea The Hyatt on Union Square 


Depression at the Biochemical Level Pharmacology: As an organization aceredited for con- 
Jan A. Fawcett, M.D Current Antidepressants tinuing medical education, the American 
Rush Medical College Fridolin Sulser, M.D Psychiatric Association certifies t7at this 
Presbyterian-St. Luke s Medical Center Professor of Pharmacology continuing medical education activity 
Vanderbilt University School of Medicine meets the criteria for 3% credit hours in 

Pharmacologic and Therapeutic Category 1 of the Physicians Recagnition 
Interventions Pharmacology: Award of the Americar Medical 
William E. Fann, M.D New Antidepressants Association 
Professor of Psychiatry John P Feighner, M.D 
Baylor College of Medicine Assistant Clinical Professor 

of Psychiatry 

University of California at San Diego 


©1980 Mead Johnson & Company e Evansville, Indiana 47721 





(diazepam/Roche) 


HAS SUCHA _ 
WIDE RANGE OF 


CLINICAL INDICATIONS 


— +i wpe UO d E 


“AS AN A AN ANXIOLYTIC Only Valium is indicated for excessive anxiety l 
in the following range of clinical problems: Fi 


T 
Um od bog o aae ee 


INDICATIONS FOR THE ANXIOLYTIC ACTION OF VALIUM (diazepam/Roche) 


QE V ——— — 0 AER CT waa ——— 
Excessive anxiety and tension due to transient situational disturbances 

Gibbet. — ars ret Ee ——— ——— à 
Psychoneurotic states characterized by tension, anxiety, apprehension, fatigue, depressive 
symptoms or agitation 

D 1 . | BARS Z6 i AL a E camem re 
Functional disorders — excessive anxiety in somatic complaints with no demonstrable organic cause 

qilllf]iaee — am mr x 3 92 dg ute E P s nom < e 
Emotional components of somatic disorders— excessive anxiety and tension associated with 
cardiovascular, gastrointestinal and other disorders 

Eo T y Mec ti, PANE AE wernt “ Ono Eo DU HORE Ahi E CEI te Bi moi 
Anxiety-inducing hospital procedures— Injectable form, e.g., surgery (IM preferred), endoscopy 
(IV preferred, used adjunctively), cardioversion (IV only) 
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AS A SKELETAL MUSCLE RELAXANT valium has 


a record of proven efficacy as adjunctive therapy for skeletal muscle spasm due to reflex 
spasm to local pathology in the following disorders: 


INDICATIONS FOR THE 
SKELETAL MUSCLE RELAXANT ACTION OF VALIUM (diazepam/Roche) 


Skeletal muscle spasm due to local pathology such as acute muscle strain, inflammation of 
muscles or joints, and secondary to trauma : 


Spasticity caused by upper motor neuron disorders (such as cerebral palsy or paraplegia), 
athetosis, stiff-man syndrome, and tetanus (IM or IV only) 


Its wide margin of safety is another clinical advantage of Valium. Drowsiness, ataxia and fatigue may occur 
but they are rare. As with all CNS-acting agents, patients should be cautioned against driving or drinki 
alcohol while on Valium. Periodic reassessment of the need for a psychotropic agent is also recommended. 


(diazepam/Roche) HAS SUCH A WIDE RANGE 
OF DOSAGE FORMS AND FLEXIBILITY 


Only Valium is provided in scored tablets in three strengths for precise ye: 
EX easy and convenient dosage titration. Injectable forms for | M or IV adminis- 
= tration come in 2-ml ampuls and 10-ml vials, and disposable syringes. 


is E A ; (R) k 
"3 —X— 2-mg, 5-mg, 10-mg scored tablets : 
Ls Tel-E-Dose® Reverse-Number Packs 
r G = 2-ml Tel-E-Ject® 
Y | disposable syringes ) 5 mg/ml 
, 2-ml ampuls, 10-mi vials 


diazepam/ Roche e 


Before prescribing, please see summary of product information on last page. 








VERSATILITY WITH CLINICAL ADVANTAGES 


VALIUM. 


adiazepam/Roche 


Before prescribing, please consult complete product information, 
a summary of which follows: 
Indications: Tension and anxiety associated with anxiety disorders, transient 
situational disturbances and functional or organic disorders; psychoneurotic 
states manifested by tension, anxiety, apprehension, fatigue, depressive 
symptoms or agitation; symptomatic relief of acute agitation, tremor, 
impending or acute delirium tremens and hallucinosis due to acute alcohol 
withdrawal; adjunctively in: relief of skeletal muscle spasm due to reflex 
spasm to local pathology; spasticity caused by upper motor neuron 
disorders; athetosis; stiff-man syndrome. Oral form may be used adjunctively 
in convulsive disorders, but nct as sole therapy. /njectable form may also be 
used adjunctively in: status epilepticus; severe recurrent seizures; tetanus; 
anxiety, tension or acute stress reactions prior to endoscopic/surgical 
Ss ope abel Cardioversion. 
he effectiveness of Valium (diazepam/Roche) in long-term use, that is, more 
than 4 months, has not been assessed by systematic clinical studies. The 
physician should periodically reassess the usefulness of the drug for the 
individual patient. 
Contraindications: Tablets in children under 6 months of age; known 
hypersensitivity; acute narrow angle glaucoma; may be used in patients with 
open angle glaucoma who are receiving appropriate therapy. 
Warnings: As with most CNS-acting drugs, caution against hazardous 
occupations requiring complete mental alertness (e.g., operating machinery, 
driving). Withdrawal symptoms similar to those with barbiturates and alcohol 
have been observed with abrupt discontinuation, usually limited to extended 
use and excessive doses. Infrequently, milder withdrawal symptoms have 
been reported following abrupt discontinuation of benzodiazepines after 
continuous use, generally at higher therapeutic levels, for at least several 
months. After extended therapy, gradually taper dosage. Keep addiction- 
rone individuals (drug addicts or alcoholics) under careful surveillance 
ecause of predisposition to habituation/dependence. 
Usage in Pregnancy: Use of minor tranquilizers during first 
trimester should almost always be avoided because of increased 
risk of congenital malformations, as suggested in several studies. 
Consider possibility of pregnancy when instituting therapy; 
advise patients to discuss therapy if they intend to or do become 
regnant. 
ORAL: Advise patients against simultaneous ingestion of alcoho! and other 
CNS depressants. 
Not of value in treatment of psychotic patients; should not be employed in lieu 
of appropriate treatment. When using oral form adjunctively in convulsive 
disorders, possibility of increase in frequency and/or severity of grand mal 
seizures may require increase in dosage of standard anticonvulsant medica- 
tion; abrupt withdrawal in such cases may be associated with temporary 
increase in frequency and/or severity of seizures. 
INJECTABLE: To reduce the possibility of venous thrombosis, phlebitis, local 
irritation, swelling, and, rarely, vascular impairment when used I.V.: inject 
slowly, taking at least one minute for each 5 mg (1 ml) given; do not use small 
veins, i.e., dorsum of hand or wrist; use extreme care to avoid intra-arterial 
administration or extravasation. Do not mix or dilute Valium with other solutions 
or drugs in syringe or infusion flask. If it is not feasible to administer Valium 
directly I.V., it may be injected slowly through the infusion tubing as close as 
possible to the vein insertion. 
Administer with extreme care to elderly, very ill, those with limited pulmonary 
reserve because of possibility of apnea and/or cardiac arrest; concomitant 
use of barbiturates, alcohol or cther CNS depressants increases depression 
with increased risk of apnea; have resuscitative facilities available. When 
used with narcotic analgesic eliminate or reduce narcotic dosage at least 4, 
administer in small increments. Should not be administered to patients in 
shock, coma, acute alcoholic intoxication with depression of vital signs. 
Has precipitated tonic status epilepticus in patients treated for petit mal status 
or petit mal variant status. Not recommended for OB use. 
Efficacy/safety not establishec in neonates (age 30 days or less); prolonged 
CNS depression observed. In children, give slowly (up to 0.25 mg/kg over 3 
minutes) to avoid apnea or prolonged somnolence; can be repeatec after 15 
to 30 minutes. If no relief after third administration, appropriate adjunctive 
therapy is recommended. 
Precautions: If combined with other psychotropics or anticonvulsants, 
carefully consider individual pnarmacologic effects—particularly with known 
compounds which may potentiate action of Valium (diazepam/Roche), /.e., 
henothiazines, narcotics, barbiturates, MAO inhibitors and antidepressants. 
Protective measures indicated in highly anxious panes with accompanying 
depression who may have suicidal tendencies. Observe usual precautions in 
impaired hepatic function; avoid accumulation in patients with compromised 
kidney function. Limit oral dosage to smallest effective amount in elderly and 
debilitated to preclude ataxia or oversedation (initially 2 to 2⁄2 mg once or 
twice daily, increasing gradually as needed or tolerated). 
INJECTABLE. Although promptly controlled, seizures may return; re-administer 
if necessary; not recommended for long-term maintenance therapy. Laryn- 
gospasm/increased cough reflex are possible during peroral endoscopic 
procedures; use topical anesthetic, have necessary countermeasures 
available. Hypotension or muscular weakness possible, particularly when 
used with narcotics, barbiturates or alcohol. Use lower doses (2 to 5 mg) for 
elderly/debilitated. 
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Adverse Reactions: Side effects most commonly reported were drowsiness, 
fatigue, ataxia. Infrequently encountered were confusion, constipation, 
depression, diplopia, dysarthria, headache, hypotension, incontinence, 
jaundice, changes in libido, nausea, changes in salivation, skin rash, slurred 
speech, tremor, urinary retention, vertigo, blurred vision. Paradoxical reac- 
tions such as acute hyperexcited states, anxiety, hallucinations, increased 
muscle spasticity, insomnia, rage, sleep disturbances and stimulation have 
been reported; should these occur, discontinue drug. 
Because of isolated reports of neutropenia and jaundice, periodic blood 
counts, liver function tests advisable during long-term therapy. Minor changes 
in EEG patterns, usually low-voltage fast activity, have been observed in 
patients during and after Valium therapy and are of no known significance. 
INJECTABLE: Venous thrombosis/phlebitis at injection site, hypoactivity, 
syncope, bradycardia, cardiovascular collapse, nystagmus, urticaria, 
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sel hyperventilation, laryngospasm/pain in throat or chest have been 
reported. 
Dosage: Individualized for maximum beneficial effect. 
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q.i.d.; acute alcohol withdrawal, 10 mg t.i.d. or q.i.d. in first 24 hours, then 5 
mg t.i.d. or q.i.d. as needed; adjunctively in skeletal muscle spasm, 2 tc 10 
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patients and when sedative drugs are added. (See Warnings and Adverse 
Reactions.) 
For dosages in infants and children see below; have resuscitative facilities 
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I.M. use: by deep injection into the muscle. 
I.V. use: inject slowly, take at least one minute for each 5 mg (1 ml) given. Do 
not use small veins, i.e., dorsum of hand or wrist. Use extreme care to avoid 
intra-arterial administration or extravasation. Do not mix or dilute Valium with 
other solutions or drugs in nude or infusion flask. If it is not feasible to 
administer Valium directly I.V., it may be injected slowly through the infusion 
tubing as close as possible to the vein insertion. 
Moderate psychoneurotic reactions, 2 to 5 mg I.M. or I. V. and severe 
psychoneurotic reactions, 5 to 10 mg I.M. or I.V., repeat in 3 to 4 hours if 
necessary; acute alcoholic withdrawal, 10 mg I.M. or I. V. initially, then 5 to 10 
mg in 3 to 4 hours if necessary. Muscle spasm, in adults, 5 to 10 mg I.M or I.V. 
initially, then 5 to 10 mg in 3 to 4 hours if necessary (tetanus may require larger 
doses); in children, administer I. V. slowly; for tetanus in infants over 30 days of 
age, 1to 2 mg I.M. or I.V., repeat every 3 to 4 hours if necessary; in children 5 

ears or older, 5 to 10 mg repeated every 3 to 4 hours as needed. Respiratory 
assistance should be available. 
Status epilepticus, severe recurrent convulsive seizures (I. V. route preferred), 
5 to 10 mg adult dose administered slowly, repeat at 10- to 15-minute intervals 
up to 30 mg maximum. Repeat in 2 to 4 hours if necessary keeping in mind 
possibility of residual active metabolites. Use caution in presence of chronic 
uns disease or unstable cardiovascular status. Infants (ve 30 days) eng 
children (under 5 years). 0.2 to 0.5 mg slowly every 2 to 5 min., up to 5 mg 

V. preferred). Children 5 years plus, 1 mg every 2 to 5 min., up to 10 mg (slow 
IV. pee repeat in 2 to 4 hours if needed. ÉEG monitoring may be 
helpful. 
In endoscopic procedures, titrate I. V. dosage to desired sedative response, 
generally 10 mg or less but up to 20 mg (if narcotics are omitted) immediately 
prior to procedure; if I. V. cannot be used, 5 to 10 mg I.M. approximately 30 
minutes prior to procedure. As preoperative medication, 10 mg I.M.; in 
cardioversion, 5 to 15 mg I. V. within 5 to 10 minutes prior to procedure. Once 
acute symptomatology has been properly controlled with injectable form, 
patient may be placed on oral form if further treatment is required. 
Management of Overdosage: Manifestations include somnolence, 
confusion, coma, diminished reflexes. Monitor respiration, pulse, blood 
pressure; employ general supportive measures, l.V. fluids, adequate airway. 
Use levarterenol or metaraminol for hypotension. Dialysis is of limited value. 
Supplied: Tablets, 2 mg, 5 mg and 10 mg, bottles of 100 and 500; Tel-E-Dose* 
(unit dose) packages of 100, available in trays of 4 reverse-numbered boxes of 
25, and in boxes containing 10 strips of 10; Prescription Paks of 50, available 
in trays of 10. Ampuls, 2 ml, boxes of 10; Vials, 10 ml, boxes of 1; Tel-E-Ject® 
(disposable syringes), 2 ml, boxes of 10. Each ml contains 5 mg diazepam, 
compounded with 4096 propylene glycol, 1096 ethyl alcohol, 596 sodium 
benzoate and benzoic acid as buffers, and 1.596 benzyl alcohol as 
preservative. 
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Contraindications: Severe central nervous system depression, comatose states 
from any cause, hypertensive or hypotensive heart disease of extreme degree. 


Warnings: Administer cautiously to patients who have previously exhibited a 
hypersensitivity reaction (e.g., blood dyscrasias, jaundice) to phenothiazines. 
Phenothiazines are capable of potentiating central nervous system depres- 
sants (e.g. anesthetics, opiates, alcohol, etc.) as well as atropine and 
phosphorus insecticides; carefully consider benefit versus risk in less severe 
disorders. During pregnancy, administer only when the potential benefits 
exceed the possible risks to mother and fetus. 


Precautions: There have been infrequent reports of leukopenia and/or 
agranulocytosis and convulsive seizures. In epileptic patients, anticonvulsant 
medication should also be maintained. Pigmentary retinopathy, observed 
primarily in patients receiving larger than recommended doses, is character- 
ized by diminution of visual acuity, brownish coloring of vision, and impairment 
of night vision; the possibility of its occurrence may be reduced by remaining 
within recommended dosage limits. Administer Cautiously to patients 
participating in activities requiring complete mental alertness (e.g., driving), 
and increase dosage gradually. Orthostatic hypotension is more common in 
females than in males. Do not use epinephrine in treating drug-induced 
hypotension since phenothiazines may induce a reversed epinephrine effect on 
occasion. Daily doses in excess of 300 mg should be used only in severe 
neuropsychiatric conditions. 


Adverse Reactions: Central Nervous System — Drowsiness, especially with 
large doses, early in treatment: infrequently, pseudoparkinsonism and other 
extrapyramidal symptoms; rarely, nocturnal confusion, hyperactivity, lethargy, 
psychotic reactions, restlessness, and headache. Autonomic Nervous 
System — Dryness of mouth, blurred vision, constipation, nausea, vomiting, 
diarrhea, nasal stuffiness, and pallor. Endocrine System — Galactorrhea, 
breast engorgement, amenorrhea, inhibition of ejaculation, and peripheral 
edema. Skin — Dermatitis and skin eruptions of the urticarial type, photosensi- 
tivity. Cardiovascular System—ECG changes (see Cardiovascular Ef- 
fects below). Other—Rare cases described as parotid swelling. 


It should be noted that efficacy, indications and untoward effects have varied 
with the different phenothiazines. It has been reported that old age lowers the 
tolerance for phenothiazines; the most common neurologic side effects are 
parkinsonism and akathisia, and the risk of agranulocytosis and leukopenia 
increases. The following reactions have occurred with phenothiazines and 
Should be considered whenever one of these drugs is used. Autonomic 
Reactions—Miosis, obstipation, anorexia, paralytic ileus. Cutaneous 
Reactions—Erythema, exfoliative dermatitis, contact dermatitis. Blood 
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anemia, aplastic anemia, pancytopenia. Allergic Reactions Fever, laryn- 
geal edema, angioneurotic edema, àsthma. Hepatotoxicity — Jaundice, 
biliary stasis. Cardiovascular Effects— Changes in terminal portion of 
electrocardiogram, including prolongation of Q-T interval, lowering and 
inversion of T-wave, and appearance of a wave tentatively identified as a bifid T 
or a U wave have been observed with phenothiazines, including Mellaril 
(thioridazine); these appear to be reversible and due to altered repolarization, 
not myocardial damage. While there is no evidence of a causal relationship 
between these changes and significant disturbance of cardiac rhythm, several 
sudden and unexpected deaths apparently due to cardiac arrest have occurred 
in patients showing characteristic electrocardiographic changes while taking 
the drug. While proposed, periodic electrocardiograms are not regarded as 
predictive. Hypotension, rarely resulting in cardiac arrest. Extrapyramidal 
Symptoms—Akathisia, agitation, motor restlessness, dystonic reactions, 
trismus, torticollis, opisthotonus, oculogyric crises, tremor, muscular rigidity, 
and akinesia. Persistent Tardive Dyskinesia — Persistent and sometimes 
irreversible tardive dyskinesia, characterized by rhythmical involuntary 
movements of the tongue, face, mouth, or jaw (e.g., protrusion of tongue, 
puffing of cheeks, puckering of mouth, chewing movements) and sometimes of 
extremities may occur on long-term therapy or after discontinuation of therapy, 
the risk being greater in elderly patients on high-dose therapy, especially 
females; if symptoms appear, discontinue all antipsychotic agents. Syndrome 
may be masked if treatment is reinstituted. dosage is increased, or 
antipsychotic agent is switched. Fine vermicular movements of tongue may be 
an early sign, and syndrome may not develop if medication is stopped at that 
time. Endocrine Disturbances—Menstrual irregularities, altered libido, 
gynecomastia, lactation, weight gain, edema, false positive pregnancy tests. 
Urinary Disturbances—Retention, incontinence. Others — Hyperpyrexia; 
behavioral effects suggestive of a paradoxical reaction, including excitement, 
bizarre dreams, aggravation of psychoses, and toxic confusional states; 
following long-term treatment, a peculiar skin-eye syndrome marked by 
progressive pigmentation of skin or conjunctiva and/or accompanied by 
discoloration of exposed sclera and cornea; stellate or irregular opacities of 
anterior lens and cornea; systemic lupus erythematosus-like syndrome. 


Dosage: Dosage must be individualized according to the degree of 
mental and emotional disturbance, and the smallest effective dosage 
Should be determined for each patient. 
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live and perform in the commu- 
nity. And, unlike other major tran- 
quilizers, Mellaril (thioridazine) 
Causes minimal akathisia or 
other extrapyramical symptoms. 
Mellaril (thioridazine) is contra- 
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tensive or hypotensive heart disease of extreme 
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Recent Trends in Psychotherapy 


BY JUDD MARMOR, M.D. 


The author briefly reviews and tentatively categorizes 
a number of psychotherapeutic techniques that have 
emerged in recent decades, particularly those which 
fall under the rubric of the human potential 
movement. He asks and endeavors to answer four 
major questions with regard to these therapies: 1) 

_ What is the meaning of their rise and popularity? 2) Do 
they help and, if so, how? 3) Do they present any 
dangers? 4) What relevance and meaning do they have 

for more conventional psychotherapists? He also 
briefly discusses some of the cognitive therapies and 
the common denominators in all psychotherapies. The 
author closes with a plea for a flexible approach to 
psychotherapy. 


T past 30 years have witnessed an extraordinary 
and unprecedented efflorescence of new psycho- 
therapeutic techniques (1-4). It is my purpose in this 
paper to survey a few of the more prominent of these 
and to place them in some kind of perspective. 

The initial major revolution in psychotherapeutic 
practice was started by Sigmund Freud. He was the 
first to describe human behavior within a coherent de- 
velopmental and psychobiological framework and to 
devise an organized psychotherapeutic approach 
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based on his theory. Although the cornerstone of 
Freud's theory was his emphasis on the unconscious 
and on the degree to which human beings are driven by 
irrational forces of which they are unaware, his thera- 
py was based on achieving cognitive awareness— 
"making the unconscious conscious" by means of ra- 
tional understanding acquired through analy:ic insight. 
All psychoanalytically oriented psychotherapies— 
Freudian, neo-Freudian, Rankian, Adlerian. Jungian, 
or Kleinian—share this basic assumption about the 
central therapeutic importance of cognitive inter- 
pretations, regardless of the degree to which they dif- 
fer on other theoretic aspects. It is fair to say that 
the psychoanalytic point of view dominated psycho- 
therapeutic practice throughout the 1940s and 1950s. 

The next significant revolution in psychotherapeutic 
technique, which occurred during the late 1950s and 
1960s, was the development of the behavioral thera- 
pies, which are rooted in theories of learning and rest 
mainly on Pavlovian and Skinnerian conditioning con- 
cepts. These therapies rejected the subjective. cogni- 
tive focus of psychoanalytic therapy. Their major em- 
phasis was on removing the presenting symptom or 
symptoms by behavior modification, and the patients' 
subjective problems, feelings, or thoughts were con- 
sidered essentially irrelevant to the psvchotherapeutic 
process. Behavior therapists developed a wide spec- 
trum of innovative techniques that involved a variety 
of rewards, aversive stimuli, desensitization, implo- 
sion, social reinforcement, assertive training, role- 
playing, and rehearsals, to mention only a few. As 
might be expected, the appearance of these therapies 
triggered a spirited debate between dynamic psychia- 
trists and behavior therapists, with each side stereo- 
typing the other and professing to see no merit init. As 
time has gone on, however, many therapists on both 
sides have begun to modify their original extreme posi- 
tions and to recognize the complementary contribu- 
tions of both approaches to understanding the complex 
process of psychotherapy. 
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Regardless of their differences, dynamic psycho- 
therapy and behavior therapy are both firmly rooted in 
scientific tradition. In contrast, the more recent "third 
revolution” in psychotherapy represents, for the most 
part, a radical departure from that tradition. It em- 
braces a wide variety of approaches that reject the 
"mechanistic"" view of man they attribute to both the 
psychoanalytic and the behavioral schools of thought. 
Under the broad umbrella of what has become known 
as the "human potential movement” these therapies 
focus on ways of achieving "peak" experiences, ex- 
panding consciousness, getting in touch with the ''true 
self." releasing repressed emotions, experiencing 
what are presumed to be eternal verities, and ‘‘merg- 
ing with the cosmos”’ by way of transcendental experi- 
ences. 

It is interesting that some therapists are beginning to 
herald the birth of a fourth revolution, *‘transpersonal 
psychology," which encompasses such elements as 
mysticism, extrasensory perception, precognition, 
life-after-death, and reincarnation. I shall not discuss 
this fourth movement except to mention that in some 
ways it represents a logical extension of the third revo- 
lution. Instead, I shall focus on a limited number of 
therapies that have emerged in the course of the third 
revolution and try to place them into some kind of per- 
spective. I have arbitrarily divided them into four main 
categories: 1) emotional release therapies, 2) emotion- 
al release therapies with a major focus on body manip- 
ulation, 3) emotional control and/or relaxation thera- 
pies, and 4) religious and/or inspirational therapies. 
These categories are by no means sharply demarcated, 
and there is considerable overlap among them. 


EMOTIONAL RELEASE THERAPIES 


The emotional release therapies all operate on the 
concept of abreaction originally advanced by Freud. 
Early in his career Freud was convinced that if people 
could recall the early traumatic incidents that had 
made them sick and discharge the painful emotions 
connected with these traumata, they would get better 
ipso facto. As time went on, however, Freud found 
that emotional release in and of itself resulted in only 
temporary improvement. He then abandoned it as the 
major goal of therapy and turned to the more painstak- 
ing, time-consuming, and difficult process of trying to 
work through the patient’s defenses and resistances. 
However, the abreaction theory has never lost its pop- 
ular appeal, and its dramatic potential has been the 
basis for countless movies and stage plays over the 
years. 

Under the rubric of the human potential movement, 
the theory that release of repressed emotions is the 
royal road to emotional health is enjoying a significant 
renascence. The chief ideologic leaders of this move- 
ment have been two psychologists, Carl Rogers and 
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Abraham Maslow, and an ex-psychoanalyst, Fritz 
Perls. Beginning with the T-groups (or training groups) 
that originated in Bethel, Me., in 1946, sensitivity 
training focused on enhancing the personal awareness 
of individuals in government and industry. This ap- 
proach spread widely throughout the country, mainly 
on college campuses. It was initially concerned with 
individuals who presumably were without basic psy- 
chopathology but sought to broaden their inter- 
personal sensitivity in their work relationships. A 
quantum change in the character and growth of these 
groups took place, however, with the formation of the 
Esalen Institute in northern California in the mid- 
1960s. The techniques developed at Esalen quickly 
took on a new character. They appealed to people 
from all walks of life, and under the mantle of what 
came to be called the encounter movement a variety of 
techniques emerged, all focused on the ‘‘here-and- 
now” situation, all characterized by confrontation in a 
group setting, and all aimed to facilitate emotional ab- 
reaction and presumably lead to peak experiences. 
They included marathons (nude or otherwise), group 
gropes'' in warm pools, and a variety of other ‘‘touch- 
ie-feelie" techniques which, as can be imagined, had 
broad mass appeal. Literally hundreds of similar pri- 
vate "institutes" sprang up in various parts of the 
country, most of them capitalizing on the sexual over- 
tones of these techniques. The chief guru of Esalen 
was Fritz Perls, who under the misleading name of Ge- 
stalt therapy strongly advocated bypassing cognition 
in psychotherapy and focusing only on here-and-now 
feelings. "Don't think, feel," and ‘‘Lose your mind 
and come to your senses’’ were two of his main ral- 
lying cries. Perls was responsible for several in- 
novative techniques for heightening the abreaction 
process. In one, the "hot seat," persons in the group 
are successively stressed by intense questioning, ag- 
gressive confrontations, and guided fantasies. In an- 
other, the "empty chair," the subject in the hot seat is 
asked to imagine some emotionally significant past or 
present figure in his or her life and to direct previously 
suppressed thoughts and feelings toward that figure. 
Marathon therapies, another major approach, have 
also grown in popularity. Their essential rationale is 
that emotional defenses are weakened by stress and 
fatigue, thus facilitating the supposedly curative emo- 
tional abreactions. The potential danger of breaking 
down defenses in this way is obvious. Indeed, this 
danger extends to the entire encounter movement. 
Those who are drawn to these therapies range from 
bored people seeking titillation, to alienated ones look- 
ing for intimacy, to emotionally disturbed individuals 
hoping for quick and magical cures. Because no formal 
training is required of group leaders in most cases, 
many of these groups are led by individuals whose on- 
ly credential is their status as former participants. It is 
not surprising, therefore, that techniques aimed at rap- 
idly breaking down emotional defenses have resulted 
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in a high incidence of casualties in these encounter and 
marathon groups. Casualties have been estimated to 


be as high as 50% in groups led by individuals who are. 


themselves disturbed or insensitive (5). Impulsive dis- 
solutions of marriages, acute panic states, depressive 
reactions, and psychotic breakdowns have been 
among the consequences to group participants. 

Another widely publicized abreactive technique is 
primal therapy, originated by Arthur Janov. Janov, a 
clinical psychologist, assumes that all neuroses and 
functional psychoses are simply the result of failure to 
satisfy the basic needs of infants for love and gratifica- 
tion. All efforts at training the child are considered to 
be potential interferences with these needs and to re- 
sult in the accumulation of a “‘primal pool’’ of pain. 
According to Janov, all apparently normal or well-ad- 
justed individuals are really neurotic because they 
have ‘‘accommodated”’ to this repressed pain. In the 
course cf primal therapy, patients, singly and in large 
groups, are persuaded to ‘‘recall’’ and reenact not only 
early infantile traumata but also the painful experi- 
ences that they presumably had in moving through the 
birth canal and even within the womb. As this “‘pain’’ 
is recalled, patients are encouraged to emit ear-pierc- 
ing cries of agony called "primal screams.’* Janov 
boldly asserts that primal therapy is the only real 
‘‘cure’’ for mental illness and that all other approaches 
provide at best only symptomatic relief. 

Another approach in this category is Z-therapy, 
named for a psychologist named Zaslow, who initially 
developed it to treat autistic children. Zaslow termed 
this approach *'rage reduction therapy." He then broad- 
ened its application to adult neurotics. Zaslow’s theo- 
ry is that rage reduction is the key to the elimination of 
"sensory motor and cognitive resistances." Con- 
sequently, in Z-therapy a group holds the patient down 
by firm physical restraint, while the therapist tickles or 
painfully prods the patient’s rib cage until he is literal- 
ly wild with rage. Sessions go on for 4-8 hours, ending 
when the patient is totally exhausted and has stopped 
struggling. At that point he is released and af- 
fectionately embraced by his tormentors. Therapy is 
supposedly completed in about three sessions. 

Another essentially abreactive technique is the 
Arica method, developed in the 1950s by a Bolivian 
guru called Ichazo. Arica means *‘open door’’ in the 
language of the Bolivian Indians. This technique in- 
volves a 40-day program that blends Zen, yoga, medi- 
tation, massage, guided fantasy, movement exercises, 
breathing exercises, tarot cards, and Eastern mystic 
philosophy, all designed to enable the individual to 
presumably achieve transcendental experiences and 
unity with the cosmos. : 

A similar potpourri of methods, albeit less esoteric, 
is involved in Erhard Seminars Training (est), which 
has been sweeping the country. Est combines mara- 
thon sessions, Gestalt techniques, yoga, Zen, hypno- 


sis, behavior modification, meditation, sensory aware- , 
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ness, and the power of positive thinking in a product 
that its founder, Werner Erhard, has skillfully pack- 
aged and marketed. The training 15 carried on in 16-20- 
hour sessions, usually over a weekend, with 250 peo- 
ple at a time in a large auditorium: The long hours, 


physical and emotional frustration, aggressive con- 


frontations by a charismatic leader, and group pres- 
sures all combine to heighten suggesti»ilitv and facili- 
tate emotional release. In addition, a rum»er of prime 
cognitive concepts, such as ‘‘What is is," “You are 
the cause of your own world," and '' Accept yourself 
as you are,” are reinforced repetitively. 


EMOTIONAL RELEASE THERAPIES THAT 
EMPHASIZE PHYSICAL MANIPULATICN 


The second major group of nev/ therapies, the emo- 
tional release therapies, places major emphasis on 
physical manipulation. It is not surprising that the pop- 
ularity of body contact techniques in the encounter 
movement led to a resurgence of interest in physical 
manipulation as a way of facilitating emotional release. 
A variety of body massage techniques thal range from 
the gently titillating to the harshly painful have been 
offered to the public for their supposed psycho- 
therapeutic value. Best known is Rolfing, a technique 
developed by Ida Rolf, Ph.D. (biochemistry), who at- 
tributes all emotional difficulties to tensions that are 
presumably locked into muscle and tendor: tissue, thus 
resulting in misalignments in the body s-ructure. To 
restore the alignments, release these tensions, and 
promote emotional abreaction, Dr. Rolf applies vigor- 
ous and very painful muscle massage so thet mind and 
body ‘‘will again become free to move through space 
in harmony with gravity," and "structural integrity 
[will be ] restored.” In direct contrast to Rolfing, the 
Feldenkreis method, developed by an elderly Israeli 
with a doctorate in physics, advocates slow and deli- 


: cate body movements and very gentle massage as the 


correct way to restore psychophysiologic harmony. 
The concept that psychopathology is rooted in mus- 
cular tension is, of course, not new. Indeed, one such 


_ theory, posited by Wilhelm Reich, was an abberrant off- 


shoot of psychoanalytic libido theory. Reich believed 
that the repressed libido of neurotic individuals be- 
came attached to various body parts znd could be re- 
leased by massage and manipulation. His technique in- 
volved having the patient disrobe and lie on a couch so 
that the therapist could observe the patiert's body be- 
havior and manipulate areas of presumed tension. Sex- 
ual excitation is a desideratum in Reichizn therapy, 
and orgasm is considered the most effective and mean- 
ingful discharge of repressed libido. It is n2: necessary 
to belabor the potentials for abuse of tais kind of tech- 
nique, although Reich himself abjured any sexual rela- 
tionship between patient and therapist. 

An offshoot of Reichian therapy is an approach la- 
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beled ‘‘bio-energetic therapy” by its originator, Alex- 
ander Lowen. Lowen also believes that emotional re- 
pressions are reflected in muscular tensions and that 
the reduction of muscular tension and the consequent 
abreaction of inhibited emotions will produce a ten- 
sion-free individual capable of realizing his or her max- 
imum potentials. 


EMOTIONAL CONTROL AND/OR RELAXATION 
THERAPIES 


The techniques I have designated as emotional con- 
trol and/or relaxation therapies differ from the abreac- 
tive techniques in that their primary emphasis is on 
acquiring greater control over the body through train- 
ing. Such control supposedly leads to favorable psy- 
chotherapeutic results. One of the most popular of 
these techniques is yoga training, which involves an 
organized program of stylized positions and exercises. 
Equally popular are the various meditation therapies. 
The best known of these is TM, or Transcendental 
Meditation, which is a trademarked name for one vari- 
ety of meditation. TM has an extensive world-wide or- 
ganization, and approximately 1 million people have 
purchased the TM training "package." This involves a 
program of meditation for 20 minutes twice a day, dur- 
ing which time the individual concentrates on his or 
her mantra, a sound the TM people claim is specifical- 
ly selected for each client and is supposed to be kept 
secret. There is little doubt that the quiet and relaxa- 
tion achieved in this way can have beneficial con- 
sequences for many of the individuals who, in this 
busy, noisy, and harried world, are able and willing to 
take 40 minutes out of each day to meditate. Unfortu- 
nately, the grand guru of TM, the Maharishi Mahesh 
Yogi, makes promises, including cures for a wide vari- 
ety of illnesses, that go far beyond what relaxation can 


do. He asserts that'if only 176-576 of the world popu- 


lation practiced TM, the ripple effects would eliminate 
violence, crime, poverty, and war from the face of the 
globe. 

Another offering in this group of therapies is Silva 
Mind Control, widely marketed through a system of 
franchised trainers, which claims to heighten con- 
sciousness and intensify psychic awareness. The tech- 
nique involves an organized program of meditation, 
self-hypnosis, yoga, and guided fantasy. 

A quite different approach, designed to achieve veg- 
etative and muscular relaxation, is biofeedback. Bio- 
feedback makes use of experimentally validated visual 
and auditory feedback techniques that enable subjects 
to attain a certain degree of vegetative and muscular 
control. Unfortunately, biofeedback has been ex- 
ploited commercially as a ‘‘psychotherapeutic break- 
through,” long before its true value can be adequately 
assessed. One of the most highly publicized aspects of 
biofeedback training, electroencephalographic alpha 
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wave training, is now believed to have little practical 
therapeutic consequence other than its placebo or re- 
laxation effects. 


RELIGIOUS AND/OR INSPIRATIONAL THERAPIES 


The fourth group, the religious and inspirational 
therapies, goes back to the prescientific and pre- 
historic roots of psychotherapy. In the past two dec- 
ades in America, there has been a strong resurgence of 
interest in Eastern philosophies, particularly in East 
Indian Yoga philosophy and the Zen Buddhism of Ja- 
pan. The practices associated with these philosophies 
are designed to achieve transcendental states, a merg- 
ing with the cosmos, and a sense of ultimate release 
that Zen practitioners call satori. A wide variety of 
gurus, masters, babas, maharishis, and some out-and- 
out charlatans are involved in the leadership of these 
groups. Western religious healers, by contrast, tend to 
be less esoteric and more emotional. Indigenous to the 
American scene are revival meetings, faith healing, 
and the laying on of hands. Particularly striking in re- 
cent years has been the emergence of numerous cults 
that offer their members a supposed haven, the sup- 
port of an extended family group, and the "'pro- 
tection’ of a charismatic leader. The psychodynamic 
aspects of this kind of group submission to parent sur- 
rogates were outlined graphically by Erich Fromm (6) 
almost 46 years ago in his classic work Escape from 
Freedom. 


MISCELLANEOUS THERAPIES 


Every classification system has a miscellaneous 
group to incorporate those categories that do not fit 
conveniently into its arbitrary groupings. I have placed 
self-help groups, várious adjunctive kinds of therapies, 
and the new cognitive therapies in this group. 

Self-help groups for specific emotional problems are 
relatively new. They have their origins in the forma- 
tion of Alcoholics Anonymous in 1935 by a reformed 
alcoholic and of Recovery, Inc., in 1937 by a psychia- 
trist, Abraham Low. Since then a large variety of self- 
help groups have been formed to deal with a broad 
spectrum of conditions. Among these are Synanon, for 
addicts; TOPS (Take Off Pounds Sensiblv), Overeaters 
Anonymous, and Weight Watchers, all for overweight 
people; Gamblers Anonymous; Narcotics Anony- 
mous; Neurotics Anonymous; Parents Without Part- 
ners; and self-help groups for excriminals, homosexu- 
als, very tall people, very short people, etc. Many of 
these have proven extremely helpful to their partici- 
pants by providing a haven of identification with oth- 
ers who share the same problem and a support group 
that functions like an extended family. Some, like AA, 
have religious or inspirational overtones, while others, 
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like Recovery, Inc., attempt to broaden cognitive 
awareness; some simply provide emotional support. 

The adjunctive therapies are most often used to sup- 
plement other forms of psychotherapy but occasion- 
ally are advocated as sufficient unto themselves. 
Prominent among these are psychodrama, music 
therapy, bibliotherapy, poetry therapy, art therapy, 
and dance and body movement therapy. 

Finally, I would like to comment briefly on a group 
that might be labeled ‘‘new cognitive therapies." 
These are not part of the human potential movement 
but represent a revolt against the emphasis on the un- 
conscious in psychoanalytic therapy, although they 
share the cognitive orientation of that technique. Two 
representative examples are the reality therapy of Wil- 
liam Glasser and the rational-emotive therapy of Al- 
bert Ellis. Both approaches minimize unconsicous 
psychodynamic factors and focus instead on improv- 
ing conscious cognitive understanding. Glasser’s ap- 
proach. originally developed for use with adolescent 
delinquents in a controlled environment (where it ap- 


pears to have been helpful), places great emphasis on . 
conscious responsibility for one’s actions. It is a kind 


of "Dutch Uncle” approach to psychotherapy that be- 
comes quite simplistic when it is applied to severe psy- 
choneurotic and psychotic disorders. Glasser fails to 
recognize the considerable difference between psycho- 
pathologic states in which there is a weak or poorly 
developed superego and those in which the psycho- 
pathology is rooted in a superego that is overly puni- 
tive. Furthermore, trying to explain schizophrenic re- 
actions on the basis of the patient's lack of a sense of 
responsibility borders on the absurd. 

Ellis’ rational-emotive therapy involves individual 
and group discussions of the irrationality of patients' 
beliefs and perceptions. This is supposed to help pa- 
tients consciously substitute more realistic behavior 
for their self-defeating behavior. Ellis applies his ther- 


apy to all neuroses, including character disorders, 


phobias, obsessive-compulsive problems, and impulse 
disorders. His theory is that all neurosis results from a 
negatively oriented implicit philosophy that people 
carry around with them. The rational-emotive thera- 
pist is confronting, directive, and intrusive in attempt- 
ing to convince patients of the error of their beliefs. 

Actually, these new cognitive therapies are throw- 
backs to a pre-Freudian technique advanced by a 
Swiss psychiatrist, Paul Dubois, in the mid-nineteenth 
century. Dubois called his method Rational Psycho- 
therapy and based it on ''curing the will through self- 
education" and on modifying ''the erroneous ideas 
that the patient has allowed to creep into his mind.”’ 
Even at that time, Dubois' rationalism was challenged 
by Joseph Dejerine, Professor of Psychiatry at the Sal- 
petriére in Paris. As Dejerine put it, 


According to Dubois, psychotherapy ought to be '"'ra- 
tional,” that is, based solely on reason and argument. . . . 
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If reason and argument were sufficient to change one’s 
state of mind, the neuropaths would find in the writings of 
the moralists and philosophers . . . everything they would 
need to reconstruct their morale . . . and therefore they 
would have no need of a psychotherapist. Reasoning by 
itself is indifferent. ... Psychotherapy cepends wholly 
and exclusively upon the beneficial influeace of one per- 
son on another. (cited in reference 7, p. 175) 


Thus the new cognitive therapists are simply repeating 
history. Plus ca change, plus c'est la mime chose! 


DISCUSSION 


I would like to devote the remainder of this brief 
essay to four basic questions. First, What is the mean- 
ing of this enormous efflorescence of new therapies? 
Second, Do they help and, if so, in what ways? Third, 
Do they present any dangers? And fourth, What rele- 
vance and meaning do they have for scientifically ori- 
ented psychotherapists? 

To understand this flowering of new therapies in the 
past 30 years it must be placed within a sociological 
and historical framework. One majer factor is that the 
early rich hopes of the psychoanalytic revolution have 
not been fulfilled. The classical method cf psycho- 
analytic treatment is costly and time-consuming, and 
its results have been relatively disappointing (8). This 
should not be misinterpreted as a negaticn of the value 
of Freud's contributions. Psychoanalysis is not just a 
treatment method, it is also a theory and a research 
instrument. Its basic theoretical concepts, stripped of 
their superfluous metapsychological superstructure, 
continue to enrich every apsect of psychiatric thought. 
As a research tool for exploring unconscious mental 
phenomena, the psychoanalytic method still has no 
equal. However, the model’s failure to live up to its 
original therapeutic promise has been a significant fac- 
tor in the search for more effective techniques of treat- 
ment, as well as shorter and less expensive ones. 

A second factor has been the growing democrat- 
ization of the health delivery system in our country 
since the end of World War II. Mental health care, like 
physical health care, is now considered a right to 
which all people are entitled. At the same time, the 
increasing involvement of third-party pavers and the 
possibility of a national health insurance program with 
limited mental treatment benefits have put additional 
pressure on providers to find shorter and more eco- 
nomical approaches. 

Third, and particularly relevant to the emergence of 
the human potential movement, has been the develop- 
ment of a profound revulsion in many people toward a 
technology that has brought us to the br.rk of nuclear 
destruction, and is polluting our food, water, and air 
and depleting our natural resources. A major con- 


sequence of this revulsion has been the emergence of a 
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rampant anti-intellectualism and distrust of science, a 
loss of faith in established institutions and in the mate- 
rial values of American society, and a fear and distrust 
of authority (9-11). In addition, the growing com- 
plexity of our society and our distance from the deci- 
sion-making processes that control our lives have con- 
tributed to strong feelings of personal insecurity and 
alienation. People feel lonely and separated from one 
another, and the sense of community that distin- 
guished earlier societies seems to be disappearing. 
Thus it is not surprising that many individuels who 
have come to distrust both the mind-probing tech- 
nigues of dynamic psychiatry and the conditioning 
techniques of behavior modification are increasingly 
drawn to approaches that offer instant, albeit synthet- 
ic. intimacy and promise quick, dramatic cures with- 
out the necessity of dealing with the painful realities of 
one’s current life. 

In addition, some of the new approaches, by dis- 
counting the need for professional training of group 
leaders, tend to blur the distinction between people 
who have genuine emotional problems and these who 
do not. As a result, people can participate in such 
groups without feeling that they are patients, which fa- 
cilitates the process of denial in those who do not wish 
to face their problems. The growing trend toward self- 
help groups in part reflects a similar distrust of author- 
ity figures, although in saying this I do not discount the 
values inherent in many of these groups. 

The second question is whether or not these groups 
help. This is obviously a cómplicated issue. By 
"help," do we mean transitory relief of symptoms or 
more basic emotional growth? There is no doubt that 
many people do get a temporary sense of being helped 
by these new therapies. This should not surprise us. 
All of the abreactive approaches use a number of non- 
specific factors that are characteristic of all therapeutic 
processes (12). All employ an enormous amount of 
suggestion and persuasion, usually in a group setting 
of powerfully enhanced hope and expectancy. The 
emotional release that ensues also leads to a tempo- 
rary relief of tension. In addition, in the religious and 
inspirational approaches there is often a regression to 
parent-child transference reactions and early beliefs in 
parental magic and omnipotence. 

If, however, the question is whether people achieve 
any lasting characterologic changes from the new ther- 
apies, I believe the answer is, in most instances, nega- 
tive. In evidence of this, we see the same people over 
and over again, moving from one of these therapies to 
another. One year it is Zen, the next year yoga, then 
TM, and now est. À decade or so ago many of the 
same n2ople were expressing confidence that they had 
achieved the ultimate cure through LSD treatments. 
Most of these individuals are searching for instant 
magical cures, and as the magic of one group inevita- 
bly wears off they search for others. What we have, in 
essence, is a phenomenon Freud described more than 
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75 years ago, namely, that emotional abreaction re- 
sults in transitory feelings of relief but usually does not 
resolve underlying characterologic problems. _ 

The next question is whether these therapies present 
any danger. The answer, regrettably, is that many of 
them do, although the degree of danger varies greatly 
with the nature of the patient, the quality of the leader, 
and the form of the therapy. Perhaps the greatest dan- 
ger is the indiscriminate way in which many of these 
approaches are marketed, with little if any effort to 
screen out those for whom the method might be in- 
jurious. A disproportionate percentage of the psychiat- 
ric casualties of psychotherapy occur within the hu- 
man encounter movement. This can be explained not 
only by the lack of any effective psychiatric screening 
but also by the fact that many of these groups are run 
by untrained or poorly trained leaders who have nei- 
ther awareness of nor control over their own counter- 
transference needs. Thus the potential for financial, 
psychological, and sexual exploitation of group mem- 
bers is very great. Moreover, as recent events have all 
too sadly demonstrated, unstable group leaders are 
easily corrupted by the power that 1s vested in them, 
and the results for their followers can be very tragic 
indeed. 

Still another danger in these new therapies is that by 
offering simplistic answers to complex problems they 
ignore the real-life difficulties that are often involved in 
emotional and psychological decompensation. Emo- 
tional catharsis in and of itself does not eliminate zhe 
painful realities of living. Many emotional release ther- 
apies and consciousness-raising groups operate on zhe 
romantic notion that inner experience alone can 
change and transform external reality, as though we 
are totally responsible for everything that happens to 
us. No one who has psychiatric training will deny that 
we are responsible for much that happens to us, »ut 
the illusion of total responsibility can be destructive to 
a vulnerable personality. Many of these therapies also 
promote an extreme degree of narcissistic self-incul- 
gence. "Accept yourself as you are—don't try to 
change,” is certainly an attractive formula, provided it 
works. Unfortunately, it is sometimes necessary to 
change one's characterologic patterns in order to func- 
tion more effectively in one's interpersonal relation- 
ships or life situation. 

Another characteristic of many of these therapies is 
that they claim to have a single cure for all human 
problems. The assertion that one has found a unique 
and singular treatment for all varieties of mental illness 
is a clear indication of an unscientific approach that 
often, although not always, involves conscious charla- 
tanry. 

The objective scientific observer still has an obliga- 
tion to ask whether there is anything useful that car. be 
learned from this mélange of psychotherapies. In my 
opinion, there are a number of elements worthy of se- 
rious attention. One of these is the significance of 
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meaning in the lives of our patients and in our psycho- 
therapeutic transactions with them, a point that has 
been emphasized by Viktor Frankl (13). That man 
does not live by bread alone is perhaps illustrated most 
dramatically by the rapid deterioration seen in elderly 
people who are divorced from meaning in their lives 
and no longer have any functional relationship to their 
environment. We have tended in dynamic and behav- 
ioral psychiatry to be too focused on the past and the 
present, without sufficient cognizance of the important 
role played by man’s view of the future, his hopes, 
expectations, dreams, and fears in shaping his behav- 
ior. 

Another lesson to be learned from the human en- 
counter movement is the importance of the activity of 
the therapist and of human warmth and affection in a 
psychotherapeutic context. We cannot and must not 
treat psvchotherapy as arelatively mechanical process 
of cognitive interpretations or conditioned stimuli. A 
great deal of experimental work has indicated that em- 
pathy, warmth, and genuineness are basic factors in all 
psychotherapies (14). The neutral mirror model of 
classical psychoanalytic technique and the cool scien- 
tific detachment of the animal experimenter are in- 
valuable for research purposes, but they can be nega- 
tive factors in a psychotherapeutic context. 

Finally, perhaps as important as anything we can 
learn from these new therapies is the enormous power 
of the group as a modifying factor in human behavior. 
It is not that we have been unaware of this. Freud (15) 
was one of the first to emphasize the power of the 
group in human motivation. Psychoanalytically orient- 
ed psychiatrists were the founders of group therapy, 
and both dynamically oriented and behaviorally ori- 
ented group therapies have flourished for many years. 
What the new psychotherapies have done, however, is 
to highlight dramatically the tremendous dynamic 
power of the group to influence. This is a power that 
most traditional psychotherapists have failed to make 
full use of, perhaps as a reflection of the individualism 
of our culture. It may well be that in the years ahead 
scientifically trained psychotherapists will have to 
learn how to make more effective use of the group con- 
text as a psychotherapeutic instrument. 

In concluding, it would be a serious omission not to 
point out the many ways in which dynamic psycho- 
therapy itself has evolved in recent years. Spurred by 
the germinal influence of Alexander and French's clas- 
sic 1946 book on psychoanalytic therapy (16), dynami- 
cally oriented psychotherapists after World War II be- 
gan to practice with increasing flexibility, modifying 
the frequency of visits, allowing patients to sit up dur- 
ing therapy, interviewing significant others, con- 
trolling transference regression, modifying noxious en- 
vironmental factors where possible, and functioning as 
more active participant-observers in therapeutic trans- 
actions with their patients. Techniques of time-limited 
crisis intervention and short-term dynamic psycho- 
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therapy have evolved in a one-to-one context, and 
psychodynamic concepts have been aprlied to con- 
joint marital therapy, family therapy, and group thera- 
py. More recently, social and community psychiatrists 
are attempting to apply systems theory concepts to 
psychotherapeutic interventions. 

At the same time, there has been much research on 
the nature of the psychotherapeutic process designed 
to elucidate the factors that are essential to behavioral 
change. Space does not permit me to explore this is- 
sue, other than to point out that many investigators are 
coming to the conclusion that there are basic common 
denominators that play a determining ro.e in all psy- 
chotherapies—dynamic, behavioral, or humanistic— . 
although the emphasis varies with each approach. 
These common denominators can be briefly summa- 
rized. 

First and foremost, the basic matrix of all successful 
psychotherapies is a good patient-therapist relation- 
ship , which rests largely on the trust and rzpport engen- 
dered by the therapist's genuine interest in and respect 
and empathy for the patient, and on the patient's moti- 
vation to be helped. Given this matrix, other important 
elements in the psychotherapeutic process are as fol- 
lows: , 

1. Release of emotional tension in the context of 
hope and expectation of receiving help. 

2. Cognitive learning about the basis for the 
tient’s difficulties. " 

3. Operant reconditioning toward more adaptive 
patterns of behavior by means of explicit or implicit 
approval-disapproval cues, and also through correc- 
tive emotional experiences in therapy. 

4. Suggestion and persuasion, overt or covert. 

5. Identification with the therapist or other group 
members. 

6. Repeated reality-testing or rehearsal of the new 
adaptive techniques. 

All of this must be done in a context of consistent 
emotional support (12). 

Given these common denominators, rational psy- 
chotherapy still requires a basis for deciding how and 
in what proportions these factors can best be applied. 


pa- 


. In my opinion, regardless of whether the therapist’s 


orientation is psychoanalytic, behavioral, or humanis- 
tic, or whether the therapy is to be in a dyadic or group 
context, the foundation for such decisions must rest on 
a sound psychodynamic understanding o: both the in- 
ner and outer forces that are contributing to the pa- 
tient's problems, as well as a capacity fcr diagnostic- 
ally differentiating between diverse types of psycho- 
pathology. Patients must not be tied to a Procrustean 
bed of a fixed technique that is incapable of being 
adapted to the patient’s specific needs. Lt is probably 
too much to hope that we shall some day see an end to 
the passionate and partisan proclamations of the supe- 
riority of one technique over all others, but it is to be 
hoped that the psychotherapies of the future will show 
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increasing flexibility, combining cognitive, behavioral, . 


and humanistic techniques with our growing knowl- 
edge of the psychophysiology and psychopharmacolo- 
gy of the central nervous system. In the process we 


must continue to strive toward the goal of what I have 


previously described as ‘‘a unified science of psycho- 
therapy that will enable us to fit the patient, the thera- 
pist, and the technique together in a way that will most 
effectively, economically, and humanely achieve the 
desired objectives of mental health’’ (17). 
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On “I”: The Conceptual Foundations of Responsibility 


BY GORDON G. GLOBUS, M.D. 


In clinical practice, great emphasis is placed on the 
patient’s being responsible, yet the conceptual bases 
of this therapeutic posture are obscure. The author 
examines the conceptual foundations of responsibility 
by focusing on the subjective ‘‘I.’’ Although “P is 
widely considered to be an empty term, signifying only 
an illusory “ghost in the machine,” the author argues 
that our acquaintance with “T” is acceptable at face 
value. "I is strictly identified with the tacit, rule- 
governed, grammatical actions of distinguishing (or 
meaning) that constitute the experienced personal 
world. The author discusses the clinically important 
distinction between ‘‘having’”’ and “assuming” 
responsibility. 


sychiatrists of many persuasions would agree that 
P responsibility is a critical component of psycholog- 
ical function and that patients should be encouraged to 
assume more responsibility for themselves; yet the 
formal conceptual foundations of this issue are often 
tacit or obscurely developed, and systematic critical 
discussion is infrequent. The goals of this article are to 
elaborate the conceptual foundations of responsibility 
by focusing on “T”? and to discuss some implications 
for clinical practice. 

Psychiatry has, in general, little to say about “T” 
(the self or subject), who, according to our ordinary 
experience, appears to perceive, know, think, remem- 
ber, feel, want, will, and so on. This is surprising, giv- 
en the consistent importance that ''I'' assumes for 
most of us and the extraordinary frequency with which 
we use the term. If psychiatry is not grounded in the 
immediacy of our everyday commonplace lives, it runs 
the risk of incompleteness and irrelevance: accord- 
ingly, any psychiatry that purports to be comprehen- 
sive must provide some account of ‘I°’ or suffer the 
accusation that it is seriously deficient. If “T” is to be 
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mainly disregarded, then there ought to b= a good rea- 
son for this state of affairs. 

The primary reason “T” is not more discussed is be- 
cause it is considered to be an essentially empty con- 
cept, signifying nothing within conscious experience. 
The term ‘‘I’’ is thought to denote an illusion. Accord- 
ing to Ryle (1), to talk about ''I'' is to plece an unnec- 
essary and obfuscating “‘ghost in the macaine'' (where 
“machine” implies a biological organism. strictly sub- 
ject to physical law). It is widely believed, further- 
more, that to take ''T" seriously commits cne to a Car- 
tesian dualism with fundamentally disparate mental 
and physical domains. Such dualism is abhorrent to 
most contemporary scientists. At best, * I'' is consid- 
ered a superfluous, hypothetical construct. Accord- 
ingly, "T" is largely ignored by mainstrzam psychia- 
try. 

In this article, I claim that ''T'' is not an illusion, but 
is actually given to our direct acquaintance. Further- 
more, ''T' is of great functional significar ze— just as it 
seems to our ordinary unsophisticated experience— 
and can be comprehended within a pars.monious and 
esthetically satisfactory theoretical structure that 
avoids an ontological dualism of ‘‘sou.*’ and ‘‘sub- 
stance." 

It is not possible to carry on this discussion strictly 
within psychiatric terms; philosophical considerations 
are required. But this is only to explicitly zonsider phil- 
osophical issues, for a philosophical post ion is already 
tacit in the typical psychiatric disregard of ''I." My 
view is that there ought to be a lively interface be- 
tween psychiatry and philosophy, since ny attempt to 
clarify the conceptual foundations of psyzaiatry quick- 
ly becomes entangled with philosophy. Accordingly, 
discussion of the clinically important topic '*assuming 
responsibility" cannot avoid philosophical consid- 
erations (just as clinical psychopharmacology beyond 
the ‘‘cookbook’’ stage requires biochemical consid- 
erations). | 


THE CONVENTIONAL VIEW OF ‘T’ aS 
ILLUSION 


Before considering the argument that *‘I’’ is an illu- 
sion, I will discuss the manifest presencation of ‘‘I,”’ 
following a recent article by Natsoulas (2). “T? does 
not refer to anything that anyone can enzounter in the 
world, yet “I am moved by an unshaxeable feeling 
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that ‘T’ possess ‘my’ experiences” (p. 270). Although I 
have this **unshakeable feeling” with respect to ‘‘I,”’ 
this feeling is absolutely private to me, for no one else 
can encounter my ''L." (Others have an ‘unshakeable 
feeling” about their own “‘I.’’) 

Sartre (3) has described “I” especially graphically: 


It is too much present for one to succeed in taking a 
truly external viewpoint on it. If we step back for vantage, 
ihe me accompanies us in this withdrawal. It is infinitely 
near and I cannot circle around it. (p. 86) 


The subject, for Natsoulas, ‘lacks any possible de- 
scription."' 


Not a part of the world and indescribable, the meta- 
physical subject shrinks (according to Wittgenstein) ‘‘to a 
point without extension and there remains the reality 
coordinated with it.'' (p. 270) 


Given this view of “I,” the problem becomes one of 
determining how people form such a "'persistent illu- 
sion." Natsoulas concludes that “T° is an ‘‘obstinate 
impression," to which “‘in weak moments” we take 
the world to belong (as ‘‘my world"). 

It should not be thought that only the contemporary 
analytical tradition in philosophy interprets a con- 
viction in the actuality of ‘‘I’’ as some sort of human 
failing. Sartre (3), the existentialist, relates ego to a 
consciousness that ‘‘flees from itself" and speaks of 
*the profound irrationality of the notion of ego” (p. 
81). The eighteenth-century empiricist Hume (4), after 
being unable to find any trace of ‘‘self’ on exhaustive 
inquiry, sighed, ''If any one upon serious and unpre- 
judic'd reflexion, thinks he has a different notion of 
himself, 1 must confess I can no longer reason with 
him." 

To maintain that “T” is illusory requires an account 
of why the term "I" is so frequently used. There are 
two different uses according to Natsoulas: as object 
and as subject. In the use as object, ‘T’ is replaceable 
by the phrase ''this body” and is on the same level 
with **he" or "she." “T”? as object is in principle an 
ordinary physical thing. The use of ''I" as subject al- 
lows a listener, in comprehending a speaker's words, 
to refer “I” to a certain human being, which is the 
speaker. 

Given this understanding, how can the illusion be 
overcome? Natsoulas' answer (following Gunderson 
[S]} is that “T? must come to realize that just as other 
people are nothing but machine-like physical objects 
for me," so am “T` nothing but a machinelike phys- 
ical object perceived by others. This is to say that the 
referent of my term ''I'" is in fact the same thing you 
call Globus." But there is a ''psychological hin- 
drance” to this self-knowledge, reflected first as an in- 
ability to adopt the other person's perspective and 
then as an inability to generalize to an objectivity that 
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is independent of any single viewpoint. Thus, Nat- 
soulas concludes, 


Constantly receding, qua scrutinizer, from any attempt 
at self-scrutiny, I am driven to the obstinate impression 
that "I" stand just beyond it all, at the limit (which is 
more like an extensionless center), a spectator "having" 
experiences through '*my'' body. And I report about the 
world with nearly nothing to say about that which I feel 
myself ultimately to be, a point source of awareness, to 
which in weak moments, I take everything to belong (^ the 
world is zty world") in a sense that is out of this world. (p. 
271) 


It is here that the conventional view of “T” as illu- 
sion is especially open to criticism. ‘P’ is the most 
persistent and prominent feature of mental life; ali ex- 
perience is "presented to the [self-aware] subject as an 
experience fo him'' (6). Yet, we are to believe that this 
extraordinary state of affairs is to be accounted for by 
"psychological hindrances,” ‘‘weak moments,” fear- 
ful ‘‘flight,’’ and stubborn "'irrationality."'" 

What makes compelling the conventional argument, 
which does such violence to our ordinary experience, 
is not this weak and virtually ad hominem argument, 
but the manifestly disastrous alternative, which admits 
an exceptional ghost to an otherwise consistent and 
intelligible machine, and brings with it all the unscien- 
tific ‘‘horrors’’ of dualism. In the next two sections of 
this article, I will propose a way around this impasse. 


“T? AS SINGULARITY 


Now, the world—my world—is characterized by 
“analytical? properties, such that I can distin- 
guish entities (in a formal sense, ‘‘objects’’). These en- 
tities comprise things-in-the-world-out-there, images, 
thoughts, fantasies, feelings, behaviors, and so on, 
which are interrelated in space and/or time. (Note that 
the term **world"' is used in a broad sense, as when we 
speak of the ‘‘world of thought," ‘‘world of feelings,” 
and so on.) Thus, the world can be ‘‘analyzed’’ into 
entities, in accordance with the particular use to which 
the analysis is to be put; the resulting parts participate 
in a structure of spatiotemporal relationships. 

We have seen that ''T" is not one of these entities 
and is not integral to the structure of the world, but it 
does not necessarily follow that ''I'' is fictional. We 
may instead conceive of “I” as an analytical singular- 
ity in the world domain. , 

What is meant by ''analytical singularity” can be il- 
lustrated by the retinal blind spot, which has a definite 
**address"' in the visual field. If we place an intact ruler 
in our visual field such that the sixth inch coincides 
with the projection of the blind spot, we do not see a 
gap in the ruler. There is no representation within visu- 
al experience of the blind spot; the visual field is per- 
fectly continuous. We must infer the presence of a sin- 
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gularity in the properties of visual experience at that 
address from our independent knowledge that there 
ought to be a sixth inch between the fifth and the sev- 
enth. Thus, there is an address in the visual field that i is 
singular with respect to visual properties. 

More formally put, a ‘‘singularity’’ in a domain is a 
region that is singular because the fundamental proper- 
ties of the domain are absent, i.e., the ordinary rules 
governing the domain no longer apply. At an analytical 
singularity, there are no entities and there is no relat- 
edness in space or time; the very manifold of space- 
time itself breaks down. That ‘‘I’’ is **not a part of the 
- world," is ‘‘indescribable,’’ and ''shrinks to a point 
without extension’’ does not force ‘‘I’’ to be illusory, 
for these very characteristics describe an analytical 
singularity.’ 

It should not be thought that singularities are in- 


imical to scientific inquiry, for they have various uses. 


For example, singularities are integral to the mathe- 
matical representation of perturbations in quantum 
systems (8). Indeed, singularities are fundamental to 
contemporary cosmological theory (9). In addition, 
singularities are quite admissible to the abstract 

‘play’? of pure mathematical inquiry. 

To summarize, the **evidence'' of commonplace ex- 
perience affirms the existence of “T” coupled to ‘‘its’’ 
world. The issue arises as to how ''I'' can be adequate- 
ly conceptualized. The conventional view is that we 
conceptualize ''I'" as an illusion; the only explanation 
then required is an account of just why this illusion 
occurs and is so persistent. But as we have seen, an 
explanation of the illusion's persistence in terms of our 
own self-deception and self-conceit is hardly com- 
pelling. 

An alternative view in which ''1'' is given face valid- 
ity must develop a consistent, parsimonious, and ab- 
stractly pleasing conceptualization of both the 


"world" and an "I" that is not participant in the 


world. This led classically to various forms of dualism. 
Scientists, however, recoil from admitting a ‘‘ghost’’ 
to the machine and then, by default as it were, attempt 
to bolster the ad hominem explanation of the illusion's 
occurrence and persistence. 

I have proposed that “T’ can be adequately concep- 
tualized as an analytical singularity. The relationship 
of "I" to its world can be mapped onto the relation- 
ship of an analytical singularity to an analvtical do- 
main; i.e., in a domain that supports analyzing, “I” is 
coupled to an ‘‘address’’ at which the very analytic 
properties of that domain disappear. ‘‘I,’’ then, is ac- 
tually given to our direct acquaintance, not as an ordi- 
nary "appearance' in the experienced world but as 


Tt should be noted that the **privacy"' of “1,” and its ising to 
an address, have not been accounted for in the representation ofr” 
as an analytical singularity, for this account would require consid- 
erable technical discussion of “‘intrinsic’’ and ‘‘extrinsic’’ per- 
spectives. I have considered these issues elsewhere (7). 
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that which does not have worldly analytical proper- 
ties. 

This emphasis on the actuality of `T’ does not nec- 
essarily bring with it a commitment to dualism. To 
claim that there are fundamentally different domains 
that somehow interact (at the pineal gland for Des- 
cartes, in the dominant cerebral hemisphere for Eccles 
[10]) or are parallel (Leibnitz) is quite Cilferent from 
claiming one domain that contains a singularity; the 
latter is consistent with monism. But to consider these 
issues further is to become entangied in the ‘‘world 
knot” of the mind/body problems, which I have dis- 
cussed at length elsewhere (11-13). For present pur- 
poses, I need only emphasize that the conception of 
"T" as analytical singularity does not commit us to on- 
tological dualism because only one domain is required. 


ee, 2^ 


THE FUNCTION OF I 


We may now inquire into the function of ‘‘I.’’ If it 
should turn out that T" is functionless—an awkward, 
inconsequential epiphenomenon—then little has been 


‘gained by conceiving of it as an analytical singularity. 


But if within the commonplace experiznce that we 
each live through, ‘‘I’’ is as important as it manifestly 
seems to be, then this representation will prove most 
welcome, for it will allow us to provide a more com- 
prehensive account of that human psychology which 
ought to be integral to psychiatric theory and practice. 

In the assessment of function, it is a time-honored 
strategy in medical science to observe what occurs 
when a bodily part is removed or otherwise deacti- 
vated. What happens when ''I'" disappears? What 
changes take place in consciousness in the absence of 
"TI"? Fortunately, there is extensive literature dating 
from antiquity in this regard, for the loss of ''P'—in 
the loss of the subject/object distinction—is a funda- 
mental ‘‘goal’’ of meditative practice in the mystical 
tradition (14). (Alternatively, we might consider the 
loss of “T” in the orgastic apogee.) 

With the disappearance of “I,” there is no longer 
any intentional object of consciousness, no content in 
the mind, nothing that we are conscious of; and with- 
out these analytical entities, there is no meaningfui 
world. The whole of consciousness becomes ‘‘unbro- 
ken," “undivided,” ''seamless," **holist:c." Without 
"L' consciousness is an unbounded continuum in 
which there are no distinctions of any kind, and hence 
no things, no phenomena, no entities, feelings, 
thoughts— indeed, no world. 

Coordinate with the disappearance of “‘I,’’ the ex- 
perienced world collapses. When `T’ reappears, so 
does the world. We may say that "P" is indissolubly 
“coupled” to its meaningful world. 

We have seen that with the absence cf "I" in the 
penultimate state of meditative achievement, there are 
no distinctions within consciousness, whereas in the 
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presence of “I” there is a meaningful world of distin- 
guished objects. We may effect a considerable parsi- 
mony by strictly identifying “P? with the actions of 
distinguishing. “T? ''constitutes" (to use Husserl’s 
term [15]) or ‘‘upholds’’ (using ‘‘Don Juan’s’’ term 
[16, 17]) its world by v:rtue of being distinction-making 
actions. “I” means its world. Without the action of 
"I" there is the catastrophe of world collapse into the 
distinctionless meaningless whole of ‘‘pure con- 
sciousness.” “P is coupled to its world—‘‘the world 
is my world” —because the world is sustained b» “I.” 

It is now apparent why “I” is not of the world. I" 
is the very action that constitutes the world. The 
meaningful world presupposes the existence of ‘‘I’’ 
qua process. The work *'stands on the shoulders" of 
“I,” so to speak, hence the basic correctness of ‘‘the 
obstinate impression that 'I' stand just beyond it all, at 
the limit (which is more like an extensionless cen- 
ter). . . ." The function of ''TI'' as the action of distin- 
guishing is to constitute its meaningful world. 

The foregoing might be misconstrued as maintaining 
-that since ''I'" actually constitutes its world, the world 
is completely illusory and only ''I" exists (counter- 
point to the view of Ryle and Natsoulas that ‘‘I’’ is a 
ghost and only the world machinery exists). However, 
solipsism is not a necessary consequence of the fore- 
going views. “P does not create the world de novo, 
but constitutes it out of the fact of reality. This is to 
say that the movement of reality has a certain holistic 
configuration which is impressed upon the organs of 
perception and that the action of distinguishing or 
meaning the world cleaves this holistic fact, which is 
‘“predisposed’’ to cleave in particular ways. (Compare 
the maxim, ''the goal cf science is to cut Nature at her 
joints.) Thus, “T? constitutes its world out of the 
fact, or more neutrally put, the world is constituted out 
‘of the convolution (literally, ‘‘turning’’ or *'twisting" 
together) of "T" and ‘‘iact.’’ It follows that ‘‘I’’ is sig- 
nificantly responsible for its world. 


ASSUMING RESPONSIBILITY 


To know that ''I" am significantly responsible for 
"my" world does not immediately help me in assum- 
ing responsibility. To appreciate why this is so, we 
need to examine the difference in meaning between 
being responsible (or having responsibility) and as- 
suming (taking) responsibility. 

To say that '* ‘P am significantly responsible for 
‘my’ meaningful world"' is to say that ‘‘I’’ participate 
significantly in the causal sequence resulting in ‘‘my”’ 
meaningful world. The reason for this causal efficacy is 
the ‘‘I’’ is that particular set of actions which actually 
constitutes a meaningful world. The intersecting 
source of responsibility lies in what we have called 
above the ‘‘fact’’; full responsibility can be attributed 
to the convolution of "I" and "fact." 
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The particular actions that '""I'" am have been 
learned. There is a previously acquired set of rules (or 
"grammar" ') governing the particular actions accord- 
ing to which the meaningful world is constituted. 
Thus, the particular actions, which “PT” am, are in- 
tegral to a causal sequence extending back in time. 
And just as we are not explicitly aware of English 
grammar when we speak English, the rules by which 
we mean our world are tacit. 

Thus, even though “I” literally am the actions that 
constitute my meaningful world out of the fact, T" am 
not responsible for the grammar according to which I 
accomplish such. ‘‘Assuming responsibility” is initi- 
ated by an appreciation of this state of affairs and is 
effected by an intention to expose the tacit grammar 
and adopt one that is explicit. (When somebody else 
assumes responsibility, for example, by applying rein- 
forcements contingent upon my behavior, this gram- 
mar may also be changed, but here the change usually 
remains tacit.) The rules of the grammar are most inge- 
niously and intricately articulated, and affect laden, 
such that despite one's best efforts, the exposé is most 
difficult to accomplish. (In clinical terms this is called 
"resistance." ) 

To summarize, “T? have significant responsibilty 
for my world, and “T”? can assume responsibility for 
the rules according to which my world is constituted. 
By virtue of our being human, responsibility is some- 
thing that ‘‘we’’ inherently have, since our human way 
of being is to constitute our world, whereas assuming 
responsibility is a hermeneutic action that we take 
with respect to the grammar of our responsibility. This 
distinction clarifies the patient's dilemma of trying to 
understand how past experience determines present 
experience (which is to have responsibility) and at the 
same ‘‘own’’ responsibility for the present experience 
(which is to assume responsibility). 

It might be thought that the idealized outcome of 
this movement of assuming responsibilitv would be 
that having fully exposed the tacit grammar, ''I'' is left 
nakedly facing a world drained of all meaning. But this 
outcome (much lamented by ''existentialists'") is by no 
means necessary. ‘‘I’’ cannot be coupled to a world 
without meaning, because to have a '*world'' already 
implies meaning. (When meaning ts absent, which is 
the case in higher meditative states where ''I'" dis- 
appears, then so is the world absent:) 

Instead of a meaningless world in this ideal case, 
there is a meaningful world that ‘‘I’’ knows to be ina 
deep sense ''arbitrary," yet a world in which “T” fully 
participates, thereby accomplishing the paradoxical 
action of *'believing without believing." The perscn- 
age ''Don Juan” (16, 17) has very well described this 
action taken by a ‘‘man of knowledge." Don Juan in- 
dicates that the world according to the description of 
men of knowledge—a world that is ‘‘awesome and 
mysterious''—is upheld by the social consensus (the 
shared actions) of men of knowledge. In so con- 
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stituting this arbitrary world, the man of knowledge 
fills it with rich meaning by following his “‘innermost 
predilection” (or ‘‘path with heart’’) and proceeding 
‘impeccably,’ ‘with abandon,” and without attach- 
ment to outcome. The man of knowledge ''has to be- 
lieve” in this meaningful world, while at the same time 
realizing its essentially arbitrary nature qua world. 
Thus, assuming responsibility can make the world 
more meaningful rather than meaningless. 


CLINICAL IMPLICATIONS 


This discussion of responsibility has proceeded at a 
highly general level of analysis, far removed from the 
actual situation of clinical practice. I have been saying, 
for example, that ‘‘T’ is significantly responsible for 
distinguishing the very objects of perception, the ordi- 
nary ‘‘furniture’’ of the world. Such general responsi- 
bility is not of immediate clinical concern. 

In order to illustrate the present conception of re- 
sponsibility at a more clinically relevant level, I will 
consider responsibility for a paranoid world. Paranoid 
meanings may occur with respect to people, who are 
perceived as hostile; with respect to words, which are 
interpreted as critical; with respect to feelings, which 
are judged as dangerous; and so on. It is not simply 
that paranoid patients have paranoid ideas about a 
world perceived in a nonparanoid way; the very per- 
ception is impregnated with paranoid meaning. Thus, 
people look hostile (e.g., smiles become sneers), 
words sound critical (advice becomes rebuke), and 
feelings seem dangerous (warmth becomes erotic in- 
sinuation). Although the paranoid world is experi- 


enced as being given as such, it is constituted by virtue . 


of actions, e.g., disowning, projecting, interpreting, 
and judging.” — 

The actions that uphold a paranoid world are gov- 
erned by rules; indeed, there are other alternative sets 
of actions that constitute different worlds out of the 
same facts. For example, in the contra-paranoid case, 

-a world is upheld that is supporting and accepting, and 
in which feelings are safe. Thus, a previously acquired 
grammar determines which world is constituted out of 
the same set of facts. . 

For psychotherapies that set ‘‘insight’’ as a goal, the 

nature of the therapeutic task is clarified by this 
scheme. For both patient and therapist the ‘‘personal 
world” as perceived by each is not a ‘‘reality”’ given 
as such, but is actively constituted by ‘‘I.’’ Further- 
more, both can discriminate the various subsets of so- 
cial consensus that establish rules for constituting real- 
ity as socially defined. Comparison of the patient’s 


?Of course, given the veridical kernel in much that is paranoid, the 
fact is that some people may threaten, and critical things are said. As 
already emphasized, “T” is "significantly" responsible, and full re- 
sponsibility is a function of ‘‘I’’ and fact. 
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personal reality with social realities provides a useful 
therapeutic exercise. 

The personal world constituted in the psychothera- 
py situation by the patient is a function of a particular 
subgrammar that has been shaped significantly by pro- 
found past emotional experiences. Manifestations of 
this subgrammar that emerge in the course of psycho- 
therapy are called in clinical terms ‘‘transference”’ 
(and, in the case of the therapist, ''countertransfer- 
ence"). 

‘Subjective insight” can be considered to be an un- 
derstanding of the grammatical rules according to 
which the personal world is constituted, and especially 
the subgrammar highlighted in the therapy situation. 
Such insight requires a certain disengagerient of inter- . 
est from reality-as-constituted in favor of an interest in 
the constituting actions ('*what I am doing" ).? Thus, 


‘the therapeutic task of assuming resporsibility is to 


expose a subset of the actions that ''I'" am and the 
tacit grammar that determines this particular way of 
being. 

A final clinical implication is the relation of theory to - 
the ordinary language actually used bv patients and 
therapists. It is notoriously difficult, as beginning stu- 
dents attest, to connect what is concretely talked 
about in therapy with theory. For example, although 
psychoanalytic writers have made extensive contribu- 
tions to the study of the ego and of objects, it is not 
clear just what role the common terms ''I ' and '' you" 
play in psychoanalytic metapsychology. 

The scheme described here explicitly allows map- 
ping of the personal pronouns into theorv, namely, 1) 
“T”: ‘the actions of constituting a meaningful world, 2) 
“me”: an object (which is an organism) tn the world so 
constituted, and 3) “you”: another such object in the 
‘world so constituted. If ‘you’ and ''T" agree to admit 
each other's ‘‘I’’—to which each of us has privileged 
access and which is accordingly unknown to the oth- 
er—then where you speak of "I," "T" may speak of 
"you—from your perspective," and vice versa. 
‘“You—from your perspective” is not an object in the 
world like ‘‘you—from my perspective," but your 
constituting action. (This agreement between us 
avoids solipsism, as well as being a pragmatic move.) 
The capability for mapping directly from o-dinary lan- 
guage onto theory makes it easier to apply theory in 
the actual clinical situation. 


RELATION TO OTHER WORK 


Although the starting point for this article was non- 
psychiatric, it has a family resemblance to :he work of 
an increasing number of writers who have variously 


?Action is known in a special manner, called ‘‘reflexively’’ by 
phenomenologists; it is known from the world, rather than being 
known in the world, as is the case for intentional objects. See the 
discussion of reflexivity by Ihde (18). 


emphasized human action and the role of cognition in 
psychopathology and psychotherapy, such as Arieti 
(19), Beck (20), Ellis (21), Kelly (22), Klein (23), Mei- 
chenbaum (24), Savodnik (25), and especially Schafer 
(26, 27). 

Where I have used the term ''I," Schafer has used 
"person," which refers to the ‘‘originator’’ of action. 
(My reference to the ''person-al world’’ literally 
means ''the world belonging to the person.) My em- 
phasis on “T” qua action corresponds to Schafer’s em- 
phasis that ‘‘one interprets actions and their modes, 
not persons”’ (26, p. 371). In addition, my emphasis on 
action as grammatical reiterates Schafer's position 
that, however persons consciously or unconsciously 
act, "they cannot do otherwise than perform ruled ac- 
tions, and . . . the crux of analysis is the definition of 
these rules, especially the more disruptive ones” (27, 
p. 55). Although my discussion is coherent with Scha- 
fer's position, this coherence remains coarse, since I 
have not attempted to explicate here a number of clini- 
cally crucial notions (such as ''unconscious," ''de- 
fense," and *^wish' ^j. 

My discussion is, however, quite differently direct- 
ed from that of Schafer. Schafer explicitly accepts 
"person'' as a primitive term (‘‘As a matter of proce- 
dure I think it permissible to set 'the person' as one of 
the unquestioned starting-points of my discussion" 
[26, p. 217]). From this starting point Schafer proceeds 
to reconstruct psychoanalytic clinical theory in terms 
of an ''action language.” In contrast, I have focused 
primarily on placing this person (‘T’) within a more 
general conceptual framework that is related to the 
broad phenomenological tradition with philosophy. 
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Factors in Medical Students’ Choice of Psychiatry 


BY PAULA F. EAGLE, M.D., AND LUIS R. MARCOS, M.D. 


The authors review the literature on and systematize 
the factors influencing medical students’ choice of 
psychiatry as a specialty. The results indicate that - 
students who are single, from large metropolitan 
areas, uninterested in religion, politically liberal, 
interested in humanitarian ideas, who score low in 
authoritarianism, have a high capacity to tolerate 
-ambiguity, have a high level of anxiety and fear of 
death, and have low self-esteem are likely to choose 
psychiatry. In medical school, the students likely to 
choose psychiatry have a lower class rank and express 
positive attitudes toward psychiatry and psychiatrists. 
Exposure to and taking responsibility for patients, 
especially patients with good prognoses, are crucial 
factors encouraging students to be psychiatrists. 


Tx way medical students choose their future spe- 
cialty is a complex issue and involves the interplay 
of many factors. The complexity of this subject is a 
result not only of the number of variables involved but 
the fact that these variables and their importance 
change as the medical student progresses in his or her 
career. In this paper we will systematize what is 
known about medical students' choice of psychiatry as 
a specialty. 

Although most of the work in this area has been an- 
ecdotal and unreplicated, we have emphasized find- 
ings common to different studies and have attempted 
to organize them to yield a cohesive perspective. Our 
own viewpoints may be reflected in this process. 

If they understood the pre-medical-school factors 
that influence students in their choice of specialty, 
medical schools would be able to exercise a greater 
selection over the composition of each entering class 
as well as provide guidance to students in their choice 
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of specialty. In addition, by identifving the kind of 
school experiences that may influence students, medi- 
cal schools may be able to orient their curriculum to be 
of maximum vocational benefit. This becomes espe- 
cially important in psychiatry because although a large 
percentage of hospital beds are used by patients with 
mental illness, the American Medical Association (1) 
reported that only 6% of medical school graduates 
chose psychiatry as their specialty in 1977-1978. 

Although the decision of senior students who select 
psychiatry is a fairly stable one (2, 3), half to three- 
fourths of medical students change their specialty pref- 
erence between their freshman and senior years. In 
fact, there is a considerable attrition rate among fresh- 
man medical students with an initial predilection for 
psychiatry as they progress in their medizal education 
(4-9). This finding suggests that for sore freshman 
students medical school experiences ray militate 
against their interest in psychiatry as a specialty. 

Funkenstein (10) has shown that the stability of spe- 
cialty choice is also strongly affected bv the historico- 
social climate. Medical students’ choice of specialty is 
particularly unstable during periods of transition from 
one set of social values to another. 

The group of students who choose psychiatry as a 
specialty is not a homogeneous one but 1s formed by 
two different subgroups (4, 11). The first subgroup’s 
commitment to psychiatry appears to be lzrgely deter- 
mined by their pre-medical-school values and atti- 
tudes. These students tend to have made -heir decision 
to become psychiatrists before beginning medical 
school. They have been found generally to show little 
interest in the medical curriculum (11). A second and 
larger subgroup of students who choose »sychiatry as 
their specialty seem to respond to and be influenced by 
medical school experiences, faculty, and societal atti- 
tudes. These students have generally not considered 
psychiatry as a specialty before medical school, are 
characterized as having a ''general practitioner, hu- 
manitarian orientation,” and, in contrast with the oth- 
er subgroup, are more interested in the medical cur- 
riculum (11). 

The choice of specialty by the second group of stu- 
dents brings us to the controversial issue of the field of 
primary care pulling away potential psychiatrists. Au- 
thors who consider primary care and psychiatry stu- 
dents as sharing similar personality caaracteristics 
support the idea that students switch from one special- 
ty to the other according to the social climate and eco- 
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nomic rewards (10). Others, however, believe that the 
characteristics of primary care students are basically 
different from those of students who choose psychia- 
try (12). 

We will consider two sets of factors affecting the 
choice of psychiatry by medical students. The first set 
includes those factors which students bring with them 
to medical school, e.g., demographic, social, and per- 
sonality characteristics, values, interests, and atti- 
tudes. The second set includes those factors which in- 
fluence students during the medical school years, e.g., 
the medical school’s attitude toward psychiatry, the 
psychiatrist’s image, and school experiences and fac- 
ulty. 


PRE-MEDICAL-SCHOOL FACTORS 
Demographic and Social Factors 


Medical students who select psychiatry are more 
likely to be single than are other medical students (3). 
It may be that because students who choose psychia- 
try are less conventional (4) and more able to tolerate 
unstructured situations (13), they feel less pressure to 
marry. Students who choose psychiatry tend to come 
from large metropolitan areas (14, 15). This finding 
may be explained by the fact that the overwhelming 
‘concentration of psychiatrists is in large metropolitan 
areas (16) and the fact that the prestige of psychiatrists 
is greater in those areas. Students who choose psychi- 
atry as their specialty are also likely to have been 
brought up in a family of higher socioeconomic status 
(3). Compared with those entering other specialties, 
they are the least likely to have been influenced by 
their parents in choosing their medical career (17). 

With regard to religious preference, students who 
choose psychiatry are more likely to identify them- 
selves as agnostic or nonreligious (14, 15, 18). Those 
psychiatry students who do have a religious prefer- 
ence are more likely to be Jewish or Catholic than to 
be Protestant (3, 17). Students who choose psychiatry 
are also ideologically more liberal than other student 
groups (4). In fact, they constitute the only group of 
medical students who are more likely to be Democrats 
than to be Republicans (17, 19). 

The issue of sex differences in relation to the choice 
of psychiatry as a specialty has been the focus of sev- 
eral studies. These studies have concluded that the 
preference patterns of women are changing. In 1971, 
women focused on pediatrics as their first specialty 
choice and psychiatry as their second choice (20). In 
1976, 14.2% of all women physicians in active practice 
were psychiatrists; they constituted 13.1% of all psy- 
chiatrists (21): twice as many women as men chose 
psychiatry as their specialty. Other studies (10, 22, 23) 
however, have indicated that there is little difference 
between male and female medical students in their 
choice of psychiatry as a specialty. A possible ex- 
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planation for this trend may be the changes in the per- 
sonality profile of women medical students. For in- 
stance, in 1977 McGrath and Zimet (24) reported that 
female medical students rated themselves significantly 
higher than did male students on self-confidence, au- 
tonomy, and aggression, while male students rate 
themselves higher than did female students on nurtur- 
ance, affiliation, and deference. These results contrast 
with a 1972 study (25) in which women medical stu- 
dents were found to be more nurturant and less aggres- 
sive than men. 

In regard to social factors involved in specialty 
choice, we know that the prevailing attitude toward 
the role of physicians in society influences both the 
choice of specialty by medical students and the type of 
students that are selected by medical schools. In a 
thorough longitudinal study Funkenstein (10) exam- 
ined the career choices of medical students from 1958 
to 1976 and related these data to societal changes. He 
considered different eras of medicine: the "*specialty 
era" of the 1950s, the "scientific era" of the early 
1960s; the *'student activism era'' of the late 1960s, the 
“doldrums era'' of the early 1970s, and the current 
“primary care and increasing governmental control 
era." Although Funkenstein's extensive work did not 
focus specifically on psychiatry, he considered bioso- 
cial careers, which include psychiatry, as part of a 
continuum together with bioscientific careers. He 
stated that both social ideology and funding are major 
factors affecting students' choice of specialty. For in- 
stance, he found that during the ‘‘scientific era’’ a ma- 
jority of the students who originally planned a career 
in general or family practice switched to psychiatrv be- 
cause funding was available and the specialty was 
highly acceptable to society. In turn, during the *'stu- 
dent activism era’’ there was a dramatic switch from 
psychiatry to family medicine, which suited the social 
ideology of the time. 


Personality Factors 


There are many studies that suggest personality dif- 
ferences between students who choose psychiatry and 
those who select other specialties. Medical students 
planning a career in psychiatry are more person-ori- 
ented and score higher on measures of nurturance, in- 
timacy, and autonomy (26). They are also more ca- 
pable of intense contact with others (15, 19), tend to be 
less concerned with power, status, and the neec to 
dominate (27), and tend to be more concerned with 
feelings (19). It has also been found that students who 
choose psychiatry tend to identify and be verv in- 
volved with their mothers (28). Students interested in 
psychiatry were also found to be more reflective (29), 
more open-minded (15), and more capable of tolerating 
ambiguity (29, 30) than other medical students. Waiton 
(29) also found that the capacity to tolerate ambiguity 
was a correlate of a positive attitude toward a psvchi- 
atric career. 
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Students who choose psychiatry have been shown 
to score significantly lower on measures of author- 
itarianism when compared with students who -enter 
other specialties (11, 13, 19, 21). One of us (P.F.E.) 
demonstrated in an unpublished study that medical 
students who choose psychiatry tend to be less author- 
itarian and socially restrictive in their attitudes toward 
mentally ill patients. Other characteristics of psychia- 
try students include lower self-esteem, more openness 
in acknowledging feelings of dissatisfaction (4), higher 
scores on neuroticism (29), higher levels of general 
anxiety and cynicism (31), and a greater incidence of 
death anxiety (19). As a possible explanation for these 
character traits, it has been suggested that these stu- 
dents are in general less well-defended against their 
unconscious and therefore more aware of their con- 
flicts (19). 

Ford (28) found that emotional conflict character- 
ized the lives of most of those who become psychia- 
trists. However, there is also agreement that the psy- 
chiatrist's personal insight often lends itself to more 
empathy, understanding, and more meaningful rela- 
tionships with patients (17). In fact, a predominant 
theme in the decision to pursue the career of psychia- 
try has been found to be *'the search for an answer to 
strong inner drives demanding resolution of conflict 
about life's goals and purposes” (28, p. 475). In a dis- 
cussion of unconscious motives for choosing psychia- 
try as a specialty Menninger (32) suggested that those 
who choose psychiatry react to loneliness and rejec- 
tion in such a way that they are led to a greater con- 
cern with human relationships. 


Scholastic Aptitude, Achievement, and Interests 


In comparison with other medical students, students 
who choose psychiatry rank high in general scholastic 
aptitude as measured by the Medical College Admis- 
sion Test (MCAT). They have significantly higher 
scores on verbal ability as well as higher mean com- 
posite scores (14, 15, 33). However, their academic 
record in medical school and college may not be out- 
standing (34). In fact, those who choose psychiatry are 
the only students whose MCAT score and academic 
rank are not well correlated (33). Thus, even though 
their scholastic aptitude may be high, they are less 
likely to have a correspondingly high class rank and 
are more likely to rank low in their medical school 
classes. À possible reason for this discrepancy may be 
that students choosing psychiatry tend to place less 
value on academic recognition (11). 

Students who choose psychiatry are more likely to 
have majored in the humanities or social sciences than 
in the natural sciences (7, 11, 18). Their interest lies 
primarily in ideas: psychologic, philosophic, aesthetic, 
and humanitarian (11). They tend to favor abstract 
ideas rather than ideas with a practical application (29) 
and have a higher interest in social welfare (15, 27). 


. PAULA F. EAGLE AND LUIS R. MARCOS 425 


Finally, students who select psychiatry have a greater 
preference for an easy workload, financial rewards, 
and novelty of professional problems (11). 


MEDICAL SCHOOL FACTORS 
Attitudes Toward Psychiatry 


In general, medical students consistently perceive 
psychiatry as low in status and social at-ractiveness (9, 
14, 18, 19, 30, 35-38). Bruhn and Parsons (38) found 
that psychiatry's image declines with the level of the 
student's medical knowledge and experience. The 
medicine and surgery residents and the internal medi- 
cine faculty they studied demonstrated the most nega- 
tive image of psychiatry. In general, students are nega- 
tively impressed by the vagueness and relative lack of 
precision that characterizes psychiatry (35). However, 
students who choose psychiatry as a sp2cialty see psy- 
chiatry as high in status and do so consistently 
throughout medical school (9). Apparently they sub- 
scribe to a different set of criteria when viewing their 
future specialty. 


The Image of Psychiatrists 


A substantial percentage of both preclinical and clin- 
ical students characterize psychiatrists as interested in 
intellectual problems but emoticnally unstable and 
confused in their thinking (36). Other medical students 
have characterized psychiatrists as placid and self- 
concerned people who are compliant but emotionally 
uninvolved in their relations with others (39). Psychia- 
trists are also perceived as lower in general compe- 
tence than surgeons and internists (37) Moos and Ya- 
lom (37) also found that medical students considered 
psychiatrists to be less realistic and less clear in their 
thinking, but also less rigid, less arrogert, more sensi- 
tive, friendly, relaxed, appreciative, aad considerate. 
Indeed, Parker (35) found that the de2zree of admira- 
tion felt for the psychiatrist varied inversely with the 
degree of authoritarianism of the student. 

Although medical students do not generally attribute 
the typical traits of psychiatrists to themselves (9, 18, 
26, 38), students who choose psychistry are more 
likely to appreciate the qualities of psychiatrists. They 
are thus more likely to attribute the chzracteristics of 
psychiatrists to themselves (9). 


Medical School Experiences 


As mentioned earlier, several studies have shown 
that psychiatry loses to other specialties senior stu- 
dents who as freshmen expressed a high degree of in- 
terest in psychiatry (4-9). It appears that a major por- 
tion of this attrition occurs as a consequence of 
clerkship experiences. However, the effect of the 
psychiatric clerkship on the choice of psychiatry as a 
specialty has received limited attention and is a matter 
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of controversy (40-42). For example, two studies (37, 
43) indicated that after the clerkship medical students 
increase the ranking of the attractiveness of psychiatry 
as a specialty. Two other studies (5, 29) suggested that 
the student’s interest in psychiatry is independent of 
the psychiatric clerkship. 

There is some evidence (44) suggesting that one of 
the major bases of creating positive attitudes toward 
psychiatry is exposure to patients. Direct patient con- 


tact and a greater amount of responsibility for the pa- 


tient have been advocated as effective means of in- 
stilling favorable attitudes toward psychiatry (43-46). 
Permitting students to select their clinical assignment 
according to their interests and abilities is also be- 
lieved to increase their interest in psychiatry (47). We 
recently found that when medical students are ex- 
posed to a more motivated and treatable patient popu- 
lation they are significantly more likely to develop a 
career interest in psychiatry (40, 48). 

Concerning the influence of the faculty on students, 


it has been shown that faculty members are relatively ' 


important in recruiting students into ‘‘little-known or 
little-esteemed"' fields such as psychiatry (49). Thus, it 
seems that psychiatry has the potential for attracting 
students to the field but that its ability depends on the 
quality and '*'pulling-power'' of its faculty and the na- 
ture of the psychiatric clinical experience. 


CONCLUSIONS 


Medical students' choice of specialty involves the 
interplay of a multitude of factors, and many studies 
have attempted to explicate the way in which medical 
students decide to pursue a career in psychiatry. A 
number of studies have identified certain character- 
istics of medical students with a preference for psychi- 
atry before they entered medical school. For a number 
of students career choice may thus antedate the medi- 
cal school experience. However, for a large number of 
students, choosing a specialty is a dynamic process; 
societal values, economic incentives, and medical 
school experiences— particularly the psychiatric clerk- 
ship— play an important role in shaping the student's 
decision. 

We may conclude on the basis of our review that 
students who are single, who come from large metro- 
politan areas, who are not interested in religion, who 
are politically liberal, and who have a primary academ- 
ic interest in psychologic, philosophic, aesthetic, and 
humanitarian ideas may be likely to choose psychiatry 
as a specialty. In addition, students who score low in 
measures of authoritarianism and high in their capacity 
to tolerate ambiguity, students with higher levels of 
-anxiety and fear of death and lower self-esteem, will 
also be predisposed to choosing psychiatry. 

Once in medical school, students more likely to 
choose psychiatry as a specialty would be expected to 
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have a lower class rank, to express a positive attitude 
toward psychiatry, and to attribute the qualities of 
psychiatrists to themselves. Within medical school, 
the influence of faculty members and, especially, ex- 
posure to patients themselves (particularly to moti- 
vated patients with a better prognosis for whom the 
student takes a great deal of responsibility) are impcr- 
tant factors in encouraging the student to become a 
psychiatrist. 

A major implication of these conclusions applies to 
the methods used by medical schools to select stu- 
dents. This is of crucial importance to psychiatry be- 
cause medical school admissions criteria are usually 
primarily based on grades and test scores (50). A good 
premedical record in this sense is often in conflict with 
qualities associated with the choice of psychiatry. A 
more accurate profile could be obtained by using per- 
sonal interviews, by paying special attention to the 
student's background, and by administering personal- 
ity and interest tests. If a valid profile of a prospective 
psychiatrist were developed, medical schools might be 
able to select candidates according to specialization 
plans. 

Another implication of this review is the role of psy- 
chiatric education in recruiting psychiatrists. We need 
a better understanding of the way faculty members in- 
fluence the choice of psychiatry. In regard to the psy- 
chiatric clerkship, it is crucial that students be exposed 
to patients with better prognoses or to outpatients. in 
addition, because the consistently negative image of 


psychiatry in society and the medical establishment 


undoubtedly contributes to a loss of psychiatry-orient- 
ed students, it would seem that psychiatry ought to 
promote a better image. 

A major finding of this review is that most of the 
research done on the subject of how medical students 
choose psychiatry as a specialty has been rather anez- 
dotal and mostly unreplicated. Therefore, more. pro- 
spective longitudinal studies involving large samples 
of students are needed. 
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Choosing Psychiatry: The importance of Psychiatric Education in 


Medical School 


BY ARTHUR C. NIELSEN, M.D. 


Because of the recent decline in the number of U.S. 
medical graduates choosing to specialize in 
psychiatry, it is important to reexamine the process of 
how a student chooses a psychiatric career. The 
author explores the influence of medical school 
psychiatric education oa the subsequent choice cf a 
psychiatric career. The quality of medical school 
education was measured roughly by priority scores 
assigned during National Institute of Mental Health 
peer review of grant applications from medical 
schools across the United States. Priority scores 
correlated positively (.17 to .29) with the percentage of 
each school’s graduates entering psychiatric training. 
The author discusses the implications of these 
correlations. 


I: this paper I will explore the relationship between 
the quality of undergraduate psychiatric education 
in United States medical schools and the percentage of 
students from these schools who choose to specialize 
in psychiatry. The importance of renewed study of the 
determinants of the choice of psychiatric careers lies 
in the recent steady decline in both the absolute num- 
bers and percentages of U.S. medical graduates enter- 
ing psychiatry (1). Table 1 summarizes the data I gath- 
ered from an earlier study (1) and shows that the al- 
most constant rate of 7% of medical graduates entering 
psychiatry during the years following World War II be- 
gan to fall in the mid 1960s and has continued to de- 
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cline since then. My projections for the next several 
years predict further declines to between 2% and 3% 
(1). 

Although the optimal mix of medical specialty man- 
power is debatable (2), the decline in the number of 
students choosing psychiatry as a career is of such 
magnitude that it poses a serious problem. Unlike the 
situation in most other specialties, there is likely to be 
a substantial increase in the demand for direct psychi- 
atric services in the near future (3, 4). The growing 
awareness of the high prevalence of mental disorders 
in nonpsychiatric medical settings (5, 6) will require 
more psychiatrists not only as service providers but 
also as educators and consultants to nonpsychiatric 
physicians. Federal manpower policies limiting the 
number of foreign medical graduates entering the 
United States aggravate this situation because in the 


recent past these graduates have helped offset shor-- 


ages of American psychiatrists (1). 

In an earlier publication (1) I suggested various rea- 
sons for the decline in psychiatric career choice: 1) 
changes in medical student educational programs and/ 
or changes in the views of medical students about psv- 
chiatry and its role in medicine, 2) the competing ap- 
peal of family practice and other ‘‘primary care” spe- 
cialties, and 3) shifts in the distribution of types of stu- 
dents admitted to medical schools. 

In this paper I will focus on one possible solution to 
the problem of the decline in the number of psychia- 
trists—improving medical school psychiatric educa- 
tion. As a first step it is necessary to ask whether bet- 
ter programs graduate more students who choose psv- 
chiatric careers. If this proves to be true, further 
studies could explore the particulars. This study tested 
the rough hypothesis that quality education does mat- 
ter by examining the correlations between 1) the quali- 
ty of medical student psychiatric education as as- 
sessed during NIMH peer review of medical student 
training grant applications and 2) the percentage of stu- 
dents entering psychiatric training from each of the 
schools. 


METHOD 


For each U.S. medical school I calculated the num- 
ber of graduates of the classes of 1975, 1976, and 1977 
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TABLE 1 
Percentages of Medical School Graduates Entering Psychiatry in the 
United States, 1925-1980? 


Percent of Graduates 
Year of Graduation Entering Psychiatry 
1925-1929 2.7 
1930-1954 3.6 
1935-1939 4.7 
1940-1924 5.1 
1945-1949 7.1 
1950-1954 6.7 
1955-1959 7.1 
1960-1964 7.0 
1965-19€9 6.4 
1970-1973 5.0 
1975 5.3 
1976 5.5 
1977 4.7 
1978^ 4-5 
1979 3 
1980° 2-3 


*? According to an earlier study (1). 
"These figures were projected. 


who had entered psychiatry. I used APA's census file 
of all residents in training in September 1977, sorted 
students by medical school and by year of graduation, 
and then obtained the numbers of students from each 
school who graduated in the years 1975, 1976, and 
1977 who were in psychiatric training in 1977. These 
figures were then divided by the total number of gradu- 
ates of each school, as reported annually by the Amer- 
ican Medical Association (7-9), to obtain the percent- 
ages of each school's graduates who had chosen to 
specialize in psychiatry.! 

As the operational measure of the quality of psychi- 
atric education I used the priority score given a 
school's medical student education grant application 
during ihe peer review process conducted by the Psy- 
chiatry Education Branch of NIMH. Described in de- 
tail elsewhere (10, 11), this review process consisted of 
the following: submission of the grant, a site visit by at 
least two psychiatrists who were expert in psychiatric 
education, and intensive review and discussion of the 
grant application and site visit report by a committee 
of 12 experienced educators. 

If the committee recommended approval, each 
member assigned the grant a priority score based on 
the educational merit of the program. Scores ranged 
from 1 (highest priority) to 5 (lowest priority) and were 
averaged to determine each program's overall priority 
score. For the purpose of the statistical analyses in this 
paper, programs that were not approved were assigned 
a score of 6. Although other program characteristics 
were also considered (e.g., the potential service of fu- 


' Detailed data on absolute numbers and percentages of graduates 
of each L.S. medical school who chose to enter psychiatry are avail- 
able on request from the author. 
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TABLE 2 
Intercorrelations for U.S. Medical Schools of Grant Application Prior- 
ity Scores and Percentage of Graduates Entering Psychiatric Training 


Year of Grant Review and Number of 

Medical School Graduation Schools r Significance 
1975 92 26 p«.01 
1976 15 .17 n.s. 

1977 18 25 n.s. 


TABLE 3 
Year by Year Intercorrelations of the Percentage of Graduates of U.S. 
Medical Schools Entering Psychiatric Training 


Graduation Years Number of Schools f Significance 
1975, 1976 106 46 p«.001 
1976, 1977 109 d p<.01 
1975, 1977 107 .27 p<.01 


ture graduates in isolated or underserved areas and the 
concurrent funding of other grants at the same institu- 
tion), educational quality was the main criterion for 
determining priority scores (12). 

Because of complex political, economic, and bu- 
reaucratic events (10), a large number o? medical stu- 
dent education grants (N=92) were reviewed in 1975. 
Smaller numbers were reviewed in 1976 (N=15) and 
1977 (N=18). That almost all U.S. medical schools 
submitted applications for NIMH review provided the 
important opportunity to conduct this stady. Because 
the 6-point priority score scale is an ordinal rather than 
an equal interval scale, the statistics used were those 
appropriate to ordinal data, namely, Spearman rank 
order correlation coefficients. 


RESULTS 


Table 2 shows the Spearman correlaticn coefficients 
for the years 1975-1977 between prioritv scores and 
percentages of graduates entering psych_ztry. The in- 
tercorrelations were relatively low (.17 tc .29), and on- 
ly the figure for 1975 was statistically sigmficant. How- 
ever, far fewer grants were reviewed in 1376 and 1977; 
consequently, a type II statistical erro? might have 
masked a true association in the data for these years. 
This seems most likely for the year 1977, when the 
magnitude of the correlation was identical with that 
obtained for 1975. 

Table 3 shows the intercorrelations of zhe percent- 
ages of psychiatric graduates of each school for the 
different possible pairs of years. The co-relations are 
all statistically significant but again are of modest mag- 
nitude (.21 to .46). Such correlations indicate that the 
percentage of graduates choosing psychiacry is only a 
moderately stable characteristic of U.S. medical 
schools. 
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DISCUSSION 


This study had several methodological strengths. 
First, unlike the case in many studies of educational 
programs, all of the racers were from outside the insti- 
tutions they assessed. Second, raters were blind to the 
study design. Third, the study was comprehensive be- 
cause it included virtually all the medical schools in 
the United States. 

In this context, the discovery of positive correla- 
tions between educational quality, as measured by 
peer review priority scores, and the percentages of a 
school’s graduates entering psychiatry suggests that 
educational programs in psychiatry do influence the 
career choice decisions of medical students. Specifi- 
cally, better programs seem to graduate higher per- 
centages of students who choose to become psychia- 
trists. 

Several challenges can be made to this inter- 
pretation of the results. First, one can ask whether the 
NIMH peer review really measured educational quali- 
ty. The grant review process, although quite intense, 
was relatively brief: site visits averaged 1 day and dis- 
cussions of grants averaged 15 to 30 minutes. None- 
theless, previous studies of grants reviewed by the 
Psychiatry Education Branch in 1975—the same 
grants used in this study—demonstrated expectable 
"process" differences between programs receiving 
high and those receiving low priority scores (13). The 
findings for medical student grants were reported by 
Langsley and associates (14). These studies lend valid- 
ity to peer review but are limited by the absence of 
measures of educational outcome as opposed to mea- 
sures of process. Although highly regarded programs 
were found to have more satisfied students, more well- 
rounded faculty, and greater commitment to under- 
graduate teaching, it was not determined whether the 
students in these prog-ams learned more or performed 
better. This absence of outcome data about peer re- 
view is unfortunate but understandable given the diffi- 
culties inherent in educational research. The process 
studies, however, do support peer review as a legiti- 
mate rough measure of educational quality. 

Perhaps the positive correlations obtained were only 
the result of the reviev; committees themselves placing 
substantial weight on the percentage of graduates of a 
particular school who decided on psychiatry. This was 
probably not the case because such percentages were 
only rarely mentioned by review committee members. 
Moreover, the exact rigures have only just now been 
calculated for use in this paper. ' 

Perhaps students already planning psychiatric ca- 
reers chose medical schools on the basis of established 
excellence in psychiatric teaching. In a study now un- 
der way, my associates and I have found that only 14% 
of senior medical students said that their anticipated 
specialty had any influence whatsoever on their choice 
of medical school. 


MEDICAL SCHOOL 


Am J Psychiatry 137:4, April 1980 


The caallenges just discussed seem unfounded; 
however. several other qualifications regarding data 
Interpretation are important. As with any research em- 
ploying correlations, it remains possible that some oth- 
er, unstudied variable, correlated with the two vari- 
ables studied here, accounts for their association. To 
presume a positive impact of educational quality on 
the graduation of psychiatrists would then be in- 
accurate. With this possibility in mind, differences in 
the backgrounds of students and in the nonpsychiatric 
aspects of the medical school environment deserve 
further study. 

The second qualification concerning the results is 
that the low magnitude of the positive correlations (in- 
dicating that each variable accounted for only a small 
amount of the sample variance of the other variable) 
should not be overinterpreted. One should not con- 
clude that undergraduate educational quality is only a 
weak determinant of psychiatric career choice because 
NIMH grant pricrity score ratings are only rough mea- 
sures of educational quality. Precise statistical inter- 
pretations of variance are therefore not possible; one 
can conclude only that educational quality appears to 
favorably influence students to choose psychiatric ca- 
reers. 

What is the importance of this finding? Certainly the 
value of medical student education in psychiatry and 
psychologic medicine should not be judged solely by 
the numter of students entering the field of psychiatry. 
Probably most educational programs for medical stu- 
dents should be aimed at the group of students who 
will not choose psychiatric residency training. None- 
theless, given this country’s psychiatric needs, it is im- 
perative that sufficient numbers of qualified students 
enter the field. The current study suggests that medical 
school educational programs in psychiatry, when 
broadly effective, stimulate more students to choose 
psychiatric careers. This is the major, albeit not too 
surprisinz, conclusion of our study of«medical school 
education. 

A second conclusion is that, given impressionistic 


. evidence of steady advances in the quality of under- 


graduate psychiatric educational programs in recent 
years, other influences—-unrelated to the quality of 
psychiatric education--must be opposing these im- 
provements because the overall result has been a de- 
cline in the number of graduates choosing psychiatry. 
The precise school by school percentage data collect- 
ed in the course of this study will serve as a basis for 
future ccmparisons of medical schools. Schools with 
different rates of graduation of psychiatrists will be 
compared to delineate variables that either increase or 
decrease the numbers of students who choose to be- 
come psychiatrists. For the time being, psychiatric 
educators should continue to improve the quality of 
their educational programs, which we have shown 
here to de an important determinant of psychiatric 
career choice. 
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Follow-Up of 17 Biologic Male Transsexuals After 


Sex-Reassignment Surgery 


BY D. DANIEL HUNT, M.D., AND JOHN L. HAMPSON, M.D. 


The authors followed up 17 biologic male transsexuals 
who had received sex-reassignment surgery an 
average of 8.2 years previously. Information was 
collected from the transsexuals, their partners, and 
family members when appropriate; MMPI scores were 
obtained from 12. No changes in levels of 
psychopathology and only modest gains overall in 
economic functioning and interpersonal relationships 
were found. Larger gains were made in sexual 
satisfaction and being accepted by family members. 
None of the 17 transsexuals had doubts about having 
had the surgery. The authors believe that for a select 
group surgery is still the best means of coping with 
transsexualism and that an individual's adjustment 
before surgery is one of the best indicators of success 
in coping with the stress of surgery. 


urgical and hormonal treatment is currently an ac- 
S cepted means of dealing with transsexualism, the 
most severe of the gender dysphoria syndromes. How- 
ever, this treatment approach has been accepted in the 
relative absence of long-term follow-up studies (1-4). 
This discrepancy is in part due to the difficulty cf main- 
taining contact with the transsexuals. Frequertly, af- 
ter receiving surgerv transsexuals physically change 
all aspects of their lives, thus complicating the process 
of keeping in touch or locating them for follow-up. 
They may also resent the apparent intrusion of re- 
searchers into their lives as an unwanted reminder of 
problems now past. For whatever reasons, the number 
of followed up cases :n the literature reflects only an 
insignificant fraction of the actual number of treated 
transsexuals. 
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LITERATURE REVIEW 


Hoenig and associates (2) surveyed the treatment re- 
sults and follow-up studies available in the literature 
up to 1970. These studies (5-7) used.a variety of out- 
come measures and varying periods of follow-up. 
They generally presented an optimistic view, with 
findings of general improvement in 70%-80% of the 
subjects; the large majority of transsexuals had few or 
no doubts about their decision to have surgery. Hoe- 
nig’s literature review served as an introduction to his 
own follow-up study of 5 men and 3 women an average 
of 3.7 years after surgery. One individual did not com- 
ply with follow-up requests. Five of the 7 who were 
contacted were described as '*having done reasonably 
well," whereas the other 2 were unhappy and dis- 
satisfied with the surgical results. Nevertheless, none 
of them regretted the intervention, and the authors 
concluded that the majority of the patients had been 
helped subjectively and objectively. Since Hoenig's 
survey, several other outcome studies have been pub- 
lished (8-13). Several of these more recent studies are 
more specific in describing the outcome measures used 
to identify progress. These outcome measures are 
based largely on the accepted premise (14, 15) that sur- 
gery is a palliative treatment aimed at promoting better 
adjustment rather than correcting basic psychological 
problems. Thus, more emphasis is placed on such fac- 
tors as socioeconomic functioning, interpersonal rela- 
tionships, family acceptance, and other factors mea- 
suring changes in ability to fit into society. 

Money and Ehrhardt (8) reported on 17 men and 7 
women who were followed up, a median of 2 years 
after surgery for the men and 4 years for the women. 
The authors took into account both psychiatric and so- 
cial factors and found that no patients regretted the 
surgery and that the great majority had improved in 
mental health and social stability. Walinder and 
Thuwe (9) reported on 13 biologic males and 11 biolog- 
ic females contacted an average of 6.8 years after sur- 
gery. They reported relatively little improvement in 
social situation and mental health (particularly in the 
males) after sex-reassignment surgery in spite of an 
overall positive outcome for the group. 

Meyer and Reter (13) reported follow-up findings on 
transsexuals who had had surgery and transsexuals 
who had not who were seen through the Johns Hop- 
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kins Gender Identity Clinic. Of the 34 individuals who 
had had surgery, only 14 could be located and reported 
on. However, Meyer and Reter did contact the sub- 
jects who had not had surgery for comparison pur- 
poses. The outcome criteria were based on residential 


change, psychiatric contact, legal involvement, Hol-- 


lingshead job level, and gender appropriate sexual 
cohabitation choices. Follow-up for the subjects with 
surgerv was an average of 5.2 years, for the subjects 
without surgery it was an average of 2.1 years after the 
initial screening period. The report did not separate 
male and female subjects or assess changes in inter- 
personal relationships, family acceptance, or psycho- 
pathology other than psychiatric contacts as outcome 
variables. The subjects who had had surgery showed a 
trend toward improvement, but the improvement was 
not significantly different from that in the subjects who 
did not submit to a gender-trial period and receive sur- 
gery. Although it is certainly useful to know what hap- 
pens to individuals who do not have surgery, it is not 
valid to use them as a control. An approximation of a 
control group might be those who are willing and able 
to go through the trial period but are not offered sur- 
gery because of overly masculine features. Those who 
are unable or unwilling to go through the trial period 
would appear to be so dissimilar from those who had 
surgery as to even raise questions about the diagnosis. 
The national announcement (16) that the Hopkins 
Clinic was no longer performing the sex-reassignment 
surgerv shortly followed the publication of the Meyer 
and Reter study (13). 

In this paper we report results of a follow-up study 
completed on all biologic male transsexuals who re- 
ceived surgery through the University of Washington 
Gender Dysfunction Clinic an average of 8.2 years be- 
fore their follow-up contact. We attempted to specify 
and report separately on the changes in various so- 
cioeconomic, family acceptance, interpersonal rela- 
tionship, and psychopathologic variables in order to 
understand where changes occur and do not occur af- 
ter surgery. No valid control group could be identified; 
thus the 17 biologic males serve as their own control. 


METHOD 


The Gender Dysphoria Clinic was an active clinical 
and research unit between 1968 and 1972 and only 
closed its doors then because its surgeon moved out of 
state. During its time of activity, the Gender Dys- 
phoria Committee was made up of a psychiatrist, a 
psychclogist, a urologist, a plastic surgeon, a gynecol- 
ogist, and an anthropologist. The committee screened 
over 250 applicants who requested sex-reassignment 
surgerv. Of these 250, 17 biologic males were diag- 
nosed and treated for transsexualism. These individ- 
uals, at the time of their selection, met the following 
' criteria: 
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1. A psychiatric evaluation determired cross-gen- 
der identification to be of long-standing duration, oth- 
erwise irreversible, and not associated with a psychot- 
ic state. l 

2. Physical appearance, demeanor, and behavior 
were found convincing enough to allow the person to 
fulfill the role as a member of the opposite sex in so- 
ciety. The individual was required, in fact, to have 
demonstrated this ability by having lived for at least 
six months in the new sex role. 

3. Testing determined that intelligence was suf- 
ficient to understand the limitations and vossible haz- 
ards of the operation, as well as its inevitable con- 
sequences (e.g., infertility). 

The follow-up of these individuals was Facilitated by 
the fact that many had kept in contact with one of the 
researchers (J.L.H., a member of the original com- 
mittee) by telephone, interview, and letters. Great ef- 
forts were expended to make personal contact with all 
17 individuals; these included trips of up to 300 miles 
by both subjects and researchers. In spite of these ef- 
forts, there were 4 transsexuals with wkom personal 
contact was not feasible because, although they were 
willing to provide follow-up information, they all lived 
more than 1,000 miles from the research site. For each 
of those individuals, a minimum of five telephone con- 
tacts was made, involving an initia] phone contact 
made by both researchers on a conference line and fol- 


‘low-up phone contacts over a one-year period to ob- 


serve life changes during that year. In addition, infor- 
mation was gathered from spouses, family members, 
or individuals in daily close contact to verify impres- 
sions gained from the personal interviews and the 
phone contacts. The 13 who were available for inter- 
views were interviewed over a one-to-tEree-hour peri- 
od with both investigators present. In 2 cases, only 
one investigator was present due to the unscheduled, 
drop-in nature of the visit. In these 2 ceses, the inter- 
views were recorded and reviewed by zhe second in- 
vestigator. After the interview, each investigator 
transcribed a profile of the transsexual. All trans- 
sexuals were asked to complete an MMPI for com- 
parison with their presurgery MMPIs. 

In addition to the specific follow-up material ob- 
tained during this one-year period, many of the trans- 
sexuals visited the outpatient psychiatriz clinic during 
the intervening postsurgical years. Thus, a large 
amount of clinical information was avaclable to judge 
their course after surgery. The clinical reports, con- 
tacts with family members, and various other types of 
information gathered on the 17 individuals were rated 
according to our standardized rating scale for follow- 
up of transsexuals (17). This rating scale (see appendix 
1) was completed separately by both rzsearchers on 
each of the transsexuals. Interrater reliability on the 
judgments in each of the 15 question arees ranged from 
.82 to 1.0, with an overall interrater reliability of .9 
using the Spearman-Brown prediction formula. An at- 
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TABLE 1 
Overall Performance Ratings? for 17 Biologic Male Transsexuals Before Surgery and at Follow-Up 
Presurgery Follow-Up 
MMPI i Years After Adjus'ed 

Patient Rating" Score Rank Type of Thinking Surgery Rating Ratina? 

1 22 — Differentiated 5.4 42 28 

2 23 Í Nondifferentiated 5.3 4] 27 

3 15 2 Differentiated 9.7 40 25 

4 26 — Nondifferentiated T 38.5 24 

5 20 3 Nondifferentiated 3.9 38 26 

6 10 5 Differentiated 5.9 38 26 

7 19 — Diiferentiated 9.2 38 26 

8 15 — Differentiated 7.8 36 24 

9 25 9 Nondifferentiated 11.0 35 26 
10 14 — Driferentiated 9.1 34.5 22 
11 24 — Nondifferentiated 9.8 34.5 24 
12 li 6 Nondifferentiated 5.5 33.5 23 
13 24 4 Nondifferentiated 5.3 32 19 
14 l1 7 Ditferentiated 9.8 30 21 
15 14 — Ditferentiated 10.2 24.9 l4 
16 2 8 Di Terentiated 7.8 23 14 
17 9 10 Nondifferentiated 5.6 16 5 
Mean 16.7 8.2 33.9 22.C 


“On 15-item scale scored 0-3 (see appendix 1). 
. "Includes 10 items that were appropriate both before and after surgery. 


tempt to cross-validat2 this information was carried 
out by comparing the overall ranking of the trans- 
sexuals based on the scores from the standardized 
scale to a ranking obtained through an analysis of the 
MMPIs by an independent, senior psychologist. These 
two rank orders were similar (p«.01) using the Spear- 
man rank difference coefficient. The rating scale was 
then used to provide cverall outcome ranking as well 
as compare pre- and postsurgical ratings within the 
areas of economic adjustment, interpersonal relation- 
ships, psychopathology, sexual adjustment, and fam- 
ily acceptance. Psychological testing measures were 
chosen to maximize irformation and encourage com- 
pliance. Still, only 12 individuals completed the fol- 
low-up MMPI. Some subjects were unwilling to take 
the test because of the large amount of psychological 
testing done before their surgery and their reluctance 
to repeat it. 

In addition, we used this follow-up study to test a 
hypothesis based on the results of the presurgery neu- 
ropsychological testing (18). The testing included the 
Wechsler Adult Intelligence Scale (WAIS), the Minne- 
sota Multiphasic Personality Inventory (MMPI), the 
Reitan Battery, and the Interpersonal Discrimination 
Task (IDT). These presurgical testings revealed that 8 
of the 17 transsexuals scored with less cognitive com- 
plexity based on the IDT and categories test. In addi- 
tion, they scored higher on the social introversion (Si) 
scale of the MMPI. These differences were significant 
(p<.01, two-tail t test) and related to this group’s less 
differentiated cognitive structure. The testing sug- 
gested that this group was less accurate in perceptions 
within interpersonal relationships. We hypothesized 
that this group would aot fare as well at follow-up. 


RESULTS 


Table 1 contains the overall scores on the standard- 
ized rating scale. The columns indicating presurgery 
rating and adjusted follow-up rating represent scores 
on the 10 questions that were appropriate both before 
and after surgery. This selection eliminated questions 
containing information relevant to postsurgical status 
(e.g., existence of a vagina). The presurgery rating was 
applied retrospectively by the one of us (J.L.H.) wao 
was involved in the original screening and had longer 
contact with the transsexuals. This presurgery rating 
was the only retrospective aspect of the study; its va- 
lidity was cross-checked by having a senior, indeperd- 
ent psychologist rank the presurgery MMPI scores. 
These 2 rankings were significantly correlated (p«.C5) 
using the Spearman rank difference coefficient. As is 
evident in table 1, there were overall gains in the group 
as a whole. The grouping based on the presurgery neu- 
ropsychological testing (differentiated versus ncn- 
differentiated thinking) was not predictive of outcome 
status. 

Table 2 breaks down the 5 general areas that were 
examined to determined presurgery and follow-up rat- 
ings. The subjects as a whole improved in the areas of 
economic adjustment, interpersonal relationships, 
sexual adjustment, and acceptance by the family, 
which had the highest rate of improvement. There 
were no changes in the level of psychopathology, as 
judged by their criminal activities, drug use, and ce- 
gree of psychopathology, that interfered with work or 
personal relationships. 

Table 3 compares the presurgical and follow-up 
MMPI scores. These results are scored for females; 


Am J Psychiatry 137:4, April 1980 


D. DANIEL HUNT AND JOHN L. HAMPSON 435 


TABLE 2 
Presurgery and Follow-Up Ratings? for 17 Biologic Male Transsexuals in Five Areas of Adjustment 
Economic Interpersonal ` Sexual Family 
Adjustment Relationships Psychopathology Adjustment Reactions 
(Maximum =6) (Maximum- 9) (Maximum =9) (Maximum -3) (Mzximum 3) 
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3See rating scale, appendix 1. 
>No information on current level of drug use. 
*No information available; parents and guardians deceased. 


TABLE 3 
MMPI Scale Scores for 12 Biologic Male Transsexuals Scored as Fe- 
males Before Surgery and at Follow-Up 


Score 
MMPI Scale Presurgery Follow-up 
L 50 51 
F 51 61 
K | 50 52 
Hs 48 57 
D 54 52 
Hy 55 60 
Pd 71 64 
Mf . 46 50 
Pa 62 61 
Pt 56 57 
Sc 62 61 
Ma 57 63 
Si 57 54 
A 52 47 
R 50 49 
Es 49 55 
Lb 49 55 
Dy 50 47 
Do 44 49 
Re 40 42 
Pr 53 57 
St 53 42 
Cn 47 44 


when rated for males the tests show very little dif- 
ference except for obvious changes in the Mf scale that 
other psychological studies have reported (13, 19). 
None of the 17 transsexuals regretted the decision to 
have surgery, and in fact many enthusiastically volun- 
teered that the changes were responsible for their 
being zlive at the time of follow-up. Two subjects had 


nr rrr E EE EE EET 
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Presurgery Follow-Up Presurgery Follow-Up Presurgery Follow-Up Presurgery Follow-Up  Fresurgery Follow-Up 


9 1 3 0 1 
9 1 3 l l 
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8 2 3 —t* — 
6 1 3 0 l 
8 l H 0 3 
6 l i l 3 
7 1 l I l 
3 I 2 2 2 
5 I i 0 3 
2 1 0 0 3 
i 1 3 I 0 
6.7 1.0 22 4 1.7 


doubts about their sense of being female that were 
judged significant by both raters, but nome of the trans- 
sexuals wished to be other than female. Two subjects 
attempted suicide during the years of follow-up: one 
(patient 8) did so within a year of the surgery and the 
other (patient 17) attempted suicide 6 years after sur- 
gery. Neither attempt was successful nor was it based 
on the decision to have the surgery; each was a re- 
sponse to the break-up of a relationship. Five of the 
transsexuals had married or formed common-law 
bonds with men. One of the two marriages established 
before surgery ended in divorce during the follow-up 
period, as did one of the marriages es-ablished after 
the surgery. 


DISCUSSION 


This follow-up study has the advantag2 of examining 
a group of transsexuals who have been diagnosed and 
treated uniformly. The period of time elzpsed since the 
surgery is long enough to draw reasonable conclusions 
about the effectiveness of this treatment and the im- 
pact on the lives of these transsexuals. Although the 
group was quite diverse, it would appear that on the 
whole they fared well. Predictions of psychosis and 
high suicide rates for transsexuals in the earlier litera- 
ture (20-22) are certainly not borne out. if one were to 
judge solely by the patients' own opinions, the over- 
whelming conclusion would be that surgery is an ex- 
tremely beneficial procedure. In spite of the consid- 
erable pain, expense, and delay, they would all choose 
the same course. 
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This overall positive conclusion is similar to those 
drawn in some of the earlier follow-up studies (5, 12, 
23). However, those studies did not evaluate specific 
sociopsychological variables, and the limitations of 
surgery become apparent when specific aspects of ad- 
justment are examined. There were no changes in the 
level of psychopathology in our group since surgery. 
While there were gains in the areas of sexual adjust- 
ment and family acceptance, there were only modest 
gains in the ability to be self-sufficient financially and 
establish closer interpersonal relationships. Table 2 
shows that between 60% and 70% of the transsexuals 
either improved or stayed at a high level of function- 
ing; the remainder either did poorly or stayed at alow 
level. This is consistent with earlier reports. This find- 
ing of small or only very modest changes in the area of 
psychopathology, interpersonal relationships, and ec- 
onomic functioning is similar to that found in Walinder 
and Thuwe's study (9) and comparable to Meyer and 
Reter's observations (13). Walinder and Thuwe report- 
ed no great improvement in the areas of social adjust- 
ment or work situation and a persistence of mental dis- 
turbances in many of the biologic males at follow-up. 
Meyer and Reter found little difference between sub- 
jects who received surgery and those who did not. In 
our study the strongest positive gains were in the areas 
of sexual adjustment and family acceptance, which 
were either not reported or not evaluated in earlier 
studies. Changes in the latter area were confirmed by 
contacts with family members. Interestingly, several 
family members spontaneously described the gender- 
reassigned person as still having “‘problems’’ but as 
being much happier and easier to get along with. 

The MMPI comparisons further support this finding. 
It is unfortunate that the entire group could not be test- 
ed, and some caution is needed in drawing conclusions 
from this smaller sample. However, the scores of 
those who did take the test were evenly distributed 
and appear to be a representative sample of the group 
as a whole. One of the first and perhaps most remark- 
able impressions drawn from comparing these test- 
ings, separated by more than 8 years, is how similar 
they are. The overall personality styles of these indi- 
viduals have not changed. The changes in psycho- 
pathic deviancy (Pd), hysteria (Hs), and hypochon- 
driasis (Hy) suggest that the defense structure has al- 
tered somewhat. The average drop from an abnormal 
score of 70.6 on the Pd scale to 65.2 without a change 
in the mania (Ma) scale probably reflects the fact that 
the individuals no longer view themselves as deviant 
as they did before their surgery. The change in Hs and 
Hy scores may be understood as a type of ‘‘sealing 
over” and suggests that the defense structure has ri- 
gidified to the extent that they are less sensitive and 
use a greater degree of denial, which leaves them less 
vulnerable to issues that were a problem in the past. 

The transsexuals in this study were very satisfied 
with their decision to have surgery and with their 
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course following surgery, but, although presurgizal 
candidates asserted that ‘‘all will be better after my 
surgery," 8 years later the transsexuals were strag- 
gling with intimacy and economic problems and extib- 
iting few changes in degree of psychopathology. In ad- 
dition, 24% of the group continued to express a ‘‘driv- 
en’’ need for further surgical procedures similar to tnat 
seen in precastration applicants. 

It was difficult for us to weigh the economic and psy- 


. chopathology variables that affected the transsexuals 


after surgery. The sense we got from subjects and fam- 
ily members was that they might not have survived at 
all without the surgical changes. More recent reports 
(24) are challenging the old adage that psychotherzpy 
has no place in the treatment of transsexuals. We sesm 
to be approaching a period of understanding more 
thoroughly the limitations of surgery. But clearly, for 
many transsexuals there is no motivation to change -he 
gender identity through psychotherapy, and surgery 
will continue to offer a select group the best means of 
coping with this dilemma. It is discouraging to ant:ci- 
pate that because of our frustrated expectations of 
what the surgery ‘‘should have done” we cease to p-o- 
vide the screening, trial living, and surgery to those 
who would most benefit from it. It is not difficult to 
anticipate that if the surgical procedures are not avail- 
able through legitimate and responsible channels, they 
will be sought and found by less respectable routes. 

These findings should be useful to current gender 
dysphoria teams in rating candidates for surgery; trey 
show that an individual's adjustment before surgery 
will be one of the best indicators of success in cop:ng 
with the high degree of stress and change which ac- 
company the surgery. Our study confirms that by end 
large there will not be significant personality changes 
following surgery. Individuals with a history of un- 
stable and immature personality who have had prior 
difficulties in establishing relationships will continue to 
experience these problems after surgery. Treatment 
teams should continue to require that transsexuals] ve : 
and work in the role of the chosen sex before surge-y. 
Moreover, it should not be enough that individuals 
seeking surgery and capable of putting up with a year’s 
trial should automatically be eligible for surgery. The 
treatment team should continue to exercise discretion 
in selecting groups for whom the best prognosis is pos- 
sible. In our judgment, one can increase the likelihcod 
of a favorable outcome for the surgically reassigred 
transsexual by selecting candidates on the basis of 
their presurgical ego strengths and their adjustment 
during the presurgery period while living in their naw 
gender/sex role. 
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APPENDIX 1 
Standardized Rating Scale for Postsurgical Tra ‘ssexuals’ 


1. Economic adjustment 


A. Job history 
O—severely unstable job history 


! All references to time are to postsurgical events only. 
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] moderately unstable job history 
2=mildly unstable job history 
3- stable job history 
nia-no information available 
B. Ability to support self 
0=on welfare 
1=financially dependent—lacks skill to support self 
2=financially dependent—possesses skills to support 
self 
3=financially independent/employed 
nia=no information available 


2. Interpersonal relationships 


A. History 
0=frequent changes of intimates: chronically un- 
stable relationships 
1=less frequent changes of intimates: some evidence 
of recent improvement 
2=more recently stable relationship: 
3=long history of stable relationships 
nia=no information available 
B. Satisfaction gained from relationships 
0=none (shallow relationships) 
{=marginal satisfaction 
2=some satisfaction from relationsh ps 
3=considerable satisfaction 
nia=no information available 
C. Current support system 
0=no significant system 
] -marginal support system 
2=some support system 
3=significant support system 
nia=no information available 


3. Psychopathology 


A. Mental status 
0=psychopathology, with major im act on relation- 
. ships or productivity 
1=psychopathology with some impact on relation- 
ships or work 
2=psychopathology but no impact om relationships or 
work 
3=no psychopathology 
nia=no information available 
B. Drug use (during entire follow-up >seriod; excludes 
prescribed medications) 
0=alcoholism or hard drugs 
1=heavy use of marijuana, downers. alcohol, or tran- 
quilizers 
2=occasional use of marijuana, alcchol, or tranquil- 
izers 
3=no drug use 
niano information available 
C. Legal problems ` 
0=frequent criminal activities 
1=sporadic criminal activities 
2=no recent history of crinfinal act:vities (last three 
years) 
3- no criminal activity 
nia=no information available 


4. Sexual adjustment 


A. Surgical decision 
0=chronic doubts about surgical chenge 
1=occasional but significant doubts about change 
2- occasional but not significant doubts about change 
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3=no doubts abou: surgical change 
nia=no information available 

B. Experiencing self as a female (male) 
0=frequently feels like an imposter 
1—occasionally feels like an imposter 
2=feels like a woman (man) almost all the time 
3=feels like a woman (man) all the time 
nia—no information available 

C. Choice of sexual partner 
0--has no sexual partners 
j=bisexual: predominantly female (male) partners 
2=bisexual: predominantly male (female) partners 
3=only male (female) partners 
nia=no informatior available 

D. Functional nature cf vagina (phallus) 
0= vagina (phallus) not existent 
1=vagina (phallus) existent, but nonfunctional 
2=vagina (phallus) functional, but either inadequate 

or painful 

3=vagina (phallus) runctional and adequate 
nia=no information available 
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E. Sexual satisfaction 
0=completely dissatisfied with sex life 
1=frequently dissatisfied with sex life 
2=occasionally dissatisfied with sex life 
3=completely satisfied with sex life 
nia-no information available 


5. Additional surgeries or procedures (includes electrolysis) 


0=cosmetic surgeries or procedures of no realistic neces- 
sity 

1=cosmetic surgeries of questionable realistic necessity 

2=cosmetic surgeries realistically necessary 

3=no cosmetic surgeries 

nia=no information available 


6. Current family reactions 


0—all members nonaccepting (either confirmed or not 
confirmed) 

1=some members nonaccepting (either confirmed or not 
confirmed) 

2=all members accepting (unconfirmed) 

3=all members accepting (confirmed) 

nia=no information available 
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Epidemiology of Dysphoria and Depression in an Elderly 


Population 


BY DAN BLAZER, M.D., M.P.H., AND CANDYCE D. WILLIAMS 


The authors surveyed 997 elderly people living in the 
community and found that the rate of significant 
dysphoric symptomatology was 14.7%. Forty-five 
(4.5%) of these individuals suffered from dysphoric 
symptoms only, and 37 (3.7%) had symptoms of a 
major depressive disorder. Eighteen (1.8%) suffered 
from symptoms of primary depressive disorder and 19 
(1.996, from symptoms of secondary depressive 
disorder. Sixty-five (6.5%) had depressive symptoms 
associated with impaired physical health. The 
frequency of widowhood, impairment in social 
resources, and impairment in economic resources was 
greater for individuals with symptoms of a major 
depressive disorder. The entire sample used 
psychiatric services at a very low rate. 


epression is one of the most important psychiatric 
Diodes of late life, but the true prevalence of 
depressive symptoms in the community is unknown 
(1-5). Estimates range from less than 5% to 44% (4, 6, 
7). There has been less variability in the reported prev- 
alence of major affective disorders: estimates range 
from 1% to 3% (8, 9). One reason for the lack of preva- 
lence data on depression is the fact that early epi- 
demiologic studies emphasized the etiology of psychi- 
atric disorders to the partial exclusion of case identifi- 
cation and consistency in diagnosis. Ín addition, even 
when the criteria have been agreed on, different meth- 
ods have been used to diagnose psychiatric disorders. 
These methods include symptom checklists, struc- 
tured and unstructured psychiatric interviews, and 
even computerized interview techniques. 
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The diagnosis of depression in an elderly person 
presents additional problems to the investigator. It has 
been suggested that the elderly are more likely to mask 
their depression than individuals at earlier stages in the 
life cycle (2, 10). Many researchers anc clinicians are 
likely to overlook mild depression or even severe de- 
pressive illness that involves a predominance of so- 
matic complaints or even cognitive impairment (i.e., 
pseudodementia). In contrast, such scales as the Zung 
Self-Rating Depression Scale (11) may "weigh physical 
symptoms heavily in the identification of depressive 
disorder. Elderly people with actual physical illness 
may then be falsely identified as depressed. Although 
symptomatic depression is said to exhibit the highest 
prevalence in the age group 65 and olcer (4, 11), the 
diagnosis of mild depression peaks betwzen the ages of 
40 and 65 (12). Researchers and clinicians alike tend to 
accept depressive symptoms in elderly subjects as not 
indicative of depressive illness. 

An important step forward in the icentification of 
cases for epidemiologic and clinical research has been 
the development of operational criteria for psychiatric 
diagnoses, as emphasized in DSM-III. The classifica- 
tions of psychiatric disorders are given their meaning 
by the methods of observation and investigation used 
to arrive at them (13). Appendix 1 lists the criteria we 
used for the diagnosis of depressive disorder. These 
criteria are the output of clinicians who hypothesized 
the psychological construct of a depressive disorder 
and then selected symptoms or behaviors considered 
to be associated with the construct. The usefulness of 
operational criteria in defining tne depressive dis- 
orders depends on the ability of clinicians and re- 
searchers to categorize individuals into distinct repro- 
ducible groups that demonstrate a unique prognosis or 
provide a reliable guide to therapy (14). 

The purpose of this report is to establish the preva- 
lence of dysphoric symptoms and the symptoms of 
major depressive disorder in an elderly community 
population by using the operational criteria established 
by DSM-III. We subdivided subjects with depressive 
symptoms into groups.according to the presence or ab- 
sence of the symptom criteria for a diagnosis of de- 
pressive disorder, physical health impairment, cogni- 
tive dysfunction, and schizophrenic-like thought dis- 
order. We then assessed the relative frequency of 
certain demographic, social, economic, and health be- 
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havior characteristics for each group. These data pro- 
vide a first step in determining the contributions of en- 
vironmental factors to the causation of dysphoria and 
depressive disorders in the elderly. 


METHOD 


A stratified random 1-in-10 sample of the residents 
of Durham County, North Carolina, who were 65 
years of age and older (N=997) was drawn for the Old- 
er American Resources and Services (OARS)-Durham 
survey in early 1972 (15). There was an 85% response 
rate of an original sample of 1,173 to an interviewer- 
administered questionnaire given in the home of the 
subjects. Individuals in any type of institution (e.g., 
hospital, psychiatric hospital, or nursing home) were 
not included in this sample. The study focused on indi- 
vidual functional assessment in five areas of function- 
ing: 1) social resources, 2) economic resources, 3) 
mental health, 4) physical health, and 5) activities of 
daily living. The survey instrument was a modified 
form of the Duke-OARS Multidimensional Functional 
Assessment Questionnaire (16), which is being used in 
a number of community and institutional surveys. For 
each dimension, factual observational data and sub- 
jective perceptions were collected. Items and scales 
were either devised or abstracted from the literature. 
Each of the five functional areas described above was 
summarized in a dichotomized scale of either impaired 


or not impaired. Selected social and economic charac- | 


teristics assessed included living arrangements, mari- 
tal status, educationa: level, important recent life 
events, social resources, economic resources, and ca- 
pacity for self-care. 

The survey instrument also obtained information on 


the individual's perception of need for specific serv- 


ices and the current use of the services of profession- 
als and their agencies. The systematic inquiry was 
based on a list of 23 generic services (16) that were 
defined in such a way that they were independent of 
service providers (e.g., transportation, living quarters, 
counseling, and nerve” medications). Both the cur- 
rent need for and current use of prescription and non- 
prescription medications were also assessed. 

A combination of the ‘‘Mini-Mult,’’ a short form of 
the MMPI (17), and questions assessing cognitive 
functioning, perceived mental health, and life satisfac- 
tion was used to dertve the rating of mental health 
functioning. We abstracted a series of 18 self-rated 
items from the mental health section of this survey that 
were indicators of depressive symptomatology accord- 
ing to DSM-III (see appendix 1). The OARS Depres- 
sive Scale was subjected to tests of internal reliability, 
factor analysis, and association with clinical diagnosis. 
The scale demonstrated a coefficient alpha of .804, 
which falls within the accepted range for reliability for 
an epidemiologic survey instrument, according to 
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Nunnally (18). Factor loadings suggested that subjects 
could be subclassified into individuals with dysphoric 
symptoms only and individuals with the symptoms and 
criteria of a depressive disorder. The association of 
positive ratings on the OARS Depressive Scale and the 
clinical diagnosis of depression in 36 randomly se- 
lected inpatients at Duke University Medical Center 
was found to be high (the scale correctly identified 17 
of 19 patients diagnosed as depressed and 15 of 17 
patients diagnosed as not depressed; 0.780, x?=21.90, 
p<.001). Positive depressive ratings on the OARS De- 
pressive Scale correlated with ratings of moderate to 
severe depression on the Zung Self-Rating Depression : 
Scale (19) at the .808 level among the same inpatient : 
group. 

The OARS Depressive Scale was scored in such a 
way that 7 items assessed dysphoric mood. An arbi- 
trary cutoff was established for individuals who gave 
positive responses to more than half of the items as- 
sessing dysphoria. The remaining 11 items on the scale 
assessed seven of the eight symptom criteria of major 
affective disorders in DSM-III (see appendix 1). The 
instrument did not assess suicidal ideation or the time 
interval since the onset of symptomatology. To quality 
for a diagnosis of depressive disorder, a subject had to 
demonstrate at least four of these criteria. The Short 
Portable Mental Status Questionnaire (20) was used to 
screen for the presence of organic mental dysfunction; 
five or more errors indicated substantial cognitive dys- 
function. The eighth scale of the Mini-Mult (Sc) (17) 
was used to screen for the presence of a schizophren- 
ic-like thought disorder; a score of 70 or more in- 
dicated substantial schizophrenic-like symptoms. 

We obtained frequency distributions for a series of 
demographic, social, economic, and health care vari- 
ables. The strength of association was tested using chi- 
square statistics. 


RESULTS 


On the basis of the data gathered it was possible to 
subdivide the original sample into two categories, 
those with substantial depressive symptoms (N=147) 
and those without such symptoms (N=850). Thus, the 
prevalence of substantial depressive symptomatology 
in this community-based elderly population was 
14.7%. 

Forty-five of the subjects who were judged to be de- 
pressed (4.5%) were considered simply dysphoric; 
they had substantial dysphoric symptoms but met few- 
er than four of the criteria for the diagnosis of a depres- 
sive disorder. Sixty-five subjects in the depressed group 
(6.5%) had medically related depressive symptoms; 
these individuals had substantial dysphoric symptoms 
associated with impairment in physical health. Only 37 
individuals in the depressed group (3.7%) met four or 
more of the symptom criteria for a major depressive 
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TABLE 1 


DAN BLAZER AND CANDYCE D. WILLIAMS 44] 


Demographic Characteristics of Depressed and Nondepressed Elderly Subjects in the Durham Community Survey. 





Depressed Group 





Primary Secondary Medically Related Nondepressed 
Dysphoria Depression Depression Depression Total Group 
(N =45) (N= 18) (N = 19) (N=65) (N= 147) (N=850) 

Characteristic N % N % N 9b N % N % N % 
Age 

65-74 37 82.2 14 77.8 11 57.9 37 56.9 99 67.3 581 68.4 

75 and older 8 17.8 4 22:2 8 42.1 28 43.1 48 32.7 269 31.6 
Sex 

Male 14 31.1 6 33.3 6 31.6 23 35.4 49 33.2 324 38.1 

Female 31 68.9 12 66.7 13 68.4 42 64.6 93 66.7 526 61.9 
Race 

Black 15 33.3 3 16.7 8 42.1 17 26.2 43 29.3 298 35.1 

White 30 66.7 15 83.3 i1 57.9 48 73.8 104 70.7 552 64.9 
Marital status 

Single 1 22 i 5.6 2 10.5 3 4.6 7 4.8 41 4.8 

Married 20 44.4 4 22.2 6 31.6 21 32.3 5i 34.74 389 45.8 

Widowed 20 44.4 12 66.7 11 57.9 39 60.0 82 55,83 380 44.7 

Divorced 3 6.6 I 5.6 0 0 4 Es 16 1.9 

Separated I 22 0 0 2 3.1 3 2.0 24 2.8 


"The difference between the depressed group and the nondepressed group was significant at the p<.01 level. 


disorder. Eighteen of these had a primary depressive 
disorder (they had substantial dysphoric symptoms 
and miet the criteria for a depressive disorder but had 
no evidence of thought disorder or cognitive dysfunc- 
tion), and 19 had a secondary depressive disorder (21, 
22) (they had substantial dysphoric symptoms, met the 
criteria for the diagnosis of a depressive disorder, and 
also showed evidence of cognitive dysfunction and/or 
thought disorder). 

When we compared all of the subjects with depres- 
sive symptoms (N=147) with the remainder of the 
sample (N=850), we found little difference in demo- 
graphic characteristics (see table 1). The major dif 
ference noted was that there was a higher percentage 
of widowed individuals in the depressed group. When 
the depressed group was subdivided according to de- 
gree of depression, a somewhat greater variation in de- 
mographic characteristics was noted (see table 1). The 
remainder of the analysis considered these individual 
subgroups, but because of the varied size of the groups, 
the findings that reached statistical significance versus 
those which did not may have been more a function of 
group size than real differences between the groups. 

There was a definite trend for more white and wid- 
owed individuals to have symptoms of primary depres- 
sive disorder compared with the other groups. The 
trend for those with medically related depressive 
symptoms to be widowed was secondary to their 
greater tendency to be over the age of 75. 

Impairment in social and economic resources ap- 
peared to be important factors for subjects with symp- 
toms of primary depressive disorder and secondary 
depressive disorder as well as for those individuals 
with medically related depressive symptoms (see table 
2). There was also a tendency for individuals with the 


symptoms of secondary depressive disorder to have a 
decrease in their activities of daily living (self-care ca- 
pacity) even though their health was not substantially 
impaired. These individuals were also more likely to 
be living alone. 

Although the prevalence of a histor; of alcohol 
abuse was relatively low for the entire population, a 
history of alcohol abuse was found more often in each 
group of the depressed subjects than in the non- 
depressed group (see table 2). (The subjects with 
symptoms of secondary depressive disorders reported 
a history of alcohol abuse less often than did the other 
depressed subjects.) There was also a gr2ater tenden- 
cy to use pain medications in each group cf depressed 
subjects (again, those with symptoms of secondary de- 
pressive disorder reported less use of pair. medications 
than did the other depressed subjects). All four of the 
depressed groups demonstrated a greate- use of tran- 
quilizers or ‘‘nerve’’ medications. However, the use of 
sleeping pills was much lower than one might expect 
for the entire population. Lack of accurate reporting 
might have been a factor in these low races. 

The subjects in each of the depressed groups report- 
ed a need for seeing a trained counselor more often 
than nondepressed subjects (see table 3). The per- 


.ceived need for the entire group, however, was quite 


low considering their symptomatologv. The actual use 
of counseling was practically nil in this population (10 
individuals, or 196, were receiving therapy from a 
trained counselor). The perceived need for ‘‘nerve”’ 
medications, however, was much higher among the 
depressed subjects and was significantly different 
when compared with the nondepressed group. A his- 
tory of previous inpatient and outpatznt hospital- 
ization was uniformly low for the entire group. 
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TABLE 2 
eens Socioeconomic Characteristics and Alcohol and Drug Use in Depressed and Nondepressed Elderly Subjects in the Durham Community 
urvey 
Depressed Group (N= 147) 
Medically 
Primary Secondary Related Nondepressed 
Dysphoria Depression Depression Depression Group 
(N=45) (N=18) (N=19) (N=65) (N=850) 
Item N % N % N % N % N % 
Socioeconomic characteristics 
Social resources impaired 7 15.6 3^ 27.8 3 15.8 193 29.2 56 6.6 
Economic resources impaired 6 13.3 5 27.8 7 36.8 2]? 32.3 105 12.4 
Activities of daily living impaired 3 6.7 2 11.1 6 31.6 398 60.0 157 18.5 
Lives alone 14 31.1 5 27.8 9 47.4 23 35.4 225 26.5 
Completed high school 15 33.3 2 11.1 4 21.1 13 20.0 233 27.4 
Close family member has died 
in past 12 months 14 31.1 4 22:2 6 31.6 25 38.5 255 30.0 
Friend has died in past 12 months 17 37.8 10 55.6 10 52.6 27 41.5 333 39.2 
Use of alcohol and drugs 
Has history of alcohol abuse 7 15.6 5 7.8 1 5.3 7 10.8 2 2.9 
Uses pain medications 283 62.2 11 61.1 7 36.8 41? 63.1 268 31.5 
Uses tranquilizers or 
"nerve'' medications 12 26.7 9a 50.0 62 31.6 2/* 41.5 146 17.2 
Uses sleeping pills 4 8.9 2 11.1 2 10.5 Il 16.9 62 7.3 


“The difference between this depressed group and the nondepressed group as a whole was significant at the p<.01 level. 


TABLE 3 


Perceived Need and Use of Psychiatric Services in Depressed and Nondepressed Elderly Subjects in the Durham Community Suivey 


Depressed Group (N=147) 


Medically 
Primary Secondary Related Nondepressed 
Dysphoria Depression Depression Depression Group 
(N=45) (N=18) (N=19) (N=65) (N=850) 

Perceived Need and Use N % N % N % N % N % 
Perceives need for a trained 

counselor (including 

psychiatrists) 7 15.6 2 11.1 6? 31.6 18? 27.1 63 7.4 
Currently receives therapy 

from a trained counselor I 2.2 0 I 5.3 4? 6.2 4 5 
Perceives need for medication 

for "nerves" 134 28.9 83 44.4 8a 42.1 2]? 32.3 107 12.6 
Currently receives medication 

for "nerves" 14 31.1 6 33.3 5 26.3 33a 51.8 146 17.2 
Has been hospitalized for 

psychiatric disorder 2 4.4 3 16.7 2 10.5 5 T 29 3.4 
Has received outpatient 

psychiatric treatment 5 11.1 0 I 5.3 6 9.2 32 3.8 


?The difference between this depressed group and the nondepressed group as a whole was significant at the p<.01 level. 


DISCUSSION 


The frequency data presented here confirm previous 
reports that the prevalence of depressive symptom- 
atology is quite high among elderly individuals in the 
community; we found a prevalence of 14.7%. How- 
ever, the prevalence of the symptoms of primary de- 
pressive disorder, as operationally defined in D3M-III, 
was much lower (1.8%). Much of what is called ‘‘de- 
pression" in the elderly may actually represent de- 
creased life satisfacticn and periodic episodes of grief 
secondary to the physical, social, and economic diffi- 
culties encountered by aging individuals in the com- 


munity. Of our 147 subjects with depressive symp- 
toms, 65 (44%) had physical health impairment. Grief 
secondary to loss of good health functioning, physical 
discomfort, pain, and the consequences of the loss of 
the capacity to take care of oneself may all contribute 
to these symptoms. The subjects with symptoms of 
primary and secondary depressive disorder as well as 
those with medically related depressive symptoms 
showed a high rate of impairment in social and ezo- 
nomic resources, indicating the need for further stud- 
les of the relation of social stress and the lack of social 
support to the etiology of late-life depressive disorder. 
We hope that the use of DSM-III symptom criteria 


Am J Psychiatry 137:4, April 1980 


for case identification in this study will allow com- 
parison of our results with other surveys, a procedure 
heretofore not possible because of a lack of uniformity 
in case identification. However, the use of such cri- 
teria may lead to some cases being overlooked, name- 
ly, cases of masked depression. If a subject does not 
describe a dysphoric affect but suffers from substantial 
depressive symptomatology manifested mainly by 
physiologic symptoms, he or she would not be identi- 
fied in the survey. We believe, however, that the use 
of DSM-III symptom criteria, even though they may 
have certain limitations, can be helpful in case identifi- 
cation in the elderly. For studies such as the one pre- 
sented here, reliability and comparability of results 
outweigh the decreased sensitivity of the screening 
procedure. 

The great majority of our elderly subjects with 
symptoms of late-life dysphoria and major depressive 
disorder did not give a history of previous psychiatric 
treatment. One possible explanation for this finding is 
that this age group does not use psychiatric services to 
the same extent as younger groups (23). An additional 
factor rnay be that these older individuals had not suf- 
fered substantial psychiatric disorders before. Many 
people who have had severe unipolar and bipolar af- 
fective disorder in midlife may have fewer episodes as 
they age or may not survive to late life. The depressed 
elderly could suffer from qualitatively different disease 
entities. One further explanation is that the individuals 
in the community diagnosed as having depressive dis- 
order may have been less severely ill than individuals 
requiring hospitalization, even though both were rated 
positive for depression on a symptom checklist (24). 

Prevalence studies can be informative, but they pro- 
vide little insight into the natural history of depressive 
disorders in late life. Are individuals with substantial 
dysphoria and/or symptoms of depressive disorder ac- 
tually only a proportion of a larger group of individuals 
who pass through periodic episodes that remit and re- 
cur spontaneously? Depressive disorders as well as 
grief reactions are known for their cyclic nature, but 
depression in the elderly may be less cyclic than it is 
during other stages of the life cycle. The depressive 
symptomatology uncovered in this community survey 
may represent true cases of chronic depressive dis- 
order that, for the most part, go undetected in the com- 
munity. 
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APPENDIX 1 
Diagnostic Criteria for Depression from DSM-/III! and Corresponding 
Questionnaire Items? 


A. Dysphoric mood or loss of interest or p-easure in all or 
almost all usual activities and pastimes. The dysphoric 
mood is characterized by symptoms such as the follow- 
ing: depressed, sad, blue, hopeless, lo», down in the 


Reproduced from the January 15, 1978, draft. 
"The questionnaire items are in parentheses. 
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dumps, irritable, worried. The disturbance must. be 
prominent and relatively persistent but not necessarily 
the most dominant symptom. It does not include momen- 
tary shifts from one dysphoric mood to another dysphor- 
ic mood, e.g., anxiety to depression to anger, such as are 
seen in states of acute psychotic turmoil. (Seven items 
dealing with worry, happiness, life satisfaction, and 
optimism.) 


. The illness has had a duration of at least two weeks dur- 


ing which, for most of the time, at least four of the fol- 

lowing symptoms have persisted and have been present 

to a significant degree: 

1) Poor appetite or significant weight loss (when not 
dieting) or increased appetite or significant weight 
gain. (Is your appetite good?) 

2) Insomnia or hypersomnia. (Is your sleep fitful and dis- 
turbed?) 

3) Loss of energy, fatigability, or tiredness. (Do you feel 
weak all over? Do you feel you can’t get going?) 

4) Psychomotor agitation or retardation (but not mere 
subjective feelings of restlessness or being slowed 
down). (Are you restless?) 

5) Loss of interest o- pleasure in usual activities, or de- 
crease in sexual drive (do not include if limited to a 
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period when delusional or hallucinating). (Do you 
find your daily life interesting?) 

6) Feelings of self-reproach or excessive or in- 
appropriate guilt (either may be delusional). (Do you 
feel you’ve done something wrong? Do you feel use- 
less? Do you lack self-confidence?) 

7) Complaints or evidence of diminished ability to think 
or concentrate, such as slowed thinking, or indeci- 
siveness (do not include if associated with obvious 
formal thought disorder). (Do you have difficulty con- 
centrating? Does your mind seem to run slower?) 

8) Suicidal ideation or wishes to be dead, or any suizide 
attempt. 


. Not superimposed on either Schizophrenia, Schizophre- 


niform Disorder, or a Paranoid Disorder. (The Snort 
Portable Mental Status Questionnaire or the Sc scale of 
the Mini-Mult.) 


. None of the following predominate the clinical picture 


for more than three months after the onset of the depres- 

sive episode: 

1) Preoccupation with a mood-incongruent delusion or 
hallucination. 

2) Marked formal thought disorder. 

3) Bizarre or grossly disorganized behavior. 
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Unmasking Masked Depression in Children and Adolescents 


BY GABRIELLE A. CARLSON, M.D., AND DENNIS P. CANTWELL, M.D. 


The authors examined depressive symptoms and 
behavicr disorders in 102 systematically interviewed 
children aged 7 to 17 years to elucidate the category of 
masked depression. They found that it was possible to 
diagnose these children using adult research criteria 
and that more children with depression were identified 
using a systematic interview than were identified using 
standard evaluation procedures. Although children 
with a depressive disorder may also exhibit behavior 
disorders that overshadow the depression, an alert 
clinician conducting a thorough interview should be 
able to identify the ‘‘masked’’ depression. 


ecent attempts to clarify the nosology of childhood 

depression have concentrated appropriately on 
distinguishing depression as a symptom (dysphoric 
mood) from depression as a syndrome (with accom- 
panying cognitive, psychomotor, and vegetative mani- 
festations) from depression as a disorder (with a char- 
acteristic clinical picture, natural history, and biologi- 
cal correlates) (1-3). We also need to know not only 
what percentage of unhappy children are suffering 
primarily from an affective disorder but also the con- 
verse—-what percentage of children who deny depres- 
sion and have other symptoms are actually suffering 
from a depressive disorder. Although these issues ex- 
ist for phenomenologists interested in adult psycho- 
pathology, the child psychiatrist contends with the ad- 
ditional influence of different stages of development on 
the manifestations of mood disorders. 

As Kovacs and Beck noted in 1977 (2), there are two 
basic viewpoints on the manifestation of childhood de- 
pression. One view holds that except for some devel- 
opment-specific modifications, childhood depressions 
resemble adult depressions. The following depressive 
symptoms are most often agreed on, according to Ko- 
vacs and Beck (2): 1) dysphoric mood (sadness, un- 
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happiness), irritability, and weepiness, 2) low self-es- 
teem, self-depreciation, hopelessness (suicidal idea- 
tion), morbid ideas, recent poor school performance, 
and disturbed concentration, 3) diminished psycho- 
motor behavior, social withdrawal, and increased ag- 
gressiveness, and 4) fatigue, sleep problems, enuresis 
or encopresis, weight loss or anorexia, and somatic 
complaints. 

The alternative view essentially states that most 
children do not express depression directly and that it 
must be inferred from behaviors and symptoms 
"masking" the underlying depressive fezings. Many 
problems have been implicated as so-called depressive 
equivalents. Conduct disorders (hyperactivity, delin- 
quency, aggressiveness, irritability) (4), psychological 
reactions (1), somatic complaints (especially head- 
aches, stomachaches, and enuresis) (J, 5, 6). and 
school problems (school phobia, poor school perfor- 
mance) (6) are the most frequently cited. Since these 
problems account for most child psvchiatric referrals, 
it is unlikely that depression is behind all of them. 

In this paper we propose to examine depressive 
symptoms and conduct problems in 102 systematically 
interviewed children between ages 7 and 17 to eluci- 
date the category of so-called masked dzpression. 


METHOD 


As part of a study to determine the prevalence of 
depressive symptoms and depressive disorders in a 
child psychiatric population (7, 8) and to validate Ko- 
vacs and Beck’s Children’s Depression Inventory 
(CDD (2), a randomly selected sample cf 210 English- 
speaking children (7 to 17 years old) seen for evalua- 
tion in a children’s outpatient department were given 
the CDI. One-hundred-two children and their parents 
agreed to take part in the systematic evaluation por- 
tion of the study as well. This consisted of a 1!/2-hour 
interview with the parents, a 1-hour interview with the 
child, and, when possible, the child’s azademic per- 
formance record and the Connors Teachers Rating 
Scale completed by the child’s teacher. 

The CDI has evolved from the adult Beck Depres- 
sion Inventory (9), which is a 21-item questionnaire 
composed of questions tapping mcod as well as vege- 
tative, cognitive, and psychomotor asp2cts of depres- 
sion. Kovacs and Beck modified the wording of some 
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TABLE 1 
DSM-III Codes and Diagnoses? of 102 Children? 


Children with 
Diagnosis 
Diagnosis Number Percent 
Axis I 
Behavior disorders 36 35.3 
Attentional deficit disorder 28 21.5 
Conduct disorder 10 9.8 
Drug use disorder 2 2.0 
Emotional disorders 17 16.7 
Phobias and special ckildhood disorders 3 2.9 
Phobias and special childhood disorders 9 8.8 
Phobias and special childhood disorders 5 4.9 
Physical disorders 11 10.8 
Anorexia nervosa 9 8.8 
Gilles de la Tourette syndrome 2 2.0 
Psychotic disorders 8 7.8 
Pervasive developmental disorders ` 5 4.9 
Schizophrenia 3 2.9 
Affective disorders 28 27.5 
Major depression 23 22.5 
Cyclothymia 2 2.0 
Dysthymic disorder 2 2.0 
Adjustment reaction with 
depressive symptoms I 1.0 
Undiagnosed, other, and 
no mental disorder 11 10.8 
Axis II 
Personality disorders 9 8.8 
Developmental disorders 17 16.7 


aBased on the January 1978 draft. 
"Numbers add up to more than -otals because some children were given more 
than one diagnosis. 


of the adult Beck items to comply with meaningful ex- 
periences of a child (e.g., work became homework and 
guilty became ashamed). Items in the CDI are scored 
from 0 (the symptom is absent) to 3 (the symptom is 
present all the time or in its most severe form). 

The interview with the parent or parents consisted 
of a semi-structured questionnaire eliciting informa- 
tion about reasons for seeking psychiatric help for 
their child; history of psychiatric, medical, or develop- 
mental problems; family and peer relationships; and 
the presence or absence in the past or present of spe- 
cific mood, somatic, academic, and behavioral symp- 
toms in sufficient detail to enable diagnosis according 
to DSM-III criteria. A systematic family history of 
psychiatric illness in the parents and known first-de- 
gree relatives of the child was also obtained. 

The diagnostic interview with the child consisted of 
an unstructured part during which the examiner estab- 
lished rapport and a structured part that systematically 
examined the child’s vzew of his problems, his peer, 
family, and school relationships, his academic per- 
formance, his physical symptoms, and any anxiety, 
obsessional, delusional, and antisocial symptoms and 
behaviors. Finally, specific questions relating to 
mood, self-esteem, psychomotor behavior, ability to 
have fun, appetite, slee», and suicidal ideation, as re- 
quired by the Research Diagnostic Criteria (10), were 
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asked. Responses were rated on a scale of 1-5: 5 repre- 
sented most severe pathology. Similar ratings were al- 
so made on 6 nonverbal items, such as relationship 
with the examiner, depressed or anxious appearance, 
audibility of speech, spontaneity of comments, and ac- 
tivity level. Although the maximum total score on all 
these items was 30; the scores were more meaningful if 
ranged as follows: 6-9, ‘‘normal’’; 10-13, appearing 
somewhat sad; and 14-30, very sad, withdrawn, and 
slowed down. At the conclusion of the interview the 
child was given a global depression rating from 1 ‘not 
depressed) to 5 (severely depressed). 

A five-axis diagnosis according to DSM-III criteria 
was made on the basis of all of the information gained 
except the CDI scores. Diagnoses were further 
grouped into the larger categories noted in table 1. We 
examined the following specific items from the child 


interview for this study: 1) depressive symptoms re- 


ported by the child, 2) depressive behavior (i.e., ron- 
verbal expressions of depression manifested during 
the interview), and 3) irritability manifested by fight- 
ing, tantrums, and antisocial behavior. From the par- 
ent interview we reviewed the following items: 1) 
whether behavior problems were very serious and the 
major reason for bringing the child for evaluation or 
whether they were secondary to the chief complaint 
and 2) chronicity of psychiatric problems (chronic was 
defined as lasting for 2 years or more). 


RESULTS 


Ninety-three of the 102 children were given Axis I 
DSM-H clinical diagnoses (see table 1). Five children 
were undiagnosed, and 4 had no mental disorder. The 
discharge DSM-II diagnoses from concurrent evalua- 
tions on the 28 children diagnosed as having affective 
disorder according to DSM-III were as follows: de- 
pressive neurosis or manic-depressive psychosis 
(N=11), feeding disturbance (anorexia nervcsa) 
(N=3), adjustment reaction (N=4), unsocial aggres- 
sive reaction (N=7), personality disorder (N —2), and 
encopresis (N=1). 

The 28 children diagnosed as having an affective dis- 
order according to DSM-III were further subdivided. 
Twelve were judged to have a primary affective dis- 
order (11). Sixteen were considered as having a sec- 
ondary depressive disorder (11): 8 met criteria for bcth 
a major depressive disorder (usually of relatively re- 
cent onset) and for either an attention deficit disorder 
(hyperactivity) or conduct disorders (which were more 
chronic) and were thus given both diagnoses, and 8 
had depression plus another problem, most often ano- 
rexia nervosa. Twenty-seven children had behavior 
disorders without depression, and 6 adolescent girls 
had anorexia nervosa alone. The mean ages of the chil- 
dren in all of the groups were not significantly dif- 
ferent; these are noted in table 2. 
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TABLE 2 
Depressicn Variables in 61 Children Grouped According to DSM-/II Diagnosis 
Mean l F.atio of Acute to 
Age Mean Mean Interview Mean Rating of RatioofBoysto Chronic Illness, 

Diagnosis (years) CDI Score? Response Rating’ Nonverbal Behavior? Girls, in percents in percents 
Primary affective disorder(N=12) 13.8 20.0 3.7 11.3 55:45 70:30 
Secondary affective disorder 

With behavior disorder (N=8) 11.6 27.8 3.8 13.8 63:37 25:75 

With other disorders (N=8) 14.5 23.4 4.3 15.2 38:62 75:25 
Behavior disorder alone (N =27) 12.6 14.6 1.5 8.6 85:15 24:76 
Anorexia nervosa alone (N=6) 13.6 9.3 2.0 14.0 0:100 83:17 


*The criteria have not been established, but the test on which the CDI is based states that a score of 16 or more indicates moderate depression and 24 or more 
indicates severe depression. 

"Range, 1-5: 5=most severe pathology. l 

“Range, 6-30: 6-9, not depressed; 10-13, somewhat depressed; 14 and over, obviously depressed. 





TABLE 3 
Depressive Symptoms in 61 Children Grouped According to DSM-Ali Diagnosis 
Secondary 
Affective 
Primary Disorder 
Affeciive with Behavior Behavior Secondary Affective Anorexia 
Disorder Disorder Disorder Disorder with Behavior Nervosa 
(N= 12) (N=8) (N27) Disorder (N=8) (N =6) 
Symptom N % N % N % | N % N X Significance? 
Dysphoric mood 9 75 5 63 10 37 6 75 2 33 p«.003 
Low self-esteem 8 66 7 88 12 44 6 75 I 16 p<.09 
Anhedonia 8 66 7 88 10 37 4 50 0 p<.05 
Fatigue 8 66 7 88 5 19 4 50 4 67 p<.001 
Somatic complaints 9 75 4 50 8 30 7 88 2 33 p<.007 
Suicidal ideation 10 83 g 100 10 37 7 88 3 50 p<.05 
Hopelessness 8 66 6 63 10 37 7 88 3 30 p«.05 


*The children with diagnoses of affective disorder were compared with those with no affective disorder. 


Symptoms of Depression. 


A comparison of the self-rating CDI scores across 
the five groups of children with different DSM-III diag- 
noses shows striking differences (see table 2). Children 
with affective diagnoses had higher scores, ranging 
from 20 for the children with primary affective diag- 
noses to 27.8 for the children with diagnoses of sec- 
ondary affective disorder. (Although severity criteria 
for the CDI have not been established, the Beck De- 
pression Inventory [9], from which the CDI is adapted, 
states that a score of 16 or over signifies moderate de- 
pression and a score of 24 and over indicates severe 
depression.) Children with behavior disorders alone or 
anorexia nervosa alone scored much lower; these dif- 
ferences are significant at p<.001 according to chi- 
Square analysis. 

The global depression ratings given at the end of the 
interview without knowledge of the CDI score showed 
a similar trend. Children with affective disorder diag- 
noses were judged moderately depressed, but children 
with behavior disorders alone or anorexia nervosa 
alone were given low depression ratings (see table 2). 
These differences are also significant at the p<.001 
level. 

The difference between children with a diagnosis of 


affective disorder and those without such a diagnosis 
holds true for specific symptoms (see table 3). Two- 
thirds of the children with a diagnosis of affective dis- 
order and behavior disorder said they were unhappy; 
only one-fifth of the children with behavior disorder 
alone said they felt unhappy. Children with anorexia 
nervosa and depression felt sad; children with ano- 
rexia alone did not. These trends were a.so true for the 
symptoms of low self-esteem, anhedonia, somatic 
complaints, suicidal ideation, and hope_essness. 

Impaired school performance did not distinguish the 
subjects from each other, but in general the children 
with anorexia and those with primary depression alone 
were functioning better than other groups. Sleep prob- 
lems were present in all groups; appetite disturbance 
was present in the children with anorexia by defini- 
tion. 

Depressive behavior, that is, locking sad or tearful, 
psychomotor retardation, and speaking quietly with 
little spontaneity were most prominent among the chil- 
dren with anorexia nervosa, whether or not they also 
had affective disorder, but they cid not look signifi- 
cantly more sad than the other children with affective 
disorder. Children with behavior disorders alone, 
however, appeared significantly less depressed (see 
table 3). 
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TABLE 4 
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Parents’ View of Intensity of Behavior Problems in Children Grouped According to DSM-III Diagnosis . 


Primary Affective 


Disorder (N= 14)* 
Intensity of Problem N % 
No behavior problems 3 21 
Incidental behavior problems 10 71 
Major behavior problems 1 7 


Secondary Affective 


Behavior Disorder Disorder with Behavior 


Alone (N28) Disorder (N=8) 
N % N % 
3 11” 0 
6 21 2 25 
19 68 6 75 


The parents’ view of the intensity of their child's behavior problem was significantly different for the children with primary affective disorder compara witt the 


two other groups of children (p«.01). 
"These children had an attention deficit disorder but no hyperactivity. 


Behavior Problems and Irritability 


Children with anorexia nervosa alone were rarely 
brought for treatment of behavior problems except 
when the behavior was related to their aberrant eating. 
We therefore excluded them from our analysis of be- 
havior difficulties. We combined the groups of children 
with affective disorder and compared the frequency of 
behavior problems ahd irritability among them with 
that among children with behavior disorders (with or 
without affective diagnoses). 

Table 4 shows the parents’ view of the intensity of 
their children’s behavior problems. Most noteworthy 
is the fact that although the majority of the children 
with primary affective disorder had behavior problems 
that were viewed by their parents as disturbing (such 
as fighting, arguing, and being disobedient), these be- 
havior problems were not.seen as the child’s major 
problem. This is in contrast to the groups of children 
with secondary affective disorder and behavior dis- 
order alone, whose behavior problems were more seri- 
ous, including more reckless hyperactivity, truancy, 
more antisocial acts, and fighting leading to school sus- 
pension. The parents viewed these problems as the 
major motivating force for bringing the child for evalu- 
ation. 

Finally, we compared the children’s own ratings of 
their irritability. We asked the children about how they 
viewed their tempers, fighting with their brothers and 
sisters, parents, peers, and teachers, and whether they 
felt that their tempers, if short, were troublesome to 
them. With 3 as a minimum score and 15 as a maxi- 
mum, children with affective disorders without a diag- 
nosis of behavior disorder noted some problems 
(5.92.4) but had significantly lower scores than chil- 
dren with behavior disorders alone (9.72.8) and 
those with depressive and behavior disorders 
(8.92.5) (p«.01, Student's t test). 


DISCUSSION 


On the basis of this comparison of the frequency of 
depressive symptoms, depressed appearance, behav- 
ior problems, and irritability in children with system- 


atically diagnosed affective disorders, behavior dis- 
orders, and anorexia nervosa, we have drawn several 
conclusions: 

1. It is possible to diagnose children over age 7 as 
having a major depressive disorder using adult re- 
search diagnostic criteria. The fact that the sex ratio 
for children with depression showed more girls than 
boys suggests that the preponderance of affective dis- 
orders in female adults was already beginning to show. 

2. When children are interviewed systematically 
about their symptoms, a much higher incidence of de- 
pressive disorder is found than by the usual evaluation 
procedure. In fact, more traditional evaluation meih- 
ods overlooked the diagnosis of depression in 60% of 
the cases. The depressed children rated themselves as 
depressed on the CDI as well. Some children were 
more articulate at describing their symptoms than oth- 
ers, but in only one case was the parent's history nec- 
essary to confirm the diagnosis. 

3. Some children who meet criteria for depression 
also meet criteria for other disorders—most often at- 
tention deficit disorders (hyperactivity), conduct dis- 
orders, and anorexia nervosa. These are the problems 
that most often bring them to psychiatric attention and 
thus may divert attention away from the concomitant 
depression. The fact that the majority of missed de- 
pressions fell into the category of unsocialized aggres- 
sive reactions or adjustment reactions suggests that 
this is precisely what happened. We hypothesize that 
these children have what has been called ‘‘masked de- 
pression,” although it has been our experience that the 
mask, if present, is very thin. Kovacs and Beck (2) 
made similar observations after reviewing the litera- 
ture; they noted that '*masking behaviors” are oftan 
nothing more than presenting complaints. 

4. Not-all children with behavior disorders or an- 
orexia nervosa are depressed. In fact, a majority of the 
children we studied neither described depression nor 
appeared depressed. Although one might hypothesize 
that these children had masked depressions with mcre 
successful masks, it would seem a difficult hypothesis 
to prove. 

5. There are two differences between the behavior 
problems of children who are simply depressed and 
those who have diagnoses of both depressive and ts- 
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havior disorders. In children with depression, behav- 
ior problems were seen as less severe and postdated 
the onset of depressive symptoms. In children with 
both diagnoses and in children with behavior disorders 
alone, the behavior problems were chronic and of 
greater magnitude. Future follow-up and family stud- 
ies are needed to determine the continuity, if any, be- 
tween these childhood affective disorders and adult 
psychopathology and the relationship between depres- 
sive and behavior disorders. 

Children with anorexia nervosa and depression 
posed a somewhat different dilemma. Feighner and as- 
sociates (12) suggested that anorexia nervosa should 
not be diagnosed if the criteria for affective disorder 
are met. We chose to make both diagnoses so we could 
study this group of children and compare them with 
children with uncomplicated depression and uncompli- 
cated anorexia nervosa. It is interesting that a recent 
follow-up study of adolescents with anorexia nervosa 
(13) found that the anorexia symptoms subsided but 
that one-third of the group met criteria for affective 
disorder. Moreover, there was a high incidence of pos- 
itive family history of depression as well. There is, 
then, a complex relationship between these two dis- 
orders, but we did not find any evidence to support the 
contention that the anorexia nervosa masks depres- 
sion. 

: In summary, although we have not addressed our- 
selves to all types of masked depression, we conclude 
that in some children with hyperactivity, aggressive 
behavior, and some antisocial behavior, a depressive 
disorder coexists. Insofar as the behavior disturbance 
is most outstanding, it may be said to overshadow the 
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depression. To an alert clinician conducting a thor- 
ough interview, however, the depressicn will not be 
masked. 
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Psychosocial Aspects of Neoplastic Disease: I. Functional Status 
of Breast Cancer Patients During Different Treatment Regimens 


BY PETER M. SILBERFARB, M.D., L. HERBERT MAURER, M.D., AND CAROL S. CROUTHAMEL 


The authors studied 146 breast cancer patients 
representing three different treatment regimens by 
means of a structured interview, open-ended 
questions, and a modified Psychiatric Status | 
Schedule. The major findings indicated that physical 
disability did not necessarily relate to an increase in 
emotional disturbance. The most emotionally 
disturbing time was the first recurrence of the breast 
cancer, and the most common disturbance reported in 
all three treatment groups was in the area of mate role 
functioning. In addition, adjuvant radiation therapy 
was a potent source of distress during primary cancer 
treatment, and at least one-third of all patients in each 
category reported needing help with household 
chores. 


any approaches have been taken to assess the 
M psychological and social adjustment of breast 
cancer patients including retrospective surveys (1, 2), 
prospective longitudinal studies using control subjects 
with benign disease (3, 4), studies comparing con- 
secutively hospitalized breast cancer patients with pa- 
tients having other types of cancer (5), questionnaire 
surveys following specific rehabilitation programs (6), 
and extensive questionnaires in a strongly self-se- 
lected population (7). Breast cancer can be concep- 
tualized as a chronic disease during the course of 
which different treatment regimens are followed. Few 
studies, however, have evaluated both psychological 
and physical disability in relation to the three major 
crossroads of therapy—primary treatment, first recur- 
rence, and final or terminal therapy. Clearly, the psy- 
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chological issues may be different at different stages of 
disease and method of treatment. In addition, other 
factors such as marital status, social class, and age 
have an impact on an individual's psychological and 
physical functioning. As part of its rehabilitation p-o- 
gram, the staff of the New Hampshire Breast Cancer 
Network Demonstration Project (BCNDP) planned 
and implemented a study of the functional status of 
women with breast cancer at the three different stages 
of disease. 


METHOD 
Patient Groups 


The three disease categories designated for evalua- 
tion were primary, recurrent, and final. The rationale 
for this division is that these three categories represent 
the three major treatment strategies for breast cancer 
patients: curative, palliative primarily with hormoral 
or radiation therapy, and palliative with chemotherapy 
as the last potential line of disease control. Fifty pri- 
mary patients, 52 recurrent patients, and 44 patients in 
the final treatment category comprised the study popu- 
lation of 146 subjects on which this investigation was 
based. 

Primary patients were those women defined as hav- 
ing treatment for curative purposes (1.e., mastectomy) 
and were interviewed approximately four months after 
surgery. This is the time when one would expect a 
great psychological impact on patients because it is cf- 
ten the time when the reality of returning to usual Ite 
patterns lessens the prominence of denial (8). In addi- 
tion to having received a mastectomy, 7 patients at this 
primary stage were receiving adjuvant chemotherapv, 
and 14 were receiving adjuvant radiation therapy. 

The recurrent group was defined as those women 
experiencing the first recurrence of illness. Most of 
these patients (73%) were interviewed within 12 weeks 
of the recurrence and could have been treated with ra- 
diation, additive or ablative hormonal therapy, or re- 
peat surgery, but not chemotherapy. The consistent 
factor was that it was the first recurrence of the dis- 
ease. 

The final group of patients included those who had 
experienced recurrent disease sometime in the past 
and were now being treated with palliative chemother- 
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TABLE 1 
Demographic Characteristics of 146 Women with Breast Cancer 
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Disease Category 


Primary Recurrent Final Total 
(N = 50) (N—52) (N44) (N-146) 

Item N % N % N % N 26 
Age 

30-39 4 8.0 0 0.0 4 9.1:. & 5.5 

40-49 10 20.0 10 19.2 7 15.9 24 18.5 

50-59 14 28.0 13 25.0 11 25.0 3E 26.0 

60-69 12 24.0 13 25.0 12 27.3 7 25.3 

70-79 8 16.0 15 28.8 10 22.7 33 22.6 

80 2 4.0 l 1.9 0 0.0 z 2.1 
Marital status 

Never married 2 4.0 2 3.0 4 9.0 E 5.5 

Married - 35 70.0 28 53.8 26 59.1 8C 61.0 

Divorced or separated 4 8.0 4 7.7 2 4.6 iC 6.8 

Widowed 9 18.9 18 34.6 12 27.3 3¢ 26.7 
Socioeconomic status 

7 14.0 4 7:1 3 11.4 1€ 11.0 

Il 13 26.0 3 5.8 6 13.6 Ze 15.1 

III 10 20.0 11 21.2 13 29.5 3e 23.3 

IV 19 38.0 29 55.8 15 34.1 = 43.2 

V | 2.0 5 9.6 5 11.4 l 7.5 


apy. This group of patients was not necessarily close 
to death even though the final treatment modality was 
being used. Fifty-nine percent of these patients were 
interviewed within 12 weeks of beginning this final 
course of treatment. 

Patients were identified consecutively by means of 
positive pathology reports for breast cancer as they 
were received at the coordinating hospital of the 
BCNDP. After receiving physician approval and in- 
formed consent from the patients, a single individual 
(C.S.C.) performed all of the interviews. 


Psychalogical and Physical Measurements 


All cf the patients received identical psychological 
and physical assessment. After an initial explanatory 
statement, the first part of the interview elicited demo- 
graphic data, the extent and type of physical impair- 
ment, and how this impairment limited one’s daily rou- 
tine. The patient classified her physical impairment as 
none, moderate, or severe, to which we assigned nu- 
merical scores of 1, 2, or 3 for each of 13 areas of im- 
pairment. These scores were totaled for each patient 
and used for correlations of physical impairment with 
emotional disturbance as defined by the Psychiatric 
Status Schedule (PSS) (9). 

The interview included 5 open-ended questions in- 
troduced by the sentence, ''We know that every wom- 
an responds in her own way to the discovery of can- 
cer. ...’’ These questions provided the patient with 
an opportunity to share her affective response to her 
disease; explore how the disease had affected her self- 
image and relationships with family, friends, and co- 


workers; and describe how her future plans and total | 


outlook on life had been changed by the disease. 


The second part of the interview consisted of a mod- 
ified PSS. One hundred and six questions were se- 
lected from the full PSS to give measurements for 7 
scales of symptom and role assessment: 1) depression 
and anxiety, 2) suicide and self-mutilation, 3) social 
isolation, 4) daily routine and leisure iripairment, 5) 
alcohol abuse, 6) mate role impairment, and 7) parent 
role impairment. The interviewer asked the questions 
and rated the judgments. Results were scored and 
ranked in the usual way (“‘none,”’ "min mal," ‘‘mod- 
erate,” "severe," or "extreme" ). For our analysis, 
the word *'serious"' was used to mean patients report- 


ing moderate, severe, or extreme distress on the PSS. 


The PSS has been standardized on psychiatric and 
nonpsychiatric patients. Our study population differed 
from the standardized population bv beimg older, more 
frequently married, of a higher socioeconomic class, 
and by being all female. 


Demographic Data 


Table 1 lists the demographic data for the three 
study categories. A distinguishing charazteristic of the 
population base was that it was rural ard white. This 
was reflected in our study group, in which 51% came 
from towns with a population of less taan 2,500 and 
only 1 black, a patient in the final treatment category, 
was included. The demographic charac-eristics of the 
group were consistent with the known epidemiological 
characteristics of breast cancer (10), specifically, that 
it is a disease more common in women ‘who are over 
age 50 and who tend to be in the higher zocioeconomic 
and educational categories. We used the Two-Factor 
Index of Social Position (11), which uses occupation 
and education to delineate 5 socioeconomic classes. 
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TABLE 2 
Breast Cancer Patients Reporting Moderate or Severe Physical 
impairment? 


Disease Category 


Primary Recurrent Final 
(N50) (N =52) (N44) 
Item N 06 N 26 N 06 
Impairment ofenergy 34 68.0 34 65.4 38 86.4 
Pain 23 | 560 42 80.8 28 63.6 
Arm weakness 35 70.0 15 28.8 16 22.7 
Tight chest wall 3] 62.0 17 32.7 16 36.4 
Arm swelling 11 22.0 19 36.5 13 29.5 
Skin irritation 15 30.0 18 34.6 13 29.5 
Hair loss 4 8.0 14 26.9 28 63.6 
Vomiting l 2.0 8 15.4 9 20.5 
Nausea 11 22.0 17 32.7 19 43.2 
Chills 12 24.0 10 192 12 27.3 
Sweating 14 28.0 20 38.5 19 43.2 
Appetite loss E. 22.0 17 32.7 20 45.5 
Breathing difficulties 14 28.0 23 44.2 19 43.2 
Mean 20.1 22.1 23.4 
SD “,1 4.7 4.1 
*Some patients reported more than one type of impairment. 
TABLE 3 
Breast Cancer Patients Needing Help with Housework? 
Disease Category 
Primary Recurrent Final 
(N50) (N52) (N 44) 
Item N 06 N % N % 
Cleaning 22 44.0 30 57.7 30 68.2 
Preparing food 10 20.0 21 40.4 20 45.5 
Laundry 12 24.0 22 42.3 24 54.5 
Shopping 17 34.0 24 46.2 27 61.4 


*Some patients needed help with more than one aspect of housework. 


RESULTS 


Table 2 lists the percentage of patients reporting 


moderate or serious impairment on a number of phys- 
ical variables. As can be seen, pain and impairment of 
energy were common complaints in all stages. Arm 
weakness and chest wall tightness appeared to be most 
prevalent in the primary group, which clearly relates 
to the temporal proximity to mastectomy. This was al- 
so the case for impairment secondary to pain and 
breathing difficulties. As would be expected, nausea, 
vomiting, hair loss, chills, sweating, and anorexia 
were the most common types of physical impairment 
in patients receiving definitive chemotherapy at the fi- 
nal stages of their disease. When the physical impair- 
ments were analyzed by 10-year age groups, no associ- 
ation was noted with increasing age in any of the three 
study categories. There was also no relationship be- 
tween physical impairment and either marital status or 
employment history. When total scores for all physical 
impairments were grcuped by study category, the 
physical dysfunction, as expected, increased as the 
disease advanced, without regard to age. A linear re- 
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TABLE 4 
Breast Cancer Patients Reporting Serious Emotional Disturbance 


Disease Category 


Primary Recurrent Fir al 

Type of (N-50 _(N=52) | _(N=44) | 
Disturbance N % N % N % 
Depression and anxiety 5 10.0 8 15.4 2 4,5 
Suicide 0 3 5.8 0 

Social isolation 4 8.0 J 13.5 4 9.1 
Impairment in daily routine 3 6.0 J 13.5 3 6.8 
Alcohol abuse 0 0 

Mate role 11 22.0 16 30.8 14 31.8 
Parent role 0 0 I 2.3 
Total disturbance 46.0 78.8 54.5 


gression analysis of the mean physical impairment by 
treatment category indicated highly statistically signif- 
icant results (p<.001). 

Table 3 indicates the proportion of patients needing 
help with their housework; during the interview evalu- 
ation these patients did not score "the same as be- 
fore’’ on their ability to do household chores. As 
would be expected, those patients in the final category 
had more difficulty with the household chores. How- 
ever, it is remarkable how prevalent difficulty with 
housework appeared in all categories. 

The PSS results appear in table 4, which lists the 
percentage of patients who reported serious emoticnal 
disturbances, that is, whose clinical level of severity 
was either moderate, severe, or extreme. Disturbance 
in mate role was the most common problem reported 
by patients in each of the three treatment categories. It 
is also clear that the stage of first recurrence of canzer 
was the most stressful time for patients, as measu-ed 
by six of the seven psychological variables studied by 
the PSS. For example, the presence of suicidal idea- 
tion in 3 of the 52 patients in the recurrent group, ccm- 
pared with none of the 94 patients in the combined pri- 
mary and final categories, was significant (p«.25, 
Fishers exact test). Surprisingly, patients in the fiaal 
category reported less depression and anxiety than did 
either the recurrent or primary group of patients, and 


, they also had a low incidence of social isolation and 


impairment in daily routine. 

An item analysis of the specific questions in each of 
the seven psychosocial categories of the modified PSS 
is even more revealing. For example, the responses 
that indicated disturbance in mate role were virtually 
all confined to questions indicating lack of sexual de- 
sire and decreased amount of coitus for all three treat- 
ment categories, regardless of age. This would seem to 
indicate that the disturbance in mate role could be a 
function of the increase in physical disability that ser- 
rounds the three active treatment modalities on whizh 
the study groups were based. 

Responses thai indicated depression and anxiety 
symptoms on the PSS included "'poor appetite,” 
"feels tired,” '*bothered by appearance,” poor mem- 
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TABLE 5 
Employment Data for 146 Women with Breast Cancer 
Disease Category 
Primary Recurrent Final Total 
(N50) (N52) (N44) (N=146) 
Item N % N % N 06 N o 
Employment history 
Not employed 13 26 36 68 28 63 77 52 
Emplcyed before treatment 24 48 12 24 10 23 45 32 
Emplcyed after treatment 13 26 4 8 6 14 23 16 . 
Time away from job : 
Leave of absence 20 83 2 100 6 60 38 83 
Quit 2: 8 0 3 3C 5 11 
Other ` 2 8 0 1 16 3 6 
Pay 
Full pay 10 42 5 42 2 20 17 37 
Part pay 8 33 4 33 4 40 15 35 
No pay 6 25 3 25 4 40 13 28 


ory,” and ‘‘insomnia,”’ all of which can be the somatic 
manifestations of the disease of cancer and its treat- 
ment. Other responses, such as ''worries a lot," 
‘‘morbid fear of future,” ‘‘feels like crying," “‘thinks 


of death," and "irritable," are all legitimate, reality- - 


based concerns of women with breast cancer. Lacking 
were many responses to the nonsomatic or “‘psycho- 
logical" questions associated with depression and anx- 
iety, such as ''no interest in appearance,” ‘‘attacks of 
panic," "'phobia," ‘‘obsessions,’’ ‘‘compulsions,”’ 
"expresses regret," ‘‘guilt feelings," ‘‘feels in- 
adequate," and ‘‘accuses self of sin." 

The questions most often answered positively in as- 
sessing social isolation were ''never visits,” "likes to 
be alone," and “‘friendless or no contact”; the ones 
least often answered positively were “‘feels rejected" ' 
and ‘‘avoids contact with people." This suggests that 
cancer patients at any age or stage of disease have an 
intact and basically positive self-image. 

The specific questions used to assess dailv routine 
seem to support the reality-based responses in that 
"insists on companion to travel" and ‘‘rarely goes out 
alone" were the two answers most often chosen and 
could reflect a change in behavior brought about by the 
disease process or its treatment. In assessment of par- 
ent role, the only positive response was from the ter- 
minal patients, clearly reflecting physical incapacity 
and not emotional instability, e.g., ‘‘gives up child 
care to others” and ‘‘needs help to manage children.” 

The 50 patients in the primary group reported very 
little significant change in their lives that could be con- 
sidered more than the usual aftermath of any major 
surgical procedure, and only 3 made unsolicited com- 
ments expressing concern about their appearance. 
When asked specifically about appearance in the PSS, 
only 20 patients (40%) answered positively to being 
bothered by their appearance; some of these respon- 
dents were more concerned with their weight than 
with their surgery. 


Of significance, however, were the unsolicited nega- 


‘tive comments from the 14 patients whc were receiv- 


ing or had received radiation therapy following sur- 
gery. This distress was specific for the patients receiv- 
ing radiation therapy and was not present in the 7 
patients undergoing adjuvant chemotherapy. One 
woman admitted to ''feeling depressed," but thought 
that this would subside when she finished radiation 
treatment and could resume her regular zctivities, put- 
ting the cancer "behind her.” Another patient stated 
that she had not confronted the consequences of hav- 
ing cancer until she came to the regional cancer center 
for radiation treatment. 

The evidence of emotional support by family mem- 
bers and friends at all stages of disease was most im- 
pressive; 69% of the patients reported positively on 
this subject in the open-ended questions, compared 
with 15% who expressed negative feelirgs (e.g., feel- 
ing isolated, friends avoid them). Where this informa- 
tion had been directly requested on the PSS, very few 
patients (the highest score on any queszion was only 
10% of the sample) reported negative feelings implying 
social isolation. | 

Information on employment history before and after 
treatment was obtained on all patients (see table 5). In 
addition, the interview schedule included items on 
hospital costs and medical insurance coverage, al- 
though the data appear to be of questionable value 
since 21 patients had not yet received hospital bills and 
afew women were not at all knowledgeable about their 
finances. Nearly all of the women questioned had 
some sort of insurance coverage, with an average of 
89% carrying private medical insurance. Nevertheless, 
using the Two-Factor Index of Social Position (11), we 


found that 6% of the patients in class I reported serious 


financial problems, compared with 18% in class II, 

29% in class III, 28% in class IV, and 42% in class V. 
Because of the demographic characteristics of our 

population, it is difficult to evaluate the impact of 
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breast cancer on employment status. Nevertheless, 
before treatment 34 of the 146 women (23%) were em- 
ployed full-time; 12, part-time; 35 were retired; 3, 
unemployed; and 62 were housewives. The effect that 
breast cancer has on housework has been mentioned 
earlier in this article. Of the 24 primary patients work- 
ing before surgery, only 13 had resumed employment 
at the time of the interview, some four months after 
surgery. Two women reported that they had quit their 
jobs as a result of their illness. 


COMMENT 


A major problem in assessing the psychological, so- 
cial, and economic impact and sequelae of breast can- 
cer—or of any other form of cancer—on the patient is 
the difficulty in separating the direct somatic effects of 
the disease and its treatment from the signs and symp- 
toms of psychiatric illness. Depression is a good case 
in point. The various rating scales and psychological 
evaluation forms for depression rightly include and 
heavily weigh vegetative (somatic) signs such as ano- 
rexia, constipation, lethargy, decreased libido, and 
sleep disturbance in making the diagnosis of depres- 
sion. The patient with cancer may have all of these 
signs and symptoms secondary to the ravages of the 
disease itself or from the effects of therapy alone. 

An impetus for this study has been our clinical im- 
pression that patients with cancer have a rather low 
occurrence of major psychiatric illness and do remark- 
ably well from a psychosocial viewpoint in spite of the 
catastrophic nature of the disease. Certainly, patients 
and their families are saddened and distraught by their 
plight, but in contrast to other investigators (12), we 
did not find women suffering from depressive illness 
following mastectomy. No more than 15% of the total 
study group were judged to have depressive affect (as 
opposed to depressive illness) by the interviewer, who 
was clinically experienced in detecting this. This low 
occurrence may simply reflect the cultural distinctive- 
ness of the rural northeastern Yankee. 

The issue of depression in cancer patients has been 
recently studied by Plumb and Holland (13), who did a 
very thorough item analysis of the Beck Depression 
Inventory in cancer patients, next-of-kin cancer pa- 
tients, and physically healthy people who attempted 
suicide. These investigators found that not only was 
there a low occurrence of depression in cancer patients, 
but these patients reported significantly fewer of the 
nonsomatic depressive symptoms (e.g., guilt, self-dis- 
like) than did those subjects who had attempted sui- 
cide. Analysis revealed that somatic symptoms of de- 


pression (e.g., anorexia, insomnia) did not distinguish * 


the cancer patients and those who had attempted sui- 
cide. Plumb and Holland argued that the vegetative 
(somatic) symptoms of depression may reflect the dis- 
ease cancer, are not diagnostic of depression in cancer 
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patients, and that the self-esteem of most cancer pa- 
tients is intact. Our findings support this notion as well 
as their findings that severity of depression in cancer 
patients is not associated with nearness to death. Our 
final group of patients had a lower score on the PSS 
category of depression and anxiety than did either our 
primary or recurrent group of patients. 

It is true that PSS is not as sensitive to minor 
changes in mood or affect as other instruments may 
be, but whatever it loses in sensitivity it makes up for 
in specificity, as it does not rely solely on vegetstive 
signs for its scale of depression and anxiety. The PSS 
measures both psychopathology and social adjustment 
in a precise, structured, and reliable way (14). This 
would seem to be advantageous in evaluating cancer 
patients. All who care for cancer patients know the 
feelings of despair and hopelessness that can be pres- 
ent at any stage of the disease. However, this is not 
equivalent to the denigrating thoughts and low selt-es- 
teem seen in the psychiatric illness of depress:on. 
There also were more positive responses (N=97) to 
our open-ended questions, indicating good adjustment 
to the illness at all treatment stages, than there were 


- statements of negative affect (N —46). 


Worden and Weisman (15) indicated recently that 
they also could not confirm the prominence of a post- 
mastectomy depression or loss of self-esteem. Their 
subjects were drawn from a group of cancer patients 
who were consecutively admitted for their first diagno- 
sis and treatment, and as such, were not separated by 
method of treatment. In our study, in which patients 
were identified by method of treatment, we have evi- 
dence to support their findings. 

The distress observed in patients undergoing radia- 
tion treatment for cancer has been noted by other in- 
vestigators (16-18). It is curious, however, that our pa- 
tients receiving adjuvant chemotherapy did not report 
similar distress. The daily reminder of the cancer and 
the disruption to a patient's regular routine because of 
frequent trips to the radiation treatment center, in ad- 
dition to the relatively impersonal nature of radiation 
therapy and less frequent contacts with physicians, 
may be-a source of this distress. By its very nattre, 
radiation therapy may augment cancer patients' al- 
ready: weakened sense of control and masterv over 
their illness. It is our view that the denervating quality 
of radiation treatment is not stressed frequently 
enough to the patient—possibly because it is pocrly 
understood. In addition, a more thorough comparison 
of adjuvant chemotherapy with adjuvant radiation 
should be pursued, since emotional distress in the 
former may also occur, but at a later date. 

Although many women would benefit from support- 


ive care at the time of the diagnosis of cancer and 
“throughout their illness, the stage of first recurrence 
"clearly was the most emotionally stressful time in our 


sample. The realization that the cancer had returned 
was, no doubt, responsible for this increase in psycho- 
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logical distress, even though multiple treatment op- 
tions remained. The median time span between initial 
diagnosis and recurrence was 22.5 months. In the pri- 
mary and final categories of patients, comments such 
as ‘“There are worse things” and ''I put it behind me,” 
were common, indicating an adjustment and coping 
with the disease in these stages. However, only one 
person in the recurrent category made a positive com- 
ment in this regard. Similarly, 5% of the patients at the 
primary ‘and final stages of disease had negative com- 
ments (a combined total of 5 such comments) about 
their primary caregivers, while 21% of the patients at 
the recurrent stage of disease expressed varying de- 
grees of negativism toward the primary physician, 
ranging from mild distrust to charges of incompetence 
and threats of lawsuits. It was at the recurrent stage 
that patients articulated the most concern for “how 
much lenger” and thoughts of more cancer, as well as 
expressing apprehension about other family members 
and of being a burden on them both financially and 
physically. These findings suggest that routine psychi- 
atric evaluation may be appropriate at the stage of first 
recurrence. | 

Our finding on the PSS that disturbance in mate role 
was the most frequently reported emotional impair- 
ment and that sexual issues were the prime contrib- 
utors to this distress is supported by other studies (7, 
12, 19). Some investigators (20) have suggested that 
the fact that the mastectomy patient is usually peri- 
menopausal plays a part in sexual dysfunction. We 
find little evidence to support this notion, and a recent 
study by Detre and associates (21) indicated that the 
only consistent distinguishing physical or psychologi- 
cal characteristic of menopausal women is the pres- 
ence of hot flushes. In our sample sexual distress was 
significantly correlated with increasing physical im- 
pairment (p«.015), but it is likely that psychological 
factors such as low self-image, misunderstanding be- 
tween partners, and simple embarrassment are also 
major contributors to impairment in sexual function- 
ing. It is our view that these factors are rather circum- 
scribed and specific for sexual impairment and do not 
often impair total functioning. However, the facts are 
clear and indicate that this sorely neglected area of re- 
habilitation is a cause of major psychological distress 
in all categories of breast cancer patients. 

Another approach to enhancing the emotional well- 
being of postmastectomy patients would be the active 
recruitment of homeworkers and/or a cadre of individ- 
uals willing to do daily household chores. Our data in- 
dicate that aid in the form of help with cleaning; pre- 
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paring meals, laundry, and household shopping would 
greatly benefit mastectomy patients at all stages of 
their disease. Psychiatrists should be aleri to this area 
of patient distress and be willing to coordinate dis- 
charge planning, visiting nurses, and local homemaker 
services in the continuing care of the breast cancer pa- 
tient. 
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Emotion as Personal Creation: A Psychoanalytic and 


Psychological Perspective 


BY GORDON E. WARME, M.D. 





In their daily work psychotherapists rely on theoretical 
underpinnings derived from psychoanalysis. Many 
have come to relv on exaggerations of the notion of 
abreaction or catharsis, the so-called “expressing of 
feelings." This notion, implicit in psychoanaiytic 
metapsychology, consists of a substantive, thing-like 
conception of emotion. Patients are seen as victims of 
demonic emotions that overwhelm them and compel 
them to act in various ways and ‘‘cause’’ them to 
suffer painfully. The author believes that a truly 
psychoanalytic and psychological perspective views 
patients as the creatcrs of their emotional behaviors. 


rduous psychotnerapeutic tasks and the com- 
p: pu of psychological theory have led many 
therapists, especially front-line mental health workers, 
to rely on an oversimplified version of psychoanalytic 
theory, a version thet views pathological behavior as 
being caused by the mechanistic damming up of emo- 
tion (repression) and cured by abreaction (‘‘expressing 
feelings"). This theory seems to have been extracted 
` out of context from the writings of Freud and other 
psychoanalytic writers, particularly while those 
writers attempted to Jevelop a metapsychological the- 
ory. The writings of Rapaport (1) and others have 
spelled out the meta»sychological model of the mind 
that emphasizes drive discharge. These discharge as- 
pects of the model have been overly attended to by 
certain practitioners, and this has resulted in excessive 
reliance on discharge theories as the foundation for 
psychotherapeutic practice. The theory does not, in 
fact, bear logical scrutiny (2, 3) and may also have dis- 
advantageous technical consequences. 
In criticizing these notions I am focusing on the is- 
sue of emotion because in discussions of psychothera- 
py the vicissitudes of emotion are often viewed as hav- 
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ing inordinate psychotherapeutic import. This is an un- 
fortunate theoretical bias that is not subscribed to by 
well-trained workers, nor is this the thrust of the bulk 
of our scientific literature. This unfortunate view is im- 
plicit in our theory, but additional or alternate v:ews 
may lead to improved theoretical formulations. Emo- 
tions are not substantive things that can be dammed up 


. or discharged, nor are they alien forces that impinge 


and inflict themselves on an unwilling subject. Rather, 
emotional states can be understood from a psyzho- 
analytic point of view as cognitively elaborated modes 
of behavior, in the development of which our patients 
play an active role. As a consequence of the patient's 
active involvement in such cognitive elaborations, 
changes and alterations in affective behavior become 
possible and understandable. 


THE 'OFFICIAL'" VIEW OF EMOTIONS 


Unfortunately, the hypothesis held by many psy- 
chotherapists is that neurotic behavior is due to a fail- 
ure to ‘‘express feelings” and that psychotherapeutic 
work consists of helping patients to abreact such rent- 
up feelings. The sophisticated version of this theory (1) 
is that emotions are modes of drive discharge and that 
drive repression leads to alternate discharge chanaels 
manifésted as pathological or symptomatic behaviors. 
It is said that psychotherapeutic work aims to undo 
repressions, thereby permitting access of drive repre- 
sentations to the ego, which can then act less defen- 
sively and execute sublimated discharge of the pre- 
viously dammed-up drives. This metapsychological 
version of change does not specify that emotional ex- 
pression is the preferred sublimatory choice, but psy- 
choanalytic practitioners sometimes do claim that ab- 
reaction (of ‘“‘emotion’’) is an important part of psyzho- 
therapeutic work. 

How can one reconcile this point of view with the 
fact that certain histrionic patients chronically behave 
in extravagantly emotional ways and yet continue to 
have difficulties? Clearly, catharsis of pent-up emozion 
is contraindicated in the case of histrionic patients. 
The point here, however, is that not only does abraac- 
tion appear to be ineffective with this group of patiznts 
but that it may also be generally ineffective or even 
counterproductive. It is of interest that this issue has 
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been z highly controversial one in the history of psy- 
chology. Existing laboratory evidence, particularly re- 
cent work, sheds considerable doubt on the validity of 
the abreaction formulation (4, pp. 148-149). 

With such histrionic patients the opposite goal 
seems to be in order, namely, calm, logical reflec- 
tiveness. Logical redefinition of the event that has pre- 
cipitated the extravagant behavior is much more likely 
to result in insight and consequently lead to more rea- 
sonable and less self-defeating behavioral options (4). 
Although most psychoanalytically oriented practition- 
ers know and practice such an approach, the theoreti- 
cal literature of psychoanalysis sometimes fails to 
make this clear. This misinterpretation of psycho- 
analytic theory is particularly likely to be abused by 
other mental health professionals, who are much influ- 
enced by our theories and many of whom single-mind- 
edly encourage abreaction in their patients as an exclu- 
sive therapeutic technique. This is most extreme in the 
forms of psychotherapy that encourage screaming, 
shouting, and weeping as a way of exorcising pent-up 
feelings that supposedly cause neurotic suffering. 


AN IMPROVED PERSPECTIVE 

The complexities of human mental functioning are 
such that only a general systems approach is sufficient 
to unravel it (5, 6). Briefly stated, systems theory 
maintains that any human behavior can be adequately 
comprehended only when it is viewed from multiple 
perspectives. Varying perspectives may result in wide- 
ly disparate formulations regarding a particular phe- 
nomenon, but such disparities are not to be under- 
stood as contradictions. Rather, the varying apprecia- 
tions of phenomena can be viewed as complementary. 
For example, in physics, Neils Bohr has argued that 
the wave and particle theories of light are not con- 
tradictory but, rather, complement one another. The 
theory of complementarity is the essence of general 
systems theory. 

Emotions can be profitably studied from the biologi- 
cal perspective. The neurophysiological, endocrine, 
respiratory, vascular, gastrointestinal, and genitouri- 
nary components of emotion can be found in any text- 
book of physiology. This biological perspective on 
emotion is an objective one and the phenomena under 
scrutinv are directly observable. This is in contrast to 
the psychoanalytic, psychological perspective that will 
be discussed later. The biological view of emotion de- 
fines such events as automatic physiological happen- 
ings and holds that all humans are subject to such 
"happenings" (as distinct from ‘‘intended’’ psycho- 
logical events) under appropriate activating circum- 
stances. À closely related but distinct perspective 1s 
the ethological one, which also studies emotional hap- 
penings but from a vantage point that focuses on more 
. global behavioral events. (Ethology refers to behav- 
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iors mediated by innate releasing meckanisms, which 
are invariable in members of a species end are activat- 
ed by specific environmental circumstarces, that is, by 
specific sign stimuli.) ] 

Interesting though these physiological and etholo- 
gical perspectives may be, they are not of crucial im- 
portance for the psychotherapist. What the psycho- 
therapist is interested in is a psychological perspective 
on emotion. This brings us to the critical question of 
exactly what constitutes such a psvchological per- 
spective? 

My answer to this question is that the psychological 
perspective pertains to what people intead to do and to 
the meanings of what people do or contemplate doing. 
In addition to intention and meaning, such a per- 
spective must note that psychological phenomena are 
private and access to them is privileged. Finally, psy- 
chological phenomena have no material location. This 
psychological perspective is a complementary per- 
spective on behavior; it does not focus on the automat- 
ically determined aspect of emotional behavior but ad- 
dresses the intentional aspect of these behaviors. 

In other words, one would note the voluntaristic as- 
pects of bebavior when adopting a psychological per- 
spective. But it is exceedingly importamt to note that 
intention and voluntarism refer often, especially from 
this psychoanalytic-psychólogical perspective, to un- 
consciously intended and chosen acts. Fsychoanalvsis 
is not the only explanation of behavio-; it is one of 
many, each one legitimate and not contradictory to the 
others. But for the psychoanalytically oriented psy- 
chotherapist the psychological perspective must be 
clearly delineated to be used effectivelv in psycho- 
therapeutic work. Gill (7) argued that this psychologi- 
cal perspective is the true focus of psyckcanalytic the- 
ory. In this definition, psychoanalytic ard psychologi- 
cal are synonyms. 

A final point regarding the psychological perspective 
must be made. When physiological or ethological be- 
haviors occur, they are causally determined and acti- 
vated by appropriate circumstances. Such activating 
situations may be environmental cues, the sign stimuli 
mentioned earlier, stimulation of appropriate brain 
centers—either naturally or artificially —or the injec- 
tion of drugs or hormones. Such biological events may 
be the concomitants of emotion (for example, "'anx- 
iety" following the injection of adrenaline), but the 
emotion as defined here is the psychological apprecia- 
tion of such events. Humans represent or symbolize 
all experiences psychologically, and tbe emotional, 
i.e., psychological, representations of the above-de- 
scribed biological events do not deviate from this rule. 
In other words, biological happenings aœ interpreted 
and symbolically transformed and are creations unique 
to the individual. 

Persuasive evidence to that eifect has also been ob- 
tained in laboratory studies on the effec- of cognition 
on emotional interpretation. Schacier aad Singer (8) 
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gave college students adrenaline injections and then 
exposed them to either a ''euphoric'' cognitive setting 
or an ‘‘angry’’ setting. It was interesting that, despite 
their common arousal levels, the feelings each group 
described depended on the cognitive explanations pro- 
vided to them, which they believed to be valid. 

I would like to return now to the theory that seems 
to be ''official" in many psychotherapeutic circles. Re- 
flection on the theory will reveal that, although it pur- 
poris to be a psychological theory, it is in fact a mix- 
ture of physiological and ethological notions. The con- 
cepts of drive, thresholds, discharge, and damming up 
all refer to biological 3appenings rather than to psy- 
chological intended acts. This purported psychological 
theory, which has to many practitioners become the 
"official" theory, has been carefully criticized else- 
where (3, 7, 9, 10). More specifically, certain aspects 
of the metapsychological theory of psychoanalysis 
lead to formulations -hat are nonpsychological and 
which may be better explained from extra- 
psychoanalytic points of view. The studies by Schefer, 
Gill, Holt, and Klein are of these nonpsychological 
(and probably nonpsychoanalytic) aspects of the met- 
apsychological theory rather than of the clinical psy- 
choanalytic theory. A clinical vignette may make these 
points clearer and more palpable. 


Mr. A, a 30-year-old professional man, had been in psy- 
choanalysis for four years. In recent weeks the issue of ter- 
mination had been discussed on several occasions, and it 
seemed apparent that the analysis was nearing completion. 
Mr. A had always reacted anxiously to minor physical ail- 
ments and in accordance with his usual practice he had re- 
cently had a routine physical examination. No abnormalities 
had been detected, but a few days later the doctor s office 
had called requesting that he drop by for some unspecified 
reason. 

Mr. A reacted to the request with extreme anxiety. He 
was convinced that some laboratory test must have revealed 
that he suffered from a lethal disease. He went to his home 
weeping and convinced his wife that this was true. She, too, 
bezan weeping hysterically. The patient picked up his 4- 
year-old son, clung to him desperately, and sobbed in the 
anticipation that the chi d would soon lose his father. The 
anguished scene continued for several hours with al! perties 
convinced that the father of the family, my patient, was soon 
to die. 

Upon going to the family physician's office the next day 
Mr. A learned that it required from him some minor adminis- 
trative information. 


Mr. A told this story during two appointments on 
consecutive days, one before he realized that his anx- 
ietv was unwarranted and one after this realizaxion. 
During the first appointment he was desperately 
afraid, and, although he knew that his conclusions 
might be unwarranted, he nevertheless experienced 
the event as something of which he was a victim. The 
passive perception of himself was two-fold; he attrib- 
uted the anxiety, first, to the phone call from the physi- 
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cian's office and, second, to some mysterious emotion- 
al attack which welled up from some unknown source 
inside himself. During the second appointment he was 
clearly aware of the irrationality of his anxious behav- 
ior, but he still, perhaps even more resolutely, per- 
ceived the emotional crisis as something that inflicted 
itself on him from ‘‘within.”’ 
During that second appointment and the next day, 
Mr. A gradually came to realize a number of things 
regarding the transference meanings of the event, its 
genetic antecedents, and his own role in the active 


‘creation of the emotional storm. The transference trig- 


ger had been the discussion of termination, and the an- 
ticipated loss of the analyst was enacted by the patient 
with his family. In that enactment his son was to lose a 
father just as the patient was to lose a father-analvst. 


‘The genetic antecedent was the painful experience of 


losing his father at age four during a temporary separa- 
tion of his parents. Finally he came to realize that he 
was not the victim of an emotional ‘‘attack’’ but, 
rather, was the active recreator of an emotionally la- 
den situation. Mr. À did not realize this easily; he had 
to do considerable analytic work for this new under- 
standing of the events to be attained. Mr. A's stance 
on the event was a passive one; he was the victim of 
these emotional events. What more could be done‘ 

Little can be done if one is simply the victim of in- 
choate forces, the repetition compulsion, a biological 
"happening," overwhelming emotion, or of other 
blind forces. Change can take place only through :n- 
sight, that is, by the patient's recognition that he is the 
active initiator of the events in question. By cogni- 
tively structuring events in a certain way, i.e., by ac- 
tively misinterpreting the meaning of the phone call, 
Mr. A became the creator of his own emotional crisis. 
By understanding his behavior in a new way, through 
insight, he became able to redefine the situation and 
alter his misplaced emotional reaction. The analyst 
can help the patient come to this realization only if he 
consistently views emotional storms as the creaticns 
of the patient, thereby taking a truly psychological and 
psychoanalytic stance vis-à-vis the event. If the ana- 
lyst adopts the patient's preferred perception of such a 
situation, i.e., that he is a victim of substantive emo- 
tions which impinge on him from somewhere (from in- 
side? from his drives? from his past?), the analytic 
therapist will not be able to help a patient to change. 
Such is the case when therapists make inappropriate 
use of the abreactive theory, which now seems to re- 
quire amendment. 

In this reenactment, the patient dramatically recre- 
ates an unhappy event in his life. However, now he is 
no longer the victim of such an event, even though as 
he experiences it he resolutely defines himself as a vic- 
tim, at least before interpretive interventions héve 
been made. Rather, he is the creator of it—a painful 
mastery but at least a mastery. Additional meanings 
were abundant for Mr. A. For example, the recreation 
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of the painful event was to him an appropriate penalty 
for his various successes, which he misinterpreted as 
sadistic triumphs. Completing his analysis and having 
his mother to himself were to him successes that war- 
ranted repeated punishment, as in the dramatic and 
painful scene which I have described. 

Further details regarding the meanings of Mr. A's 
behavior are not really pertinent. What is important is 
that despite his disclaimer he was not the victim of the 
emotions in question. He created the emotions in- 
tentionally and for a logical reason, albeit using uncon- 
scious infantile logic. This view of these events is con- 
cordant with the earlier argument that from a psycho- 
logical point of view such cognitive states and their 
emotional concomitants are to be viewed as created by 
the patient. 

As a four-year-old, Mr. A may well have had an au- 
tomatic reaction to separation, a reaction that can be 
viewed as an innate biological or ethological happen- 
ing, but from a psychological point of view this is not 
the focus of attention. Instead, the psychoanalyst or 
psychotherapist may recognize the ethological per- 
spective but focuses instead on the intended, meaning- 
laden, psychological aspects of this childhood emo- 
tional event and its cognitive elaboration, just as he did 
with regard to the adult event. The actual event did 
occur, but the child represented it in a unique and per- 
sonal way and was, in this psychological sense, the 
creator of the event as it was experienced. Alternative- 
ly, he could have represented the event as a joyful tri- 
umph, embroiled as he was in the complexities of his 
oedipal strivings. Indeed, this was another way that he 
did represent, create, and, later, recreate this event to 
himself. Even young children transform, alter, and 
otherwise symbolically represent and create all experi- 
ence (11, 12), and for Mr. A his original emotional re- 
action to the loss of his father was his specific creation. 
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COMMENT 


An oversimplified view of patients, one that defines 
psychopathology as due to dammed-up. unexpressed 
affects, can only impede the spread of excellent psy- 
chotherapeutic practice. It is incumbent on psycho- 
analysis to continually upgrade its theoretical formula- 
tions to guarantee that our work, and the work of those 
who use our theories, becomes increasirgly effective. 
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Adolf Meyer and American Psychiatry Todav 


BY JOHN R. NEILL, M.D. 


After his death in 1956 Adolf Meyer, the “Dean of 
American Psychiatry," was forgotten by most in the 
field. As a result, his role in determining the course of 
psychiatry's current identity crisis remains largely 
unexplored. Meyer was responsible for enlarging the 
domain of psychiatry to include involvement in the 
mental health movement. He fostered a 
disenchantment with psychiatric diagnosis and with 
the current ideologicai pluralism. The author suggests 
that there is much in Meyer’s thought and work that 
can be applied to help resolve psychiatry’s current 
crisis. 


he current controversy raging over psychiatry's 
T place in the medical sun is in many ways a recapit- 
ulation of the struggle for professional identity that 
took place at the turn of the century. At that time the 
boundaries and attitudes which shaped our field for 
some 40 years were delineated largely through the ef- 
forts of one man, Adolf Meyer. Curiously, however, 
Meyer's contribution to our present identity crisis re- 
mains little explored or understood. In part the blame 
lies with Meyer himself. Although his students felt 
they understood him,! none has attempted an exegesis 
of Meyer's thought; the uninitiated have only his pro- 
liic but convoluted writings. Meyer's infelicity in 
print, especially at critical points of exposition, deters 
all but the most dogged reader. This is unfortunate be- 
cause an accurate understanding of Meyer's contribu- 
tion, I believe, could aid us in our current struggles. 
I wish first to document four of Meyer's contribu- 
tions to our present predicament: 1) his enlargement of 
the proper domain of psychiatry, 2) his involvement of 
psychiatry in the mental health ideology, 3) his de-em- 
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‘My correspondence with about 20 of Meyer’s surviving pupils 
and colleagues reveals that even those who knew him well have di- 
vergent opinions about what Meyer really said about some key is- 
sues. The man himself was an intriguing bundle of ironies and con- 
tradictions. 


phasis on disease entities as a mode of approach to 
psychiatric illness, and 4) his espousal of psychia-ric 
pluralism. After a brief survey of the present uncer- 
standing of Meyer’s thought, I will present a review of 
his work in the nature of the human organism, the na- 


. ture of the relationship of disease and man, and the 


role of psychiatrist as a physician. We shall see how 
his views compare with those of others writing about 
the present controversy. | 


MEYER'S CAREER 


Meyer was born in Switzerland in 1866 (Freud was 
born in 1856). He received his professional training as 
a neuropathologist under Forel and von Monakow. In 
1892, having found no academic positions open in Eu- 
rope, he migrated to the United States hoping to estab- 
lish a neurological institute at the University of Chi- 
cago, Johns Hopkins, or Clark University—at tEat 
time new schools with great promise. Instead, he 
found only a ''political'" appointment as neuropathol- 
ogist at the state hospital in Kankakee, Ill. His ex- 
posure to the work of the nearby Chicago functionalist 
school of philosophy (Dewey, G.H. Mead, and C.H. 
Cooley), as well as personal contact with William 
James, nurtured a characterologic pragmatism and 
pluralism. During this time he underwent a ‘‘con- 
version” to psychiatry; this may have been related to 
his mother's depressive illness, for which Meyer felt 
responsible (1). Meyer had had no formal clinical train- 
ing in psychiatry. 

In 1895 he. moved to Clark University and then in 
1902 to the Pathological Institute of the New York 
State Hospitals as Director. In 1910 he became Profes- 
sor of Psychiatry at Johns Hopkins University and in 
1912 Chief of the new Phipps Psychiatric Clinic. He 
retired in 1941. During his professional life he was zn 
officer of virtually every neurologic, psychiatric, men- 
tal health, and psychoanalytic organization. He died :n 
1950. 


THE PROPER DOMAIN OF PSYCHIATRY 


The psychiatry of the 1880s and 1890s was asylum 
psychiatry, its focus the incarcerated insane or otà- 
erwise mentally defective. There may have been dis- 
agreement with the influential editor of the American 
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Journal of Insanity, John Gray, on some issues, but 
few challenged his maxim, ''No disease of the mind 
without disease of the brain." Hope lay in what the 
microscope and test tube would reveal. 

By the time Meyer arrived in the United States, the 
belief that **mental factors" could play a role in psy- 
chiatric disease was held by a number of respected and 
influential neurologists (2). Mental factors, unlike 
brain lesions, did not stop at the gates of the asylum. 
Neurologists were treating increasing numbers of out- 
patient ‘‘mental cases’’ guided by the work of Dubois, 
Dejerine, Charcot, and Payot as well as the American 
George Beard. 

Meyer's neuroanatomical thinking was influenced 
by neurologist Hughlings Jackson's functional paral- 
lelism. Jackson argued that physical states or events 
in the brain were expressed as a hierarchy of func- 
tions, from the simple to the complex. The more com- 
plex functions, those most characteristic of man, were 
more susceptible to voluntary control. By implication, 
an understanding of mental disease could be ap- 
proached through the study of the abnormal (1.e., be- 
havior), rather than searching for discrete cortical le- 
sions. During the period 1893-1895 Mever began to ap- 
ply these ideas to the '*problems of psychiatry." He 
began to conceptualize psychiatric disease as behav- 
ioral disorders rather than as organ (brain) structural- 
chemical disease. In so doing, his focus of investiga- 
tion became literally the entire organism—all that the 
individual did (behavior) and all that influenced behav- 
ior. 

After this step was taken, the focus of investigation 
(organ to person-environment) was changed and the 
area of application widened. The characteristic subject 
matter of psychiatry then was not abnormal physical 
function but the higher levels of human function, both 
normal and abnormal.? With this range of human be- 
havior and experience, the pathological is defined by 
its inefficiency. Symptoms become indicators of orga- 
nismic inability to ''fit in," ‘‘master,’’ or ‘‘adapt to 
life's demands” (4). Such difficulties are everywhere 
in evidence—the clinics, prisons, homes for unwed 
mothers, schools—and thus these areas now lay within 
the proper domain of psychiatry. 

Certainly the filling in of the boundaries of the new 
proper domain came after Meyer's time; it was facili- 
tated in some cases by ideology (psychoanalysis) and 
in other cases by political events (1.e., World War II). 
Meyer, however, staked the claim: 


Psychiatry is that which is handed over to licensed phy- 
sicians, physicians who have to prove that they have a 
familiarity and a training which entitles them to take the 
leadership for people who are in distress, and especially 
for people who cannot use their own judgment effectively. 


?Meyer compared this to the jump from the arithmetic to New- 
tonian calculus (3, p. 211). 
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Every physician has to be ''psychiatricallv intelligent” to 
be a good physician, and there must be those who then 
have to push the opportunity, the duty, ard the privilege, 
to a degree of orientation and organizatian which makes 
them worthy of a particular title to a specialty. (3, p. 211) 


MENTAL HEALTH IDEOLOGY 


Meyer was a founding and influential member of the 
National Committee for Mental Hygiene and ''con- 
verted” many members of his profession “among them 
the brilliant E.E. Southard) to that cause. However, 
from the start Meyer was cautious. about his in- 
volvement with a mental hygiene movement. He op- 
posed Clifford Beers's “‘crusade for mental hygiene" 
on the grounds that there was no information available 
about what promoted mental hvgiene. Preferring facts 
to pronunciamentos, Meyer eventually resigned from 
the National Committee (5), but in later years, in his 
role as the **Dean of American Psych.atry,’’ Meyer 
himself succumbed to expansionistiz tendencies (6, 7). 

Leighton recalls Meyer’s idea of community psychi- 
atric organization: a hospital with no more than 1,200 
patients that would provide prophylactic programs, af- 
tercare, daycare, public relations liaisons, public edu- 
cation, literature, lectures for laymen, and services to 
schools. Ideally, there would be one psvchiatrist per 
25,000 population. Meyer insisted on local funding and 
control as the only way to provide an effective commu- 
nity service (8). 

In order for this to come about, psychiatry would 
have to become part of the field of social medicine, and 
rightfully so, he reasoned, because it **deals with the 
social organ of man... [i.e., the personality]’’ (9). 
Meyer expected the psychiatrist to be -he director of 
diagnostic and treatment activities. This would be 
based on sound, firsthand knowledge of the ''part 
functions” (i.e., physiology, biochemis-ry) and a spe- 
cial knowledge of the ‘‘functions of the human being, 
the function of the personality in the sphere of life in 
the service of life . . . man in health and disease" (3). 
In addition, psychiatry, more than any other area of 
medicine, required a great deal of administrative 
knowledge (10). There was always this note of caution: 
all psychiatrists must remain active in the treatment of 
patients. In this way, the essential perspective of phy- 
sician as clinician would not be lost, and his primary 
loyalty to the individual patient would not be forgot- 
ten. 


DIAGNOSIS IN DISREPUTE 


The last third of the nineteenth century saw a flood 
of new psychiatric nosologies, culminating in the great 
Kraepelinian formulation of dementia praecox and 
mania as separate disease entities distinguished by 
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prognosis. Meyer was intimately familiar with this lit- 
erature and gradually came to feel that much of this 
categorizing was based on speculation confirmed by 
inadequate observation (11). 

Meyer hailed Kraerelin’s work at first but became 
disenchanted as case after case that he examined failed 
to show the expected mode of onset and course. 
Meyer's answer was to go back to ''the facts," which 
he defined as **sometking the presence or absence of 
which makes a difference." Diagnoses became more 
like working hypotheses: 


Psychiatry will never progress unless its diagnoses 
mean to be summaries of the available facts arranged ac- 
cording to their pathological or nosological bearing, in- 
stead of the traditional ill-defined terms. (12, p. 376) 


Meyer had a special reason to be aware of the shap- 
ing effect of psychiatric nosology on practice. He had 
seen the Kraepelinian synthesis put to use as an argu- 
ment for the futility of any therapeutic intervention in 
the major psychoses. Then, psychoanalytic concepts 
threatened to exclude all others and restrict treatment 
to ‘‘talking therapy.” Finally, although it went against 
the grain, he himself introduced a tentative nosology 
based on reaction patterns (the ‘‘ergasias,’’ from the 
Greek ergon, meaning energy). He used the concept of 
reactivity to lay stress on the dynamic nature of psy- 
chiatric phenomena, which were often erroneously rei- 
fied as ‘‘disease entities." In the end, though, each 
case was unique; each should be studied as its own 
control. Psychoanalytic and later existential thinking 
continued to implicitly disparage the practice of dis- 
ease entity diagnosis, albeit for reasons other than 
those given by Meyer. 


PLURALISM 


American psychiatry has always been less doctri- 
naire than psychiatry in other countries, but Meyer 
was the first to posit a necessary pluralism. He sought 
diversity rather than unity, convinced, in a Jamesian 
fashion, that each system, each level of viewing.and 
conceptualizing the phenomena of human behavior, 
only gave one part of the picture. He was desperately 
concerned that the other parts of the picture not be lost 
sight of. Meyer's pluralism, this keeping track of all 
parts of the picture, should not be identified with what 
has come to be known as the “‘spirit of eclecticism."' 
The latter term began tc appear in the early 1960s, long 
after Meyer's death, and refers to the practice of ex- 
posing students to a variety of mutually exclusive 
models from which they may assemble their own theo- 
retical orientation. In practice eclecticism does not 
seem to include a critical examination or comparison 
of models or make an attempt to understand their rela- 
tionship to each other. Meyer's pluralism is critical 
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and pragmatic. As the task changes, so might the theo- 
ry and practice. However, to the extent that Meyer's 
latitudinarianism was influential, we may hold him re- 
sponsible for the ‘‘many paths to the same goal" spirit 
prevalent in our field today. 

Meyer's theories have been misunderstood or poor- 
ly understood. He was, as already mentioned, a poor 
expositor of his own ideas and was handicapped by his 
obsessionality in print. Perhaps this is why he did not 
write his own textbook but instead gave his blessing 
(in the form of a foreword) to Muncie's Psychobiology 
(13), which was published in 1939 and can be consid- 
ered the most comprehensive explication of ‘‘Meyer- 
ism." Yet Muncie's text is practical, save for historical 
and introductory chapters. An explication of the knot- 
ty complexities of Meyer's thinking is similarly absent 
in some half dozen other textbooks by Meyer's pupils, 
including those by Diethelm (14) and Strecker and 
Ebaugh (15). The work of Theodore Lidz, who was 
one of Meyer's last residents, is the outstanding ex- 
ception (16). Standard histories and textbooks of psy- 
chiatry have all but ignored Meyer's thought.? It is not 
surprising that Meyer is lost to us because, apparently, 
he was never ''found."' 

I believe Meyer throughout his life was attempting 
to articulate a sort of holistic science of man that sub- 
sumed medicine and psychiatry. Three key compo- 
nents of this theory deserve our attention: the nature 
of man’s relationship to the environment, the nature of 
disease and psychiatric disease in particular, and the 
proper approach to psychiatric treatment. 

Man is a symbol-using creature existing in an open 
relationship with his environment, i.e., partaking in a 


free transfer of matter and energy. Certain levels of 


organization are autonomously driven (appetitive); 
others, because they are more complex, are less state- 
bound, especiallv the symbolic function, i.e., dis- 
cursive thought. Meyer's ideas clearly anticipate those 
of present-day systems theorists (18, 19). In Meyer's 
view, the human organism performs an integrated hier- 
archy of functions, each dependent on less complex 
subfunctions yet possessing novel mergent qualities 
unlike the qualities of its substituents. Meyer strained 
toward the language of cybernetics when he wrote, 


We are coming to have a faith that the order we assume 
in Our common sense categories 1s the wholeness of step- 
wise integrates, i.e., relative wholes, each whole or unit 
demanding concepts and methods consistent and neces- 
sarily specific for its own unique type of wholeness, within 
its operative formula and capacity to form specific sets or 
entities. Each set or level of facts has its new features not 
a mere addition from the outside, but a new amplification 
and recasting. . . . They present regularities often unpre- 
dictable and emergent. (20, pp. 498-499) 


3See, for example, Zilboorg and Henry’s glossing over of Meyer’s 
ideas in A History of Medical Psychology (17). 
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Consciousness, for example, neither epiphenomenal 
nor independent, is one such emergent function. As 
Meyer put it (in a rare use of imagery), ''Con- 
sciousness has the same relation to the real function- 
ings as wetness would have to the presence of water 
and moisture'' (11, p. 285). 

There were all sorts of ways to study, group, or un- 
derstand natural phenomena. However, there were 
certain ‘‘centers of clearness” that provided the justi- 
fication for specialized approaches to the different lan- 
guages required (21). Psychiatry focused on one such 
"center of clearness,” the observation and alteration 
of these particular emergent symbolic functions: 


We deal with a product of organization and integration. 
What we need to know is that differentiation and in- 
tegration are something different from a mere summation 
of parts and that the integrate has features and properties 
of its own, not present in the parts. (22, p. 462) 


Meyer was constantly inveighing against those who, 
in psychiatry, would reduce complex phenomena to 
“something else'' for purposes of study or treatment: 


Instead of merely appealing to cortex changes of ob- 
scure correlation, or to equally obscure autointoxications, 
or to arrest of development, I refer to the disharmony of 
habits, disharmony of those regulations which shape a 
well-balanced economy. (23, p. 428) 


Meyer also cautioned about the kind of demographic 
reductionism implicated in the use of a standard psy- 
chiatric nosology. The idea that each person was the 
product of his own unique endowment, initiative, and 
happenstance was likely to be overlooked. 


We accept the current official nosological groupings as 
reasonably helpful, but with a definite warning against the 
notion that the recognizable abnormalities should always 
be designated by just one term which would *'classify"' 
the person as representing but ‘‘one disease.” (11, p. 294) 


DISEASE AND ILLNESS 


Meyer held that disease and illness could not be re- 
liably separated from each other in medical practice. 


Iliness, psychiatric illness in particular, was in- 


extricably embedded in the cultural context. This was 
not to say that psychiatric disease 1s not real or that 
definitions of it are relative. Rather, full understanding 
(contrasted here with diagnosis) of a person's illness is 
necessary for optimum treatment, and both under- 
standing and treatment are embedded in the cultural 
context. This point of view prefigures and is in agree- 


ment with present-day models of psychiatric illness 


(24-26). 
Psychiatric illness, Meyer taught, resulted by and 
large from things people did (or did not do) rather than 
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from something they ‘‘had.’’ The sense of illness, 
symptoms, signs, and evidence of disease indicated 
that the patient was failing to surmount or adapt to 
some challenge, i.e., the homeostasis had been upset 
("habit deterioration"). Pathogenesis is by nature 
transactional; habit (inadequate operations") and 
constitution (‘inadequate means”) predilect both re- 
sponse and outcome. For instance, the person prone 
to nervousness tends to avoid certain nervewracking 
situations. Avoidance further decreases his ability to 
operate in the world and thus enhances his anxiety. 
Were he to have ‘‘transacted’’ differently, or had fate 
been kinder, the outcome would have been different. 
Meyer’s formulations of pathogenesis closely approxi- 
mate those of Engel (27) and Wolf (28). 

Meyer urged us to see the onset of disease as an 
elusive, perhaps arbitrary, moment in time because 
the *'real causes of disease operate in a summative 
rather than a linear fashion. His is a field theory of 
etiology wherein variables such as anxiety. poverty, or 
inherited tendencies are functionally related, i.e., they 
covary in some pattern but any one does not cause 
another to vary. 


THE ROLE OF THE PSYCHIATRIST 


The psychiatrist is the leader of the treatment team 
primarily because he is most familiar with the biologi- 
cal, sociological, and psychological factcrs in human 
behavior. The seasoning effect inherent in medical edu- 
cation and the cultivation of an Oslerian aequaemi- 
nitas were other factors. All this was reflected in the 
desiderata for psychiatric training published in the 
1930s when Meyer chaired the Conferences on Psychi- 
atric Education of the National Committee for Mental 
Hygiene (29). It has been observed that changes in the 
psychiatric curriculum in the 1960s have eroded both 
the medical and leadership competency of recent grad- 
uates (30). Overly broad or narrow ideologic ap- 
proaches have bred conceptual confusion. Meyer him- 
self cautioned repeatedly of these dangers (31, p. 78). 

Although he did not anticipate the rise to political 
and economic power of the other mental health profes- 
sions, I believe he would welcome them as compan- 
ions in the task 1f—and it is an important if—they met 
certain criteria. Recall that Meyer's psychiatrist was 
distinguished by his approach (psychobiology) and his 
temperament (acquired through medical training), not 
by his subject matter. To the extent that psychologists, 
social workers, and “‘human service proressionals'' 
acquired these two attributes they could, :n effect, be- 
come Meyerian ''psychiatrists" (that is, psycho- 
biologists). Psychiatry had only a histori, not a ge- 
netic monopoly on the study and treatment of dis- 
ordered lives. Yet today, few in the other disciplines 
are so qualified. Ironically, many psychiatrists today 
would find themselves disenfranchised ty Meyerian 
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standards. Those who could pass muster, perhaps a 
minority, protect psychiatry’s shaky claim to lead- 
ership. 

Nearing retirement, Meyer felt he had achieved his 
goal of setting psychiatry on a firm conceptual founda- 
tion. Were he to return today, most surely he would 
have second thoughts. As he was critical of the mental 
hygiene crusade, so would he be critical of our current 
overextension, our promises made in moments of ex- 
panding opportunity. He would speak out against the 
resurgence of diagnoses, however firmly rooted in bio- 
chemistry or behavior, as a substitute for understand- 
ing the patient. I believe he would be skeptical about 
the use of ''facts" revealed by demographic outcome 
studies that measure ''success'' in terms of reduced 
hospitalization rather than better personal function. 
Finally, he would lament our conceptual confusion 
(rather than genuine pluralism) and our shameless pub- 
lic bickering about ‘‘models’’ and economic survival. 

Meyer's times were similar to ours in many ways. In 
a curious fashion our professional wheel has come full 
circle to where it was in 1900, and we are again in need 
of the Meyerian spirit, a holistic perspective. Ac- 
quainting ourselves with the wisdom in his legacy is an 
important first step on the journey forward. 


REFERENCES 


l. Winters EE: Adolf Meyer's two and a half years at Kankakee. 
Bull Hist Med 40:441-458, 1966 
. Sicherman B: The quest for mental health in America: 1880- 
1917. New York, Columbia University, 1967 (PhD dissertation). 
University Microfilms number 73-29, pp 213-222 
3. Meyer À: Twenty-fourth anniversary of the Henry Phipps Psy- 
chiatric Clinic, in Collected Papers, vol II. Edited by Winters 
EE. Baltimore, Johns Hopkins University Press, 1952 
4. Leighton AH: Adolf Meyer and the social sciences. Bull Johns 
Hopkins Hosp 89:73-80, 195] 
5. Winters EE: Adolf Meyer and Clifford Beers. Bull Hist Med 
43:414—443, 1969 
6. Meyer À: Mental hygiene in the emergency, in Collected Papers, 
vol IV. Edited by Winters BE. Baltimore, Johns Hopkins Uni- 
versity Press, 1952 
7. Meyer À: Mental hygiene and national defense. Ibid 


Ind 


8. 
9: 


10. 


ll. 


12. 
13. 


Am J Psychiatry 137:4, April 1980 


Leighton AH: Introduction. Ibid 

Meyer A: The psychiatric clinic, its aims (educational and ther- 
apeutic), and the results obtained in respect to promotion ci re- 
covery. Ibid, vol II 

Meyer A: Discussion of cooperation between the state hospitals 
and the institute. Ibid ` 
Meyer A: Leading concepts of psychobiology (erg asiology? and 
of psychiatry (ergasiatry). Ibid, vol III 

Meyer À: The anatomical facts and clinical varieties of traumat- 
ic insanity. Ibid 

Muncie W: Psychobiology and Psychiatry: A Textbook of Nor- 
mal and Abnormal Human Behavior. St Louis, CV Mosby Co, 
1939 


. Diethelm O: Treatment in Psychiatry. New York, Macmillan 


Co, 1936 


. Strecker EA, Ebaugh F: Practical Clinical Psychiatry, 4th ed. 


Philadelphia, Blackiston’s, 1935 


. Lidz T: Adolf Meyer and the development of American psy=hia- 


try. Am J Psychiatry 123:320-332, 1966 


. Zilboorg G, Henry SW: A History of Medical Psychology. New 


York, WW Norton, 1941 


. Bertalanffy L: Robots, Men and Minds. New York, Braziller, 


1967 


. Gray W, Duhl FJ, Rizzo N: Systems Theory and General Psy- 


chiatry. Boston. Little, Brown and Co, 1969 


. Meyer A: The rise to the person and the concept of wholes or 


integrates, in Collected Papers, vol III. Edited by Winters EE. 
Baltimore, Johns Hopkins University Press, 1952 


. Meyer A: Historical fragments on the neurological and psycaiat- 


ric specialties. Ibid, vol I 


. Meyer A: Spontaneity, Ibid, vol IV ` 
. Meyer A: Remarks on habit disorganizations. Ibid, vol II 
. Eisenberg L: Psychiatry and seciety—a sociobiologic synthesis. 


N Engl J Med 296:905-910, 1977 


. Kleinman À: Cognitive structures of traditional medical sys- 


tems: ordering, explaining and interpreting the human exoeri- 
ence of illness. Ethonomedizin 3:27-49, 1974/1975 


. Fabrega H: Disease and Social Behavior: An Interdiscipl:nary 


Perspective. Cambridge, Mass, MIT Press, 1974 


. Engel G: A unified concept of health and disease. Perspect Biol 


Med 3:459-485, 1960 


. Wolf SG, Goodell H: Behavioral Science in Clinical Medicine. 


Springfield, Ill, Charles C Thomas, 1976 


. National Committee for Mental Hygiene: Proceedings of the 


Fourth Conference on Psychiatric Education. New ‘York, 
NCMH, 1938 


. Guze S: The future of psychiatry: medicine or social science? 


(editorial). J Nerv Ment Dis 165:225-230, 1977 


. Meyer A: Preparation for psychiatry, in Collected Papers, vol 


III. Edited by Winters EE. Baltimore, Johns Hopkins Universi- 
ty Press, 1952 


Am J Psychiatry 137:4, April 1980 465 


EDITORIAL 


Rare Birds, Queer Ducks, or an 
Endangered Species? 


t a time when an increasing number of psychiatrists will be needed m the 
A United States, fewer medical students are choosing to go into our specialty. 
Even though it appears that we are entering a phase of an oversupply of doctors in 
this country, psychiatrists will be in short supply for some time io come. Two 
papers in this issue of the Journal highlight the dimensions of this problerm and 
succinctly point toward useful solutions. 

From a splendid review of the literature Eagle and Marcos summarize for us a 
number of distinctive attributes shared by medical students who choose to be- 
come psychiatrists. In Factors in Medical Students’ Choice of Psychiatry? they 
report that, compared with other medical students, those who choose psycaiatry 
show a greater orientation to philosophic, aesthetic, humanitarian, and politically 
liberal concerns. They have a greater tolerance of ambiguity and lower scores on 
authoritarianism scales. On the other side of the ledger, students who cioose 
psychiatry have been characterized as timid, emotionally unstable, confused in 
their thinking, and having low self-esteem. They tend to come from larger cities 
than their fellow medical students and have higher levels of anxiety as well as 
lower class rank during medical school. 

Although these findings represent both the small amount of research done in the 
field and, possibly, the biases of researchers in the field, they are important data to 
ponder. At the very least they will stimulate lively discussions in medical schools 
and psychiatric residency programs. 

Our field is experiencing a periodic convulsion of scarcity and identity seeking. 
The need for psychiatric services will increase substantially in the future, but we 
have seen a decline in the percentage of psychiatrists in the last decade. in his 
article, "Choosing Psychiatry: The Importance of Psychiatric Education in Medi- 
cal School,” Nielsen reports that approximately 7% of medical students regularly 
chose to become psychiatrists in the two decades following World War II. .n the 
mid 1960s a decline began that has continued to the present. His prediction; sug- 
gest that only 2%-3% of medical students will choose to go into psychiatry in the 
next few years. Many medical students who might have become psychiatr:sts in 
the past now choose to enter popular family medicine residencies. The loss :o the 
field of psychiatry needs further study and the application of useful remed:es. 

Eagle and Marcos note that many students who show a preference for ps~chia- 
try when entering medical school do not continue on into psychiatric residencies. 
This attrition deserves study. They also point out that students follow two paths to 
a choice of psychiatry as a specialty —some students determine to become pzvchi- 
atrists before they enter medical school and continue with that cecision, while 
other students, who had not expressed a preference for psychiatry at the start of 
medical school, choose, often on the basis of a satisfactory psychiatric clerkship 
experience, to go into the field. Something happens to this latter group of students 
that deserves further study. It is also of interest that in comparison with other 
medical students, those who choose psychiatry score high on the Medica. Col- 
lege Admission Test (MCAT). However, these are the only students whose 
MCAT scores and medical school grades are not well correlated. Althougn stu- 
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dents who choose psychiatry may achieve a high MCAT, that score is not reflect- 
ed in a high class rank; in fact, they are more likely to rank low in their medical 
school classes. | 

The importance of the psychiatric clerkship, as well as other psychiatry courses 
in the curriculum, is underscored by Nielsen’s clear finding that better psychiatry 
education programs in medical schools produce more graduate physicians who 
will become psychiatrists. One remedy for the projected dearth of psychiatrists 
would be the study of those factors which make for effectiveness in top-ranked 
medical school teaching programs in psychiatry. The findings might then be used 
to help lower-ranked programs. 

Although the two papers on choosing psychiatry in this issue of the Journal 
underscore the embarrassing observation that psychiatry is not held in high es- 
teem by medical students or their nonpsychiatric teachers in many institutions, 
they should be a healthy spur to discussion and modification of our programs. 
Certainly, these admirable studies should be widely read because they suggest 
many fruitful areas of future research and program modification. 

We must keep in mind the fact that most of the background studies cited in both 
papers were based on small samples and reflect their authors’ opinions rather than 
a consensus in the field. Many of the studies are more than 10 years old. However, 
they are the best studies we have. A major result of these papers could well be the 
development of a spirited debate about what attributes should be sought for and 
nurtured in future psychiatrists and the stimulation of far more research in this 
crucial area of our field. 
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Mitral Valve Prolapse Syndrome in Agoraphobic Patients 


BY JERRY S. KANTOR, M.D., CHARLOTTE MARKER ZITRIN, M.D., AND STEVEN M. ZELOIS, M.D. 


Twent»-five agoraphobic women were compared with 
23 controls for the presence of mitral valve prolapse 
syndrome (MVP). All subjects underwent cardiac 
examiration, electrocardiography, 
phonocardiography, and echocardiography. Eleven of 
the agoraphobic patients had MVP; 5 had echo 
findings alone, 3 had both auscultory and echo 
findings, and 3 had auscultory findings alone. Two 
controts had evidence of MVP, both with echo 
findings alone. Echo chamber size and wall motion 
were similar in both groups. One patient had inferior T 
wave changes on ECG while all controls had normal 
tracings. The authors conclude that a significant 
number of agoraphobic patients have MVP and 
discuss the theoretical and clinical implications of this 
association. 


goraphobia, nominally a fear of open places (from 

the Greek agora—the open marketplace), is ac- 
tually a fear of traveling away from home. Typically, 
the illness is precipitated by one or more acute, in- 
explicable panic attacks that consist of such symptoms 
as palpitations, breathing difficulties, dizziness, 
diaphoresis, and, occasionally, feelings of unreality. 
These are accompanied by a feeling of terror or im- 
pending doom. In our clinic we have observed the fol- 
lowing developmental sequence: after experiencing 
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one or more panic attacks, the patient develops antici- 
patory anxiety—a fear that the panics will recur. This 
in turn leads to agoraphobic behavior (C.M. Zitrin, 
D.F. Klein, M. Woerner, unpublished data). They begin 
to avoid particular places because they anticipate an- 
other panic attack. They gradually restrict their activi- 
ties until, in some cases, they become housebound. The 
agoraphobic syndrome ts estimated to affect 2 in every 
1,000 Americans (1) and occurs about twice as often in 
women as in men (2). 

Mitral valve prolapse syndrome (MVP) is a common 
finding in young women and is frequently associated 
with palpitations, although the mechanism for the elec- 
trocardiographic abnormalities is unknown (3). MVP 
has been reported in slightly more than 6% of echo- 
cardiograms performed on asymptomatic young fe- 
males (3-5). Redundant mitral leaflets. have been ob- 
served in about 5% of autopsies performed on people 
over 40 (3, 6, 7). Several investigators (3, 8-11) have 
concluded that 50% of mitral valve prolapse patients 
experience palpitations, and one invest.gator who has 
followed 153 patients for an average of 5 years states 
that 71% of his patients experience palpitations (P.O. 
Knight, unpublished data). 

In our experience, the panic attacks described by 
agoraphobic patients vary. They fall into several dif- 
ferent subtypes, each with a different symptom con- 
stellation. For example, one subgroup will experience 
palpitations as the most prominent symptom, a second 
group will have vertigo, a third group gastrointestinal 
symptoms. Sometimes the onset of these symptoms 
can be related to a specific physical illness; e.g., hy- 
perthyroidism (palpitations) or labyrinthitis (vertigo) 
(C.M. Zitrin, unpublished data). 

We hypothesize that MVP-induced palpitations lead 
to panic attacks in psychologically suscz»tible individ- 
uals. In those who are more vulnerable, the panic at- 
tacks herald the development oi agoraphobia. We 
studied the incidence of MVP in agoraphobic women 
compared with matched women contrcls. 
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METHOD 


The study group consisted of 25 agoraphobic women 
aged 29-66 (mean+SD=41.9+9.39) who had no his- 
torv of MVP but experienced palpitations as a promi- 
nent part of their panic attacks and 23 age-matched 
women controls (employees of the medical center). 
The controls had no history of organic heart disease or 
panic attacks. The patients were all diagnosed inde- 
pendently by two examiners during intake evaluation 
for treatment at the Phobia Clinic of Long Island Jew- 
ish-Hillside Medical Center. Diagnosis was based on 
DSM-III criteria for agoraphobia with panic attacks, 
including fear of traveling away from home alone, fear 
of crowded places, various other fears associated with 
these situations, and panic attacks that precipita:e and 
enhance avoidance patterns. Patients with symptoms 
that met Research Diagnostic Criteria (12) for a cur- 
rent affective episode, schizoaffective illness, or schiz- 
ophrenia were excludec. In addition, patients with or- 
ganic brain syndrome were excluded. 

After giving informed consent, all the subjects un- 
derwent cardiac examination, phonocardiogram, 
echocardiogram, and = standard 12-lead electrocar- 
diogram. Phonocardiograms were recorded along the 
left sternal border and cardiac apex while the subjects 
were In a supine position. High, medium, and low 
frequency channels were recorded simultaneously. 
Routine clinical echocardiograms were performed on 
the subjects while sitting and while reclining; we used 
a Smith Kline Ekoline instrument with a 2.5-MHz 
10-cm focused transducer held along the left sternal 
border. The transducer was held perpendicular to the 
chest wall in order to record both leaflets of the mitral 
valve simultaneously in systole and diastole. Standard 
techniques were used to record all other cardiac cham- 
bers, valves, and excursions. 

Echocardiograms were coded, then read blindly and 
independently by three cardiologists. An echo- 
cardiogram was considered positive for mitral valve 
prolapse syndrome if two cardiologists agreed inde- 
pendently that holosystolic or mid to late systolic pos- 
terior motion of the mitral valve was greater than 2 
mm. Echocardiograms were considered equivocal if 


these changes occurred only while the subject was sit- - 


ting. 

Auscultory findings were considered positive for mi- 
tral prolapse when both a midsystolic click and a mid 
to late systolic murmur were elicited on physical ex- 
amination and confirmed by phonocardiogram. 


RESULTS 


As expected from our selection criteria, all of the 
patients complained of palpitations, compared to 5 of 
the controls (p«.001, Fisher exact test, two-tailed). 
Chest pain was reported by 13 of the patients, compared 
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to 2 of the controls (p«.001). Systolic clicks were pres- 
ent in 4 of the patients and none of the controls (p— .(65). 
Systolic murmurs were present in 7 of the patients and 
1 of the controls (p«.03). 

Eight of the 25 agoraphobic patients had positive 
echos, 3 with positive auscultory findings,! compared 
to 2 controls (y?=3.94, p<.05, two-tailed). Echo cham- 
ber size and wall motion were similar in both groups. 
An additional 3 patients had positive auscultory find- 
ings alone (both click and murmur, confirmed »y 
phonocardiogram). No controls had these findings. 
Thus, the total number of patients who showed ecno 
and/or auscultory evidence for MVP was 1l, corn- 
pared to 2 controls (y?=5.88, p.015). 

One patient had inferior T wave inversions on ECG; 
all the controls had normal tracings. 


DISCUSSION 


Our finding that mitral valve prolapse syndrome 
occurs significantly more frequently in agoraphoLic 
women than in controls lends support to our hypothe- 
sis that palpitations and dyspnea, which are frequent_y 
associated with MVP, can lead to panic attacks and, in 
susceptible individuals, to agoraphobia. 

Some patients respond to MVP symptoms with fear 
and pronounced sympathetic arousal. This reacticn 
further aggravates the symptoms by establishing a 
feedback loop. . 

Coombs and associates (13) reported that psych»- 
logical stress differentially affects mitral prolapse pa- 
tients compared with normal controls. Arrhythmias 
developed in 33% of their patients and in none of tke 
controls (p « .025). Boudoulas and associates (14) re- 
ported that patients with symptomatic MVP had in- 
creased levels of urinary and plasma catecholamines. 
Thus, patients’ fear of their MVP symptoms provokes 
more symptoms and this completes the feedback loon. 

There is probably a spectrum of anxiety reactions 
related to the patient's premorbid psychological vul- 
nerability. At one end are patients with minimal anx- 
iety and at the other are patients with full-blown agora- 
phobia. In the middle are patients who have sufficient 
anxiety to establish the feedback loop described above 
but who do not develop avoidance patterns. These pa- 
tients develop panic attacks but do not become phob- 
ic. Pariser and associates (15, 16) have described a 
relationship between mitral valve prolapse syndrome 
and panic attacks. Venkatesh and associates (17) de- 
scribed a relationship between MVP and anxiety neu- 
rosis. 

The relationship between mitral valve prolapse syn- 
drome and phobic disorder has important implications. 
First, physicians may be able to reduce psychiatric 


‘One patient had click only; 2 patients had murmur only (cor- 
firmed by phonocardiogram). 
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morbidity associated with mitral valve prolapse by ex- 
plaining that palpitations occur frequently and are 
rarely harmful. This will help patients adjust to their 
palpitations with less anxiety since as a rule they are 
less apt to be frightened by such symptoms when they 
know the cause and have the doctor’s assurance that 
they are benign. Further, the patient should be encour- 
aged not to avoid activities because of these symp- 
toms. If this approach is insufficient, various psycho- 
therapeutic techniques may be successful. Zitrin and 
associetes (18) found that imipramine alleviates the 
acute panic attacks in agoraphobic patients, making 
the climate more favorable for psychotherapeutic in- 
tervention. 

Second, there are heuristic implications. Freud hy- 
pothesized that phobic symptoms result from a dis- 
placement of forbidden impulses. These impulses 
create anxiety if they threaten to become conscious 
and, in Freud’s view, displacement is a means of ward- 
ing off that anxiety. In contrast, our findings suggest 
that in some phobic patients MVP may be a primary 
source of anxiety, rather than repressed impulses. 
This assumption is in direct conflict with Freud’s hy- 
pothesis and has significant treatment considerations. 

Last, other physical causes of symptoms that trigger 
panic could lead to avoidance patterns and phobias. 
Cardiologic causes of palpitations other than MVP de- 
serve further study; hyperthyroidism, hypoglycemia, 
acute labyrinthitis, benign postural vertigo, and sym- 
pathomimetic drugs are but a few such entities. 
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Psychiatric Diagnosis of Morbidly Obese Gastric Bypass Patients 


BY KATHERINE A. HALMI, M.D., MARTIN LONG, M.D., ALBERT J. STUNKARD, M.D., 


AND EDWARD MASON, M.D. 





Eighty morbidly obese patients who had had gastric 
bypass operations were interviewed for psychiatric 
diagnoses using DSM-III criteria. The lifetime 
prevalence of Axis I clinical psychiatric diagnoses was 
47.5%, with depressive disorders occurring in 28.7% of 
the total sample. No other diagnosis exceeded a 2.596 
prevalence. The authors believe there is no evidence of 
an increased prevalence of major psychiatric disorder 
in obese persons when strictly defined diagnostic 
criteria are used. 


T he nature of the association between obesity and 
emotional disturbance has been a matter of con- 
troversy during the 50 years since Abraham proposed 
that orality plays a part in depression (1). Thirteen em- 
pirical studies of this relationship have only partially 
resolved this controversy and only for people with 
mild to moderate obesity. Five carefully controlled 
surveys of such peopie suggest that their emotional 
status does not differ trom that of persons of normal 
weight (2-6). Controversy remains, however, over the 
relationship between emotional status and morbid obe- 
sity —at least 100% overweight. Controlled studies of 
this small and distinctive population are difficult, and 
uncontrolled studies are the source of most of our in- 
formation. The results of these studies show wide dis- 
crepancies. Affective disorder, for example, has been 
reported in as few as 8% (7) and as many as 62% (8) of 
morbidly obese persons. More rigorous diagnosis 
might help to resolve this discrepancy and the devel- 
opment of DSM-III has provided a well-standzrdized 
instrument for this purpose. We report here the first 
application of DSM-III to morbidly obese people. 
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METHOD 


Eighty of 86 morbidly obese patients who had gas- 
tric bypass operations at the University of Iowa Hos- 
pitals were interviewed over a two-month period by 
the same fourth-year psychiatric resident (M.L.), who 
had special training in using DSM-IH criteria. This di- 
agnostic study was part of a large gastric bypass fol- 
low-up study of consecutive cases in three separate se- 
ries of operations. The follow-up group comprised 18 
patients from a possible 18 at six months after surgery, 
33 patients from a possible 35 at one year after sur- 
gery, and 29 patients from a possible 33 at two years 
after surgery. Of the 70 women and 10 men, who were 
13 to 60 years old (mean + SD—36.7 11.2), all were se- 
verely obese (mean =236% of ideal weight at the time 
of the operation) and had dieted many times without 
sustained weight loss. On the Hollingshead social class 
index there were no patients in class 1, 14 (18.2%) in 
class 2, 32 (41.6%) in class 3, 18 (23.4%) in class 4, aad 
13 (16.9%) in class 5. 


RESULTS 


Thirty-eight of the 80 patients (47.5%) had an Axis J 
clinical psychiatric diagnosis, and when both Axis I 
and Axis II disorders were included 40 (50%) patients 
had a psychiatric diagnosis. All of the patients receiv- 
ing diagnoses of personality disorder also had an Axis 
I diagnosis except for those diagnosed as histrionic or 
"other." 

Depressive disorder, which occured in 28.7% of the 
patients, was the most frequent diagnosis and account- 
ed for over half of the psychiatric diagnoses. No other 
diagnosis exceeded a 2.5% frequency. 

Of the 23 patients who had a diagnosis of depres- 
sion, none experienced the onset of their affective dis- 
order after the gastric bypass surgery. Eleven of them 
had depressive symptoms at the time of their intar- 
view—severe in the case of 1 patient, marked in 2, 
moderate in 2, partial remission in 4, and chroric 
symptoms in 2 cases. 

The patients were also evaluated for psychosocial 
stress and adaptive functioning on Axes IV and V. Pa- 
tients with a diagnosable psychiatric disability in their 
histories had a significantly greater amount of psycho- 
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social stress at the time of the interview 
(mean+SD=3.9+1.6 on a scale of 1-7) than did pa- 
tients who had no such disability in their life history 
(3.0x1.6; t=2.445; p<.02). The latter group had a sig- 
nificantly higher level of current adaptive functioning 
(2.01.1; 1=superior, 6=grossly impaired) than did 
the group with a psychiatric diagnosis (3.3- 1.4; 
t=4.675, p<.001). 


DISCUSSION 


Five studies (2-6) of people with mild to moderate 
obesity suggest that there is little difference between 
their emotional status and that of nonobese people. In- 
tensive psychological testing of small groups of care- 
fully matched men (3) and women (2) found no person- 
ality features that differentiated obese from nonobese 
persons. Three large-scale population surveys largely 
confirmed this impression. Moore and associates (9) 
reported that indices of emotional disturbance were 
somewhat higher among people who were 35% over- 
weight than among people of normal weight in a popu- 
lation of 1,660. Crisp and McGuiness (6), on the other 
hand, reported that indices of anxiety and depression 
were somewhat lower among men who were 28% and 
women who were 64% overweight in a population of 
739. Silverstone (5) reported no difference in the per- 
centage of people of varying weight categories who 
scored in the neurotic range on psychological tests in a 
population of 344 that included persons as much as 
50% overweight. 

Five studies of morbidly obese persons have left a 
confused picture. The most definitive study was that of 
Holland and associates (10), who used Spitzer's men- 
tal status schedule (11) to compare 12 morbidly obese 
lower-class women with two carefully matched control 
groups—one moderately obese and one of normal 
weight. Neither the total (psychopathology) score nor 
any of the 16 subscales showed statistically significant 
differences in mental status among the three groups of 
women. 

The results of four uncontrolled clinical studies are 
in sharp conflict. Two found extensive psycho- 
pathology. Fink and associates (12) reported depres- 


sive disorders in 55% and personality disorders in 58% ~ 


of 31 patients referred for psychiatric evaluation. At- 
kinson and Ringuette (8) reported similar values —62% 
for depressive disorders and 76% for personality dis- 
orders—among 21 patients. On the other hand, two 
studies of patients referred for evaluation for intestinal 
bypass surgery reported far lower rates. Wise and 
Fernandez (7) found depression in no more than 896 of 
24 patients, and less psychological distress than in pa- 
tients in either a psychiatric or an obesity clinic. Simi- 
larly, Castelnuevo-Tedesco and Schiebel (13) found no 
serious psychiatric illness in any of 12 patients and 
noted that depressive features, although common, 
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were not severe. They did diagnose personality distur- 
bance in 83% of their patients. 

The reasons for this great disparity in diagnoses is 
not clear. Wise has suggested (persona. communica- 
tion) that his patients may have withheld information 
about psychiatric disorders in order not to jeopardize 
their selection for surgery, but such considerations did 
not affect Castelnuevo-Tedesco's patients (personal 
communication). 

Although differences in selection criteria may have 
played a part in the widely differing incidence of psy- 
chiatric disorder among morbidly obese patients re- 
ported by different psychiatrists, it sees likely that 
differing diagnostic criteria were at least as important. 
In these circumstances rigorcus diagnostic criteria 
such as those of DSM-III can be particularly useful. 
Therefore, it is gratifying that we could apply these 
criteria to morbidly obese members of tke largest such 
sample yet studied for psychiatric d.sorders. The 
28.7% lifetime prevalence of affective disorders found 
in this study falls between the very high and very low 
rates of earlier reports. How does it compare with the 
rate for nonobese people? In the absence of a control 
group the most useful comparison is with the Weiss- 
man and Myers epidemiological survey (14) that used 
Research Diagnostic Criteria (15), which are quite sim- 
ilar to those of DSM-III. Their rate of 24 7% does not 
apparently differ from that of the presen: study. This 
report thus supports the suggestion of Hclland and as- 
sociates (10) that the psvchiatric status of morbidly 
obese persons, like that of moderatelv obese ones, 
does not differ greatly from that of nonobese persons. 

Both the Weissman and Myers survev and another 
one that used Research Diagnostic Criteria (16) found 
no relationship between social class and the preva- 
lence of depression. The predominance of people of 
social classes 3, 4, and 5 in our study does not, there- 
fore, seem to impair the generalizability o7 its findings. 

It is interesting that there was a relationship be- 
tween a greater psychosocial stress at tbe time of the 
interview and a lifetime psychiatric dizgnosis. It is 
more likely that such a relationship would exist for a 
current-point prevalence rate for psychiatric diag- 
noses. i 
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Violent Deaths as a Leading Cause of Mortality: An 
Epidemiologic Study of Suicide, Homicide, and Accidents 


BY PAUL C. HOLINGER, M.D., M.P.H. 


In the United States violent deaths (suicide, homicide, 
and accidents) are the leading cause of death in 
people aged 1-39 and the third leading cause of death 
for people of all ages. Violent death rates have tended 
to decrease since 1900. Among 15-24-year-olds, 
however, the violent death rate is currently the highest 
ever recorded in this country, and suicide and 
homicide rates among people aged 5-14 and 15-24 
are as high or higher than any previous recordings. 
The quantity of expected life lost through violent 
deaths is greater than that for any other cause of 
death. 
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uicides, homicides, and accidental deaths are rot 
S unrelated and have been conceptualized in aggre- 
gate as violent deaths (1). All may represent self-ce- 
structive tendencies in part: evidence exists that many 
homicides are victim-precipitated and represent sui- 
cides (2); accidental" deaths may be due to accident- 
proneness and risk-taking that reflect depression and 
suicidal tendencies (3-5); and a small percentage of 
motor vehicle deaths have been shown to be intention- 
al suicides (6). This report examines national mortality 
data and suggests that suicides, homicides, and aczi- 
dents, when combined, are the leading cause of dezth 
in the United States for people aged 1-39 and that this 
aggregate represents a major public health problem in 
this country. Data concerning three aspects of violent 
deaths will be considered: violent deaths as a leading 
cause of mortalitv; trends in violent deaths over time; 
and loss of expected life through violent deaths. Meth- 
odological problems in work with national mortal ty 
data include underreporting, misclassification, and 
changes in classification over time; a.detailed analysis 
of these problems is beyond the scope of this report 
and is presented in greater depth elsewhere (7). 


VIOLENT DEATHS AS A LEADING CAUSE OF 
MORTALITY 


In 1975 violent deaths were the third leading cause 
of death in the United States, behind cardiovascular 
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disease and neoplasms, respectively. In 1975 the num- 
ber of deaths from cardiovascular disease, neoplasms, 
and violent deaths were 971,047; 365,693; and 156,241, 
respectively. The death rates (per 100,000 population) 
were 445.8; 171.7; and 73.4, respectively. The age-ad- 
justed death rates (per 100,000) were 291.4; 130.9; and 
67.9, respectively. Other causes were responsible for 
far fewer deaths; the number of deaths from influenza 
and pneumonia, the fourth leading cause of death, was 
55,664, with a death rate of 26.1 and an age-adjusted 
death rate of 16.6.! 

Violent deaths are the leading cause of mortality 
among people aged 1-39 (see table 1). In some young 
age groups, violent deaths are a tenfold greater cause 
of mortality than the next leading cause of death. Fig- 
ure 1 shows the three leading causes of death for 1975 
by age groups. This figure demonstrates that cardio- 
vascular disease and neoplasms kill primarily middle- 
aged and older adults, i.e., those who have already 
lived much or all of their expected life. Violent deaths, 
on the other hand, have relatively greater impact on 
adolescents and young adults, i.e., persons who have 
lived little of their expected life. 


TRENDS IN VIOLENT DEATHS OVER TIME? 


Violent deaths may also be studied as a cause of 
mortality over time, keeping in mind both the com- 
parability problems with the categories of national 
mortality data as well as changes in the agé structure 
of the population (10, 11). Extensive work exists on 
the comparability problems and comparability ratios 
for the decennial list revisions of the International 
Classification of Diseases for the data under dis- 
cussion (10, 11). The mortality rates for violent deaths 
have tended to decrease from 1900 to 1975, and they 
tend to parallel the increases and decreases found in 
suicide rates even though suicide rates make up less 
than 2076 of the violent death rate (12, 13). The age- 


Tables 1 and 2 and figures 1 and 2 list causes of death and the 
disease category numbers of the Eighth International Classification 
of Diseases, Adapted, 1965, as follows: major cardiovascular dis- 
eases (390-448), malignant neoplasms (140-209), violent deaths (sui- 
cide, E950-E959; homicide, E960-E978; accidents, E800-E949: 
deaths due to injuries undetermined whether accidentally or pur- 
posefully inflicted, E980-E989 [E980-E989 was begun in the United 
States in 1968]). Data on the number of deaths and death rates are 
from reference 8 and unpublished data from the National Center for 
Health Statistics. Data on age-adjusted death rates are from refer- 
ence 8 and unpublished data from the National Center for Health 
Statistics. Age-adjusted death rates were computed by direct meth- 
od, using as the standard population the age distribution of the total 
population of the United States in 1940. The age-adjusted death rate 
for violent deaths does not include E980-E989; the mortality rate for 
E980-E989 in 1975 was 2.3 per 100,000 population (unpublished 
data, National Center for Health Statistics). 

TThe data presented here include violent deaths that occurred in 
all U.S. states which participated in federal registration of deaths 
(death registration states), 1900-1932, and violent deaths which oc- 
curred in all U.S. states, 1933-1975 (with Alaska added in 1959 and 
Hawaii in 1960). 
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FIGURE 1 l l 
Mortality Rates for the Three Leading Causes cf Death in the United 
States in 1975, by Age Group? 
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are from reference 9. The disease category numbers of tie Eighth Interna- 
tional Classification of Diseases, Adapted, 1965, for these causes of death 
are as follows: major cardiovascular diseases. 390-448; mzltgnant neoplasms, 
140-209; violent deaths, E950-E959, E960-E978, E300-E94€ and E980-E989. 


adjusted mortality rates for violent deaths zlso showed 
a decrease between 1900 and 1975 (see figure 2) (14-17, 
and unpublished data from the National Center for 
Health Statistics) (age-adjusted death rates were com- 
puted by direct method, using as the stendard popu- 
lation the age distribution of the total population of the 
United States in 1940). In 1900 violent deaths were on- 
ly one of many important causes of death, with the 
age-adjusted mortality rate for violent deaths ranking 
behind the rates for major cardicvascular diseases, in- 
fluenza and pneumonia, tuberculosis, gastritis and en- 
teritis, and nephritis and nephrosis (10). Throughout 
the 20th century, as other causes of mortality have 
been more successfully controlled, violent deaths have 
emerged as one of the three leading causes of death 
(10, 14, and unpublished data from the National Cen- 
ter for Health Statistics). Cardiovascular diseases 
have ranked first (initial increase after 1900, sub- 
sequent leveling off, then a decline since the 1960s); 
malignant neoplasms, second (increase slowly since 
1900); and violent deaths, third (decrease since 1900) 
(see figure 2). 

Mortality trends over time have shifted markedly for 
the separate components of violent deaths, i.e., sui- 
cides, homicides, and accidents. Suicide -ates have in- 
creased in years of economic depressicr (especially 
during the early 1930s), decreased during World Wars 
I and II, decreased during the 1950s, and recently in- 
creased. Suicide rates for men increase with age and 
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TABLE 1 
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1975 U.S. Mortality Rates Per 100,000 Population for the Three Leading Causes of Death Among People Aged 1-394 


Age (years) 


Cause of Death 1-4 
Violent deaths 


(E950-E959, E960-E978, E800-E949, E980-E989)* . 31.8(1)* 
Congenital anomalies (740-759) 8.9(2) 
Malignant neoplasms (140-209) 5.5(3) 


Major cardiovascular diseases 
(390-448) 


5-9 10-14 15-19 20-24 25-29 30-34 35-39 
18.6(1) 21.001)  76.5(1)  101.5(1)  88.3(1)  76.0(1)  74.9(1) 

2.4(3) 
5.4(2) 4.3Q) 6.0(2) 7.6(2)  11.4(2)  19.2(29)  35.5(3) 
1.7(3) 3.4(3) 5.4(3) 8.9(3)  Á 18.13)  43.0(Q) 


*Data on the number of deaths are from reference 8; data on population for rate derivation are from reference 9. 
"Numbers in parentheses after causes of death are the disease category numbers of the Eighth International Classification of Diseases, Adapted, 1965. 


"Ranking of leading causes of death appears in parentheses. 


FIGURE 2 
Age-Adjusted Death Rates for the Leading Causes of Death in the 
United States, 1900-1975? 
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?Data are from references 8, 12-14, and unpublished data from the National 
Center for Health Statistics. Age-adjusted death rates were computed by 
direct method, using as the standard population the age distribution of the 
total population of the United States in 1940. The disease category numbers 
of the Eighth International Classification of Diseases, Adapted, 1965, for 
these causes of death are as follows: influenza and pneumonia, 470-479, 
480-486; major cardiovascular diseases, 390-448; malignant neoplasms, 
140-209; violent deaths, E950-E959, E960-E978, and E800-E949; and tu- 
berculosis, 010-019. For comparability of mortality statistics for the decen- 
nial list revisions of the International Classification of Diseases for each 
cause of death, see the sources of data (references 8, 12-14, ard unpub- 
lished data from the National Center for Health Statistics) and references 
3 and 6. The age-adjusted death rate for violent deaths does not include 
E980-E989; the mortality rates (total) for E980-E989 had a range of 2.1-2.6 
(per 100,000 population) over the years 1968-1975. 


are higher than those for women by a ratio of 2-3:1. 
The highest suicide rates for women are in the middle- 
age period (35-64 years), while younger and older 
women have lower rates. Suicide rates for whites tend 
to be higher than those for nonwhites (7, 13, 15, 18). 
Homicide rates gradually increased from very low lev- 
els in 1900 to peaks during the Depression of the 1930s, 
declined rapidly until the mid-1940s, decreased during 
the 1950s, and then increased so that current homicide 
rates for most age groups of both sexes are as high or 


TABLE 2 
Total Years of Expected Life Lost in 1975 in the United States, by 
Cause of Death? 


Cause of Death Years of Life Lost 
Violent deaths (E950-E959, E960-E978, 

E&00-E949, E980- E989)^ 4,651,738.5 
Major cardiovascular diseases (390—448) 3,602,498 
Malignant neoplasms (140-209) 2,723,431.5 
Cirrhosis of liver (571) 454,876.5 
Influenza and pneumonia (470-474, 480-486) 278,337.5 
Congenital anomalies (740-759) 195,651.5 
Diabetes mellitus (250) 181,698.5 
Bronchitis, emphysema, asthma (490-493) 125,057 
Nephritis and nephrosis (580-584) 60,710 


? Years of expected life lost are measured against a life expectancy of 70 and 
calculated for ages 1-70. Mortality figures are reported by 5-year age inter- 
vals, and the number of years of expected life lost for the average year 3: that - 
interval is multiplied by the number of deaths in the intervals to give the 
number of years of expected life lost (e.g., for 1,000 deaths in the 20-24 year 
interval, 22 is the average age, 70 years is the life expectancy, so there are 48 
years of expected life lost. 48 years lost X 1,000 deaths — 48,000 years cf life 
lost for the 20-24 interval). The years of expected life lost for each S-year age 
interval from 1-70 (i.e., 1-4, 5-9, 10-14) are then added to give total years of 
expected life lost for the cause of death being studied. 

‘Numbers in parentheses after causes of death are the disease category aum- 
bers of the Eighth International Classification of Diseases, Adapted, 1365. 


higher than those previously recorded in the Urited 
States. Homicide rates for men are consistently higher 
than those for women (ratio of about 4:1), and for both 
sexes the 25-34-year-olds have the highest homicide 
rates, followed by 35-44-year-olds and 15-24-year- 
olds, respectively. The homicide rates for nonwhites 
have been about 8-15 times greater than those for 
whites (7, 13, 16). Mortality rates for accidents are 
higher than those for suicide and homicide. Mortality 
rates for motor vehicle accidents have gradually in- 
creased during the 20th century, while death rates for 
accidents excluding motor vehicles have shown a slow 
decrease. Accident rates for men have been consis- 
tently higher than those for women (ratio ranging from 
5:1 in the younger groups to 2:1 in the older groups); 
accident rates for nonwhites tend to be higher than 
those for whites (7, 13, 17). 

Trends in violent deaths among the young are of par- 
ticular interest (7, 19). The rate of violent deaths 
among 15-24-year-olds is now higher than ever record- 
ed for this age group in the United States (13, 15-17). 
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Over the 15-year period 1961-1975, the suicide and 
homicide rates for 10-24-year-olds more than doubled 
and were as high or higher than those previously re- 
corded (7, 13, 15, 16, 18, 19). However, death rates for 
motor vehicle accidents and accidents excluding mo- 
tor vehicles among those age groups showed little 
overall change from 1961 to 1975 (7, 13). 


QUANTITY OF EXPECTED LIFE LOST BY 
VIOLENT DEATHS 


Another measure of the importance of.various caus- 
es of mortality is the amount of expected life lost by 
specific causes of death. As Lalonde (20) noted, the 
causes of death in old age have an overwhelming im- 
pact on total figures and thus obscure the relative sig- 
nificance of deaths that come before their time. The 
indicatcr termed ‘‘amount of expected life lost” helps 
to distinguish between those causes which tend to kill 
people before they have reached their prime of life and 
those causes which tend to kill people who have com- 
pieted an average life span. The amount of expected 
_ life lost, therefore, highlights the diseases of the 
~ young, i.e., those who have most of their life ahead of 
» them. This indicator is particularly important in sug- 
< gesting directions for health services and research pro- 
.,grams. 
X : To ascertain and measure the principal causes of 
` early death, calculations have been made of the years 

of potential life lost due. to each cause, measured 
against a life expectancy of 70 years and eliminating 
causes of infant mortality (20). Table 2 shows that vio- 
lent deaths are responsible for more years of expected 
life lost than any other cause of mortality. There are no 
major changes in the pattern of the data in table 2 if 
infant mortality (ages 0-1 year) is retained, except that 
congenital anomalies are then ranked fourth. 


DISCUSSION 


Violent deaths are the leading cause of death for 
more than the first half of the normal life span. In addi- 
tion, more expected life is lost through violent deaths 
than through the other leading causes of mortality such 
as cardiovascular disease and neoplasms. 

However, the evidence presented here calls into 
guestion popular theories that the violent death rate 
has increased during the 20th century. Contrary to 
popular opinion, the mortality rate from violent deaths 
has not increased but, rather, has tended to decrease, 
with fluctuations similar to those of suicide rates (12, 
13). Thus the emergence of violent deaths as a leading 
cause of mortality is due to a decrease in the impor- 
tance of other causes rather than to an increase in the 
rate of violent deaths. Death rates due to motor ve- 
hicle accidents have increased since the early part of 
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the century; death rates for all other accidents have 
decreased; suicide rates are about the same; and homi- 
cide rates have increased. Among certain young age 
groups, however, the data do suggest ar. increase in 
the rate of violent death. The violent death rate for 15- 
24-year-olds is higher than that previously recorded, 
and suicide and homicide rates among 5-14 and 15-24- 
year-olds are as high as or higher than previous record- 
ings (7, 13, 15, 16, 18, 19). Various relationships exist 
between suicide, homicide, and accidents: all are vio- 
lent deaths, and homicide and accidents may to some 
extent represent suicidal tendencies through selt-im- 
posed risks and self-destructiveness. There are paral- 
lels over time between suicide and homicide rates, 
while the time trends for accident rates tend to be con- 
siderably different. 

Thus a major problem facing society and the health 
sciences in the latter part of this century is one of un- 
derstanding violent deaths in general and suicidal ten- 
dencies in particular. Preventive, research, and thera- 
peutic programs may benefit from these data, which 
give evidence of the importance of the violent death 
problem, particularly in the young. Self-imposed risks 
and self-destructiveness appear to be major factors un- 
derlying many violent deaths. Unless self-imposed 
risks are reduced and strategies tor understanding and 
curbing self-destructiveness are establisked, the mor- 
tality rates and years of expected life lost due to vio- 
lent deaths will probably not be significantly im- 
proved. | 
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Perceived Statutory Applicability Versus Clinical Desirability of 
Emergency Involuntary Hospitalization 


BY MICHAEL A. PESZKE, M.D., GLENN G. AFFLECK, PH.D., AND RONALD M. WINTROB, M.D. 


The authors used a questionnaire survey conducted by 


mail in 1975 to assess psychiatrists’ perceptions of the 
applicability of two jurisdictions' statutes for 
emergency involuntary hospitalization and the 
desirability of such hospitalization in four case 
vignettes. The great majority of the 287 respondents 
agreed that the statutes were applicable and 
hospitalization was desirable for individuals who were 
at risk for suicide and who were psychotic. Most of 
them also agreed that such hospitalization was neither 
legally applicable nor desirable for nonpsychotic, 
nonsuicidal people. Their perceptions of applicability 
versus desirability differed, however, regarding people 
who were nonsuicidal but psychotic or nonpsychotic 
but suicidal. 
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n a previous paper we reported the findings of a sur- 
| [eie of psychiatrists’ familiarity with emergency 
commitment statutes (1). In this paper we report a 
finding of a significant discrepancy between perceived 
statutory applicability and clinical desirability of ccm- 
mitment in the group of psychiatrists surveyed for the 
earlier paper. 

Involuntary psychiatric treatment of an individual 
who is not a criminal constitutes implementation of so- 
cial and public policy considerations that have long 
historical antecedents (2). Civil commitment in most 
instances is initiated in the emergency room through a 
certificate that, although it may have different names 
in different jurisdictions, is In essence emergency in- 
voluntary hospitalization. Unlike most other mecical 
interventions that have general social significance, the 
policy relative to emergency commitment has been de- 
fined and legislated in a language alien to most physi- 
cians and with relatively little medical input. Some of 
the tribulations faced when psychiatrists try to com- 
municate their views on emergency commitment were 
well described by Victoroff (3). In addition, legal deci- 
sions that further regulate or limit the intent of the law- 
makers are written in terms that fail to provide practi- 
cal guidelines on which to base clinical decisions. 

The dilemma confronting the psychiatric clinician is 
how to resolve the differences among the expectations 
of society, statutory criteria, and his or her own pro- 
fessional ethics and expertise. In this paper we will fo- 
cus on the responses of psychiatrists to questions re- 
garding the clinical management of hypothetical cases. 
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The questions were posed in terms of the clinical desir- 
ability of emergency involuntary commitment and the 
extent to which the hypothetical case met the statutory 
criteria for such commitment as understood by the re- 
spondents (the perceived statutory applicability). 


METHOD 
Sample Selection 


We mailed survey questionnaires to all members of 
the American Psychiatric Association with mailing ad- 
dresses in Connecticut or in Washington, D.C. Fol- 
low-up questionnaires, Mailgrams, and telephone con- 
tacts constituted our efforts to achieve an accept- 
able return rate. Differential follow-up efforts in the 
two jurisdictions resulted in return rates of 54.6% 
(N=207) for the Connecticut sample and 24.8% 
(N =87) for the District of Columbia sample. Data were 
gathered between March and September 1975. 


The Survey Instrument 


Items in the survey questionnaire covered a broad 
range of questions pertaining to emergency in- 
voluntary commitment. Specifically, eight versions of 
a case vignette were used. Each vignette was ran- 
domly assigned the following factors: 1) presence or 
absence of a suicide attempt, 2) presence or absence of 
psychotic symptomatology, and 3) lower-class or up- 
per-middle-class socioeconomic status. Each respon- 
dent was asked to judge one vignette. The respondent 
was told to put himself or herself in the role of a psy- 
chiatric consultant called to the emergency room to 
evaluate a female patient in her late 50s, otherwise in 
good health, who had been brought to the emergency 
room by friends as a result of either overdose with 30- 
10 mg of diazepam (Valium) (suicide condition) or ap- 
parently recent erratic behavior (no suicide condition). 
The patient was either experiencing auditory hallucina- 
tions of a deprecatory nature (psychosis condition) or 
showed evidence of having a long-standing marital 
problem (no psychosis condition). Respondents were 
further informed that the patient was the wife of a la- 
borer (lower-class condition) or the wife of a business 
executive (upper-middle-class condition). 

The respondents were advised that the rest of the 
patient's history was noncontributory and that at- 
tempts to reach the patient's family had been unsuc- 
cessful. In each version it was stated that the patient 
refused to follow advice for a voluntary admission to 
the psychiatric unit of a general hospital. Respondents 


were acvised that all appropriate clinical and social in-. 


terventions had been attempted and that they were left 
with only two alternatives: 1) allow the patient to sign 
out against medical advice or 2) initiate an emergency 
involuntary hospitalization certificate to a facility in 
which the quality of care could be assumed to be ade- 
quate. 
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Following presentation of the case description, re- 
spondents were asked 1) whether the Lypothetical 
case fulfilled the statutory criteria of the respondent's 
jurisdiction for initiating an emergency certificate and 
2) whether or not it was desirable to commit the pa- 
tient for hospitalization regardless of the respondent's 
perception of the legal requirements. 


RESULTS 


Because there were no significant differences in re- 
sponses to the vignette according to the patient's so- 
cial class, data from both social class conditions were 
collapsed for the purpose of data analysis. Table 1 
presents our findings by case characteristic and juris- 
diction. The percentages illustrate the frecuency of af- 
firmative responses to the perceived applicability of 
the statutes concerning emergency involuntary hospi- 
talization and to the clinical desirability of instituting 
such hospitalization in each case. The strategy of anal- 
ysis of these data was to compare selected frequencies 
for perceived statutory applicability and clinical desir- 
ability within, between, and across both j.irisdictions. 
T tests of significance for percentage differences were 
applied to these data in the manner recoramended by 
Sokal and Rohlf (4). Onlv those t values wi:ch reached 
at least a .05 level of significance are repor-ed below. 


Clinical Desirability of Emergency Hospitalization 


Only a small percentage of respondents favored hos- 
pitalization when the case vignette involved no suicide 
and no psychosis, but an overwhelming majority of re- 
spondents recommended hospitalization in the case 
that did involve suicide and psvchosis Gee table 1). 
The question of desirability of hospitalization for the 
case involving psychosis but no suicide and the case 
involving suicide but no psychosis genera: ed the great- 
est degree of disagreement among the respondents to 
the questionnaire. | 

Respondents in both jurisdictions combined were 
equally divided as to whether to recommend hospital- 
ization for the vignette involving suicide but no psy- 
chosis (48.1%) and that involving psychosis but no sui- 
cide (46.2%). Between-jurisdiction differences in the 
frequency of affirmative response to these two cases 
were significant (see table 1). No significant dif- 
ferences between the jurisdictions were “ound for the 
vignettes involving no suicide and no psy~hosis-or sui- 
cide and psychosis. 


Perceived Statutory Applicability of Emerzency 
Hospitalization 


= As with the factor of desirability of hcspitalization, 
respondents in both jurisdictions viewed the vignettes 
involving no suicide and no psychosis as least likely to 
meet the statutory criteria and the vigne*tes involving 
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TABLE 1 
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Percent? of Positive Responses of 294 Psychiatrists to Questions on Emergency Involuntary Hospitalization, by State 


Connecticut (N =207) 


Hospitalization 
Statute 
Type of Case Vignette Applicable 
No danger of suicide and no psychosis present 30.0 
Psychosis but no danger of suicide present 60.0 
Danger of suicide but no psychosis present 95.6 
Danger of suicide and psy:hosis present 94.1 


District of Columbia (N87) 


Hospitalization 
Hospitalization Statute Hospitalization 
Desirable Applicable Desirable 
7.3 8.7 13.0 
50.0 40.0 35.3 
44.7 75.0 51.8 
86.8 92.9 75.0 


*Percentages computed from he number of responses for each specific vignette, ranging from 45 to 55 for Connecticut and 16 to 30 for the District of Columbia. 


suicide and psychosis as fulfilling the legal require- 
ments for emergency hospitalization (see table 1). 
Again, the vignettes involving psychosis but not sui- 
cide and suicide but not psychosis elicited the most 
disagreement. Virtually all of the Connecticut psychia- 
trists who evaluated the case involving suicide but not 
psychosis believed the statutory criteria were met, but 
only 60% thought the case involving psychosis but not 
suicide met statutory criteria (t—6.13, p<.001, df=89). 
The same difference was found in the responses of the 
psychiatrists in the District of Columbia (t=2.%6, 
p<.001, df=41). 

In the case involving suicide but not psychosis, sig- 
nificantly more Connecticut psychiatrists than District 
of Columbia psychiatrists viewed the statute as appli- 
cable (t=3.53, p<.001, df=72). In the cases involving 
psychosis but not suicide and suicide but not psycho- 
sis, the frequencies of affirmative responses of Con- 
necticut and District of Columbia psychiatrists did not 
differ significantly. Finally, Connecticut psychiatrists 
who evaluated the case involving no suicide and no 
psychosis were signiicantly more likely to view this 
case as fulfilling the statutory criteria than were their 
District of Columbia counterparts (t=1.92, p<.05, df 
=71). 


Perceived Statutory Applicability Versus Clinical 
Desirability 


Among Connecticut respondents, afirmative replies 
to perceived applicatility of the statute were signifi- 
cantly more frequent than affirmative replies to the 
clinical desirability of emergency hospitalization 
(69.8% versus 46.8%, 1=6.18, p<.001, df=186). Signif- 
icant distinctions among Connecticut respondents be- 
tween applicability and desirabilitiy were evident in 
their evaluations of both the case involving suicide and 
no psychosis (t=2.52, p<.05, df=50) and the case in- 
volving suicide but nct psychosis (t=8.09, p<.001, df 
=45) (see table 1). It t noteworthy that no significant 
differences .between applicability and desirability re- 
sponses were found in the District of Columbia data, 
but there was a trend zor District of Columbia respon- 
dents to recognize the applicability of the statute to a 
greater degree than the desirability of involuntary hos- 
pitalization. 


DISCUSSION 


The respondents were given a variety of case vi- 
gnettes that ranged from social adjustment and coping 
problems (no suicide/no psychosis) to a case that in- 
volved both psychotic and suicidal behavior. The four 
case vignettes were picked to illustrate some of the 
problems that clinicians typically confront in the emer- 
gency room and to demonstrate increasing social and 
behavioral disruption as well as comparable increase 
of psychopathology. 

The percentage of affirmative responses for clinical 
desirability and perceived statutory applicability from 
both jurisdictions was least for the vignettes involving 
no suicide and no psychosis and highest for those in- 
volving both suicide and psychosis. The standards for 
emergency involuntary hospitalization in both juris- 
dictions at the time of the study were limited to the 
presence of mental illness in conjunction with dan- 
gerousness to self or others in Connecticut and with 
likelihood of injury to self or others in the District of 
Columbia. Suicide certainly would appear to meet the 
dangerousness/injury criterion. Psychosis would be 
teken as sufficient clinical evidence of mental illness 
on both statutory and clinical grounds. 

The very high frequency of affirmative responses for 
the vignette involving both suicide and psychosis can 
be seen as a logical application of the dangerousness/ 
injury criterion. The presence of a psychotic process 
that is assumed to impair a patient’s ability to make 
informed decisions adds to this high affirmative re- 
sponse rate on clinical as well as statutory grounds. 

The wide variation in responses to vignettes in- 
volving suicide but no psychosis and psychosis but no 
suicide and the lack of consensus among our sample 
illustrate the problems and concerns facing clinicians 
in making decisions about emergency involuntary hos- 
pitalization. The legal standard of dangerousness/in- 
jury to self is reflected in the high percentage of affirm- 
ative responses to the perceived statutory applicability 
in the vignette involving suicide but no psvchosis. For 
the vignette involving psychosis but no suicide the 
rates of affirmative responses to perceived statutory 
applicability dropped. 

The differences in perceived statutory applicability 
between the cases involving suicide but no psychasis 
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and those involving psychosis but no suicide were sta- 
tistically significant. The respondents appeared to be 
answering on the basis of a conviction that ‘suicide is 
equated with danger/injury to self but that psychosis 
by itself is not a sufficiently persuasive statutory crite- 
rion. 

Our findings for the vignette involving psychosis but 
not suicide point out the dilemma of medical concern 
about mental illness: what legal risks and ethical issues 
are raised when a psychotic person refuses inpatient 
treatment but the clinician lacks or is unclear about his 
or her statutory authority to institute emergency in- 
voluntary hospitalization procedures? This dilemma is 
reflected in our findings that the percentage of affirm- 
ative responses for this vignette was significantly 
lower for perceived statutory applicability than it was 
in the vignette involving suicide but not psychosis. In 
the psychosis but no suicide case, however, there was 
little difference between perceived statutory appli- 
cability and clinical desirability. 

The trend in the direction of a lower percentage of 
affirmaiive responses to the clinical desirability of 
emergency involuntary hospitalization than to its stat- 
utory applicability in all of the vignettes except that 
involving suicide and psychosis can be explained as 
evidence of clinical conservatism. It could also be that 
the conservatism is relative and caused by an er- 
roneous perception of the applicability of civil com- 
mitment statutes to cases that would in fact be outside 
the legislative statutory interpretation or intent. This 
line of argument is supported by our earlier, limited 
research, which indicated that practicing psychiatrists 
had an incomplete knowledge of emergency in- 
voluntary hospitalization statutes in the jurisdiction in 
which they practiced (1). 

In the vignette involving psychosis but not suicide 
the difference between Connecticut respondents and 
District of Columbia respondents was significant with 
respect to perceived statutory applicability, but the 
difference between the respondents in each juris- 
diction in clinical desirability was a statistically non- 
significant trend. We would suggest that one possible 
explanation for this trend could be the different histori- 
cal development of the statutes in Connecticut and in 
the District of Columbia and the fact that Washing- 
ton’s standard of likelihood of injury to self or others is 
more restrictively interpreted than is Connecticut’s 
standard of dangerousness. 

We need to emphasize that although the percentage 
of affirmative responses is given, the obverse of these 
findings is that 40% of the psychiatrists in Connecticut 
and 50% of those in the District of Columbia who par- 
ticipated in the study were of the opinion that the case 
involving psychosis but not suicide did not meet the 
statutcry criteria for emergency involuntary hospital- 
ization. Furthermore, 50% of Connecticut and 64% of 
District of Columbia respondents also expressed the 
opinion that emergency involuntary commitment was 
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not clinically desirable in that case. Our findings thus 
indicate an almost equal distribution of responses be- 
tween proponents and opponents of emergency com- 
mitment for a psychotic but nonsuicidal individual. In 
comparing responses to the case involving both sui- 
cide and psychosis and the case involving psychosis 
but not suicide, suicide is also the crucial variable for 
perceived statutory desirability. 

Approximately half of the clinicians surveyed ex- 
pressed the opinion that the risk of suicide in the ab- 
sence of evidence of impaired judgment (psychosis) is 
to be accepted as the individual’s right znd does not 
justify involuntary commitment. The data raise some 
provocative and fundamental questions. Are psychia- 
trists so committed to a concept of free wiil and free 
choice that half of these respondents did not accept the 
desirability of compulsory hospitalization in cases in- 
volving the risk of suicide but no psvchosis? Did these 
réspondents share a conviction that even psychotic 
and irrational patients have some, perhaps even con- 
siderable, ability to undertake personal choices and 
would therefore not institute emergency commitment 
procedures for psychotic patients who were not sui- 
cide risks? 

It might be that most practicing psychiatrists are 
aware that only a small number of psychotic patients 
need to be compulsorily treated and that the actual 
number of committed patients is only a small minority 
of all psychotic patients. Many would contend that the 
mentally ill person who is committed to a psychiairic 
facility is not committed so much becaus2 of the sever- 
ity of his or her illness but because he or she has run 
out of alternative options in society. A similar argu- 
ment could be advanced for suicidal patients. Suicide 
is of constant concern to psychiatrists, but most are 
aware that there is a tendency to overpredict and over- 
react to threatened suicide. 

In summary, it would appear that the psychiatrists 
who responded to our questionnaire differentiated be- 
tween psychotic and nonpsychotic and »etween sui- 
cidal and nonsuicidal patients. It would also appear 
from the study that the respondents' opinions on the 
clinical management and desirability of civil com- 
mitment were different for the cases involving psy- 
chotic versus nonpsychotic patients arc for suicidal 
versus nonsuicidal patients. There was z high degree 
of concordance in the responses between both juris- 
dictions for the clearcut cases. The deta for clinical 
desirability and statutory applicability for civil com- 
mitment of the psychotic and nonsuicidal and the sui- 
cidal and nonpsychotic vignettes elicited the highest 
degree of disagreement. 
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Assessing the Acute Inpatient Psychiatric Needs of the State 


Hospital Patient 


BY PAUL G. COTTON, M.D., AND LEE B. MACHT, M.D. 


Regulators have a major opportunity to enhance the 
community care of former state hospital patients 
through their power to authorize additional general 
hospital psychiatric beds. The authors propose a series 
of clinical criteria for such regulators based on a 
review of state hospital admissions. These include 
provisions for patients who have chronic illness with 
repeated hospitalizations, who are involuntarily 
admitted, who have alcoholism, and who are 
impoverished. Further implications for general 
hospital units include specific changes in their 
treatment strategy, their links to facilities for 
ambulatory patients, and their provisions for staff 
education and support. 


s long ago as 1961, the Joint Commission on Men- 
tal Illness and Health (1) recommended that all 
general hospitals in the nation with over 100 beds have 
an inpatient psychiatric unit. These units would en- 
hance the concept of coordinated comprehensive serv- 
ices by offering inpatient care in low-stigma general 
hospital units geographically close to patients’ homes. 
The increasing number of former state hospital pa- 
tients residing in the community should also be able to 
benefit from these units when the need for rehospitali- 
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zation occurs. However, in some areas there are in- 
sufficient general hospital beds to meet inpatient psy- 
chiatric needs; yet bed expansion is limited by a varie- 
ty of regulations designed by departments of public 
health to reduce the high cost of inpatient care and to 
prevent the oversupply of medical and surgical beds. 
Although these departments exercise the major regula- 
tory power and responsibility for setting criteria for 
expansion of the number of beds, they are frequertly 
uneducated about the clinical needs of psychiatric pa- 
tients. This lack of pertinent information can be a ma- 
jor impediment to quality community care for the 
former state hospital patient. 

This article proposes the factors to be considered in 
determining the need for additional general hospital 
psychiatric beds that can serve the former state hospi- 
tal patient. Any view of the inpatient needs of this 
group must include a careful review of the character- 
istics of patients who had previously used the state 
hospital inpatient facility. In addition, the regulatory 
agency should require that the prospective recipient of 
new community beds demonstrate its capacity to meet 
these patients' needs. 


CRITERIA FOR CURRENT BED NEED 


In Massachusetts there is a substantial oversuprly 
of general hospital beds in many medical specialties. 
The Department of Public Health has therefore 
adopted a conservative standard for general hospital 
psychiatric beds. It does not allow any increase 
beyond the current fixed number (0.44 beds per 1,000 
adult population). This ceiling on new beds conflicts 
with the need for new resources created by the Depart- 
ments of Public Health and Mental Health, which en- 
courage the provision of new community beds for the 
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former state hospital patient. To resolve this conflict, 
the Public Health Council staff accepted the need for 
one additional bed for acute patients for every two 
state hospital beds that are closed. . 

This mandate was a helpful first step in providing 
needed community care for this population. However, 
the regulators should go one step further. They have a 
unique opportunity to authorize new general hospital 
beds only for those acute facilities which agree to meet 
the special clinical needs of the former state hospital 
patient. Standards could be set to ensure bed availabil- 
ity specifically to state hospital patients. We have de- 
veloped a series of suggestions for these standards 
from a review of patients admitted to the state hospital 
unit from our area. 

The inpatient psychiatric needs of Cambridge and 
Somerville are served by a central inpatient admitting 
facility in the Cambridge. Hospital. Every effort is 
made to hospitalize patients in need of inpatient care in 
the general hospital unit, regardless of the patient’s in- 
surance. Voluntary status and bed availability are the 
two criteria that determine eligibility for admission to 
the general hospital unit. 

In 1977, the 22-bed general hospital unit admitted 
almost 400 patients, and 615 patients were admitted to 
the 120-bed state hospital unit. Since the general hos- 
pital] unit operated at 96% of bed capacity, it appeared 
that the state hospital admitted a large number of 
‘“‘overtlow’’ patients. We were interested in this over- 
flow population. Would they have been suitable admis- 
sions to the general hospital unit if bed space had been 
available? We hypothesized that a review of the 1977 
admissions to both units, and particularly the state 
hospital unit, would provide valuable data about the 
clinical needs of the patients who could be served 
if additional psychiatric beds were available in the 
community. 

A comparison of the demographic profiles of pa- 
tients admitted to both units showed marked similar- 
ities. Patients were predominantly single, of the lowest 
socioeconomic class, frequently unemployed, schizo- 
phrenic (more than one-third), and lived alone after 
discharge. Forty percent of the patients admitted to 
the general hospital unit had a history of at least one 
hospitalization in the state hospital. Therefore it was 
clear that both units were admitting a large group of 
seriously ill, impoverished patients. The issue of in- 
voluntary and voluntary status was the major dif- 
ference between the two populations. Forty-three per- 
cent of all state hospital admissions were involuntary. 
But 90% (excluding court referrals) of these patients 
converted rapidly to voluntary status. 

Examination of these patient populations raises the 
following questions, which should be asked of existing 
general hospital units applying to expand and to new 
units applying for inpatient beds. 

1. Does the applicant accept patients who are ‘‘re- 
peaters’’ and patients who have a chronic course of 
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illness? These are among the most difficult patients to 
treat. Chronic illness, with its prolonged course, com- 
plications, lack of noteworthy improvement, and fre- 


quent readmissions, places burdens both on our medi- 


cal technique and on the staff that cares for such pa- 
tients. They are most deserving of a thorough 
evaluation in a setting close to their homes, since a 
community setting often reduces the length of in- 
patient stay by allowing easier geographic return to 
and more closely coordinated community ambulatory 
treatment. Staff in such settings must have the matu- 
rity to care for the chronically ill patient without ex- 
pressions of frustration that are potentially damaging 
to the patient. Such a staff is not commonly found in 
the state hospital. General hospital units have an ad- 
vantage in staff recruitment and selection because of 
flexibility in hiring and funding as well as more attrac- 
tive settings. 

2. Does the applicant accep! patients who are ini- 


tially involuntary? Forty-three percent of our state 


hospital patients were admitted involun-arily and rap- 
idly switched to voluntary status. These patients could 
have been treated in acute community units that ac- 
cepted short-term involuntary admissions. Such pa- 
tients require a high staff-to-patient ratio, special train- 
ing for staff, and a unit administration that helps with 
the particular treatment, légal, and affective issues in- 
volved in an involuntary treatment setting. With such 
supports the essential therapeutic espects of the tradi- 


tional open-door general hospital uniz can be pre- 


served while aiding this new patient group. 

3. Does the applicant have well-developed links to 
ambulatory services that treat seriously disturbed pa- 
tients? Almost two-fifths of our patients have schizo- 
phrenia, and many patients have a chronic course of 
illness. Adequate ambulatory treatment after hospital- 
ization can play an important role in aicing the patient 
and preventing rehospitalization. The major providers 
of ambulatory services should be reliably connected to 
the inpatient psychiatric service. This caa be achieved 
if the inpatient unit is in the community in which the 
aftercare takes place and if the unit either provides am- 
bulatory treatment to its discharged petents or has a 
systematic method to refer patients to affiliated set- 
tings. 

4. Does the applicant treat patients with alcohol- 
ism? One-quarter of the patients admitied to the state 
hospital had a primary diagnosis of alcoholism. They 
were frequent repeaters; in 1977, 99 people admitted 
with a diagnosis of alcoholism represented 238 admis- 
sions. We do not advocate treating all patients with 
alcoholism in acute psychiatric facilities; yet the more 


seriously disturbed patients with alzoholism need 


acute psychiatric care. More than oae-third of the 
state hospital alcoholics had schizophrenia. Others 
had affective disorders, serious neurological diffi- 
culties, and severe personality disorders. To make a 
significant move away from the state hospital care, the 
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community must have the capacity to offer inpatient 
treatment to the severely disturbed psychiatric patient 
with alcoholism. 

5. Do existing community facilities treat impover- 
ished patients? Our data on socioeconomic class, liv- 
ing situation after discharge, and employment point to 
a group of patients who have few, if any, financial re- 
sources. Successful deinstitutionalization requires that 
community facilities take sufficient numbers of pa- 
tients with Medicaid or no insurance. 


IMPLICATIONS FOR THE GENERAL HOSPITAL 
UNIT 


There are serious administrative and clinical diffi- 
culties in treating impoverished, severely ill, in- 
voluntary patients in a general hospital unit. Our expe- 
rience on the inpatient psychiatric service at the Cam- 
bridge Hospital has shown that treatment of the former 
state hospital patient can take place in a general hospi- 
tal unit. In a previous paper (2), we outlined the modi- 
fications necessary in the usual inpatient treatment 
protocol in order to investigate the more chronic, diffi- 
cult to manage, perhaps ‘‘less interesting’’ former 
state hospital patient and reduce the number of those 
patients transferred from the general hospital unit to 
the state hospital. Retraining and supervision needs of 
the staff are also addressed. A treatment strategy for 
former state hospital patients includes three com- 
ponents: 1) a meticulous review of previous inpatient 
treatment; 2) provision of concrete discharge needs, 
including planning for posthospital housing, finances, 
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employment, and leisure-time activities; and 3) ccnti- 
nuity of care such that the plans for ambulatory »sy- 
chiatric treatment and medication are firmly and easily 
established during a patient's inpatient stay. 

Critical staff issues include those steps which aid 
staff in developing a tolerance for chronicity and a ca- 
pacity to measure the often subtle changes seen in 
former state hospital patients. These measures include 
a carefully developed educational program, opportuni- 
ties for open staff discussion of stresses involved in 
working with such patients, and unit leadership that 
both helps and values staff work with the most severe- 
ly disturbed patients. In such an atmosphere the gener- 
al hospital staff can increase its self-esteem by helping 
a previously underserved population and by devel- 
oping a new capacity to treat severe psychiatric ill- 
nesses. 

A regulatory agency can require that a general hos- 
pital unit applying to expand demonstrate a plan to 
treat former state hospital patients. To aid this plan- 
ning process we propose new criteria that include both 
the clinical characteristics and the treatment needs of 
the former state hospital patient. It misses the point for 
regulatory agencies to propose any formula for bed 2x- 
pansion that disregards who the patients are and waat 
their inpatient needs will be. 
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This section contains 1) new research findings, including preliminary data from pilot studies, either clinical or 
laboratory; 2) worthwhile replication studies; 3) case reports that describe a truly new syndrome or cast new 
light on established ones; and 4) case reports that indicate a new therapeutic procedure of potential value or call 
attention to adverse effects of drugs or previously unreported complications of therapeutic intervextions. Pro- 
gram descriptions and literature reviews cannot be printed in this section. Criteria for format are listed in 
"Information for Contributors” in each issue; papers that do not adhere to these criteria will be re*vrned to the 


author. 


Clinical Response and Serum Neuroleptic Levels in Childhood Schizophrenia 


BY BEVERLY MEYERS, M.D., LARRY E. TUNE, M.D., AND JOSEPH T. COYLE, M.D. 


The role of neuroleptics in treating childhood schiz- 
ophrenia has remained unclear for two reasons: lack of 
precise criteria for diagnosing and defining schizophre- 
nia and inadequate methods of assessing drug re- 
sponse (1, 2). The term "childhood schizophrenia” has 
been used interchangeably with infantile autism, sym- 
biotic psychosis, and other severe behavioral distur- 
bances of infancy and childhood (3). Recently, a more 
stringent definition has been proposed stating that 
childhood schizophrenia is present when symptoms 
similar to those found in adult schizophrenia (including 
thought disorder, delusions of control, auditory hallu- 
cinations, and inappropriate affect) appear after a peri- 
od of normal childhood development (4). This defini- 
tion makes a distinction between childhood schizo- 
phrenia and infantile autism, as well as other disorders 
likely to involve CNS dysfunction. Extensive clinical 
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studies have shown that some of the symptoms found 
in adult-onset schizophrenia, especially Lallucinations 
and delusions, are specifically responsive to treatment 
with neuroleptics and that clinical resporse correlates 
with serum neuroleptic levels (5-7). Information is 
lacking, however, about the relationship between 
neuroleptic dose, serum levels, and clinical response 
in childhood schizophrenia. We studied a pre- 
adolescent male suffering from childhood schizophre- 
nia who was hospitalized and treated wiih substantial 
doses of haloperidol to determine the correlation, if 
any, between clinical response and serum levels of the 
drug. 


Case Report 


David, a 13!/2- year-old male, was admitted to Johns Hop- 
kins Hospital Child Psychiatric Service with a 2-year history 
of paranoid delusions, auditory hallucinatiors, and increas- 
ing social withdrawal. At the time of his admission his 
mother provided us with the following history. He was the 
product of normal gestation and deliverv. There was no fam- 
ily history of major psychiatric illness. David's parents were 
divorced when he was an infant and ke was raised by his 
mother, a college-educated woman. Although he developed 
normally throughout infancy and early childhood, David’s 
mother remembered that he was considered socially imma- 


‘ture at 5 years of age. Hyperactivity was noted at age 7, and 


he did not respond to treatment with stimulants. When he 
was 8 years old, David was placec in a learning disabilities 
class because of his hyperactivity; at this time he scored 86 
on a full-scale WISC IQ test. Although slow to learn initially, 
he was able to read well by age 10 and ha= developed an 
intense interest in science. At approximately age 11, David 
became increasingly isolated and suspicious, and he devel- 
oped paranoid delusions. 

Mental status examination on admission revealed a suspi- 
cious, withdrawn preadolescent male who was disoriented to 
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time and place, actively hallucinating and markedly thought- 
disordered. He felt that people were plotting against him, 
taking thoughts from his head, and controlling his mind. His 
affect was inappropriéte, and he often made bizarre state- 
ments and exhibited periodic posturing of his hands. His 
physical examination was within normal limits and no neuro- 
logic abnormalities were observed. Skull X rays were nor- 
mal, but his EEG was interpreted as showing mild, diffuse 
slowing. 

At different times curing David’s 74-day hospitalization 
we collected blood in an untreated tube by venipuncture. 
The blood was allowed to clot for 30 minutes at room tem- 
perature, and the serum was separated from the formed ele- 
ments by centrifugation. We measured serum neuroleptic 
levels by a radioreceptor assay technique, which takes ad- 
vantage of the specific competitive inhibition of neuroleptics 
in serum for the binding of [?H]spiroperidol to dopamine re- 
ceptors prepared from rat brain (8). We calculated the abso- 
lute drug level of neuroleptic in the serum sample on the 
basis of an internal standard of chlorpromazine; results are 
reported in nanograms per milliliter of chlorpromazine 


equivalents that produced the same amount of inhibition of ` 


specific dopamine receptor binding. 

We started David on haloperidol and monitored his clini- 
cal response. He exhibited modest improvement with 25 mg/ 
day of haloperidol; however, he remained disoriented, 
thought-disordered, and delusional and continued to halluct- 
nate (days 1-16). At this time, his full-scale IQ (WISC) was 
59 (verbal=69, performance=55). When his haloperidol dose 
was increased to 40 mg/day (day 17), David’s delusions and 
hallucinations subsided and he became fully oriented and so- 
cially more responsive. On 40 mg/day of haloperidol his 
serum neuroleptic levels remained relatively constant at 
about 100 ng/ml (day 19=107 ng/ml, day 25=97 ng/ml, day 
33=101 ng/ml). Repeat WISC testing at this time revealed a 
full-scale IQ of 72 (verbal=82, performance=65). We be- 
came concerned about the high dose of medication David 
was receiving, and we reduced the dose on day 35 to 25 mg/ 
day and then on day 37 to 20 mg/day. After lowering the dose 
there was a progressive recrudescence of auditory hallucina- 
tions, persecutory delusions, and inappropriate affect; and 
his serum neuroleptic levels fell 80% (day 44—14 ng/ml, day 
54=12 ng/ml). When we increased the haloperidol dose to 30 
mg/day on day 64, his hallucinations and delusions again re- 
mitted and his social interactions improved; his serum 
neuroleptic level rose to 68 ng/ml by day 74. 


Discussion 


Well-controlled studies of neuroleptic effects in 
adult-onset schizophrenia demonstrate that the funda- 
mental symptoms of the disorder, including delusions, 
hallucinations, and thought disorder, are particularly 
responsive to pharmacotherapy (9). Clinical response 
correlates with the concentration of neuroleptics in 
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serum; I.e., nonresponders exhibit low serum drug lev- 
els (5-7). The threshold for clinical response in adult 
schizophrenic patients occurs with serum levels of 50 
ng/ml of chlorpromazine or its equivalent (5, 7). Our 
case report demonstrates similarities in the symptom 
response to neuroleptic treatment in a patient suffering 
from childhood schizophrenia; therapeutic response to 
neuroleptics coincided with serum levels greater than 
50 ng/ml of chlorpromazine equivalents. The serum 
levels attained in our patient were relatively low in 
spite of the sizeable daily dose of haloperidol, anc 20- 
25 mg/day of haloperidol proved ineffective. =ng- 
elhardt and Polizos (10) have noted that in childnood 
schizophrenia symptoms emerge quite rapidly when. 
neuroleptics are reduced. These clinical observations 
are consistent with our finding that the serum levas of 
haloperidol fell markedly in the patient and symp-oms 
recurred rapidly after dose reduction. Our prelimmary 
results, which require detailed pharmacokinetic analy- 
sis in additional patients, suggest that some children 
may metabolize neuroleptics more rapidly than adults 
do. Hence, drug level measurement may be quite help- 
ful in the effective management of childhood schizo- 
phrenia, especially when patients fail to respond to 
standard doses of neuroleptics. 
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Monitoring Nortriptyline Plasma Concentrations 


BY LEO E. HOLLISTER, M.D., ADOLF PFEFFERBAUM, M.D., AND KENNETH L. DAVIS, M.D. 


— 


Plasma concentrations of nortriptyline have been 
more extensively studied in relation to clinical out- 
come than those of any other tricyclic antidepressant 
drug. Despite differences among studies, the feeling 
' prevails that plasma concentrations of 50-150 ng/ml 
define a therapeutic range (1-4). Failures to respond to 
treatment have been ascribed to plasma drug concen- 
trations that have been either below or above that 
range. If a critical therapeutic range exists and if regu- 
lar determinations of plasma concentrations of drug 
would augment the results of treatment, routine mon- 
itoring of nortriptyline concentrations might be justi- 
fied. We decided to study this hypothesis in a clinical 
situation rather than a research setting. 


Method 


We carefully selected 20 depressed outpatients, 16 
men and 4 women, for study. The major criteria for 
selection were a diagnosis of primary affective dis- 
order, endogenous type, and a minimal severity score 
of 20 on the Hamilton Depression Rating Scale. The 
patients' ages ranged from 33 to 62 years. 

Nortriptyline was used to treat all patients. Doses 
were chosen according to clinical criteria or according 
to the selected feedback of information regarding 
plasma concentrations of the drug (i.e., a dose that 
would keep the patient within the presumed therapeu- 
tic range of 50-150 ng/ml). 

Plasma concentrations of nortriptyline were mea- 
sured with a gas chromatographic technique modified 
in our laboratory (5). Blood samples for measurement 
of these levels were taken on days 2, 5, 9, 12, 17, 22, 
26, 29, 32, 35, and 38 of treatment, sometimes with 
deviations of 1-2 days because of patient and hospital 
weekend schedules or other factors. The coefficient of 
variation for the assay method was less than 5%. 

Ratings of depression on the Hamilton Depression 
Rating Scale were obtained immediately before treat- 
ment and were repeated on days 9, 17, 24, 31, and 38 of 
treatment, with minor deviations from this schedule. 
All ratings on any given patient were made by the 
same rater. 

The 20 patients were randomly allocated to two 
groups: 1) a *'blind"" group in which the treating physi- 
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cians knew nothing about the plasma concentration of 
drug and were guided solely by clinical judgment, and 
2) a "feedback" group in which the treat-ng physicians 
were immediately informed about the current plasma 
concentrations of drug so that adjustments in dose 
could be made to place the patient in :he presumed 
therapeutic range. 

We wanted to explore the following relationships: 1) 
Did the information about plasma concentrations of 
nortriptyline result in more time that pazients spent in 
the presumed therapeutic range? 2) Dic this informa- 
tion have any appreciable effect on the outcome of 
treatment? 


Results 


For calculating the time spent at therapeutic levels 
of nortriptyline, we considered only valies for plasma 
concentrations after the seventh day of treatment. 
These were considered to represent the levels pre- 
vailing for the 2 preceding days, for tie 2 following 
days, or until the next determination cf plasma con- 
centrations was made. The blind group was in the ther- 
apeutic range on the average of 52426 of -reatment days 
(table 1); 2 patients were never in the therapeutic range 
of plasma concentrations, and 1 patient was never out 
of the therapeutic range. The feedback group was in 
the therapeutic range on the average o- 57% of treat- 
ment days: I patient was never in that range, and the 9 
remaining patients were not in it 100€c of the time. 
Thus, although the amount of time that patients had 
presumably adequate levels of nortriptyline was some- 
what higher for the feedback group, :he differences 
from the blind group were inconsequential. 

The mean of all nortriptyline plasma concentrations 
after the first 7 days of treatment was within the thera- 
peutic range in 6 of 10 patients in the blind group (2 
were too low, 2 were too high; overall mean=92+54 
ng/ml) and in 7 of 10 patients in the feedback group (3 . 
were too low; overall mean=79+43 ng/ml). 

Most patients improved during treatment, as judged 
by the percentage of change in the Hemilton Depres- 
sion ratings from the beginning of treatment until its 
completion. The degree of improvement was highly 
variable. We found a mean reduction in depression 
scores of 43% and 38% in the blinc and feedback 
groups, respectively. Neither group differed signifi- 
cantly in terms of initial scores, final scores, or per- 
centage of change in scores. Thus, we concluded that 
knowing the plasma concentration of the drug did not 
affect the outcome of these patients. 

Although the study was not specifically designed to 
determine whether plasma concentrations of nortrip- 
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TABLE 1 
Data on 20 Depressed Patients Treated with Nortriptyline 
pu Age Time at Therapeutic Range _ Mean Nortriptyline eae Sere’ 
Patient (years) Sex Diagnosis? Days In Days Out 76 In? Level (ng/ml) Initial Final % Change? 
Blind 
l 62 M D-N 19 li 63 74 . 28 20 —2 
2 55 M D-P 27 6 82 5] . 31 22 —2 
3 55 F D-P 6 24 20 36 33 20 —39 
4 55 M D-N 28 3 90 81 35 14 —&) 
5 34 M D-N 0 32 0 26 22 12 —43 
6 56 M D-P 14 17 45 145 31 4 —&8" 
7 S8 M D-N 33 0 100 76 21 16 —24 
8 57 F MD-D 0 31 0 186 31 14 —55 
9 57 F D-P 9 23 28 164 37 15 —59 
10 74 M IM 30 6 83 76 20 19 c 
Feedback 
lH 43 M D-P 16 9 54 89 38 24 =3 5 
12 61 F MD-D 17 7 71 69 37 12 —65 
13 54. M D-P 31 5 86 125 35 24 —3] 
14 44 M D-N 30 6 83 99 23 16 —3t 
15 53 M D-N 21 12 64 55 26 11 —5t 
16 33 M D-P 14 20 41 41 32 6 —8I 
17 55 M D-N 8 23 26 146 27 23 =] 
18 35 M D-P 0 23 0 9 31 28 -]I 
19 48 M D-P 24 12 67 43 19 20 +5 
20 44 M D-P 24 7 77 113 22 lI -50 


aD-N, neurotic depression; D-P, psychotic depression; MD-D, manic-depressive, depressed; IM, involutional melancholia. 


"Mean (+SD) for blind group =52 +38% and for feedback group 57 +27%. 


*Mean (SD) for blind group =92 +54 ng/ml and for feedback group=79+43 ng/ml. 


*Mean (X SD) for blind group —— 43+23% and for feedback group = ~38+26%, 


tyline had any relationship to degree of improvement, 
some data regarding this relationship were available. 
The correlation between the amount of time a patient 
spent at therapeutic levels of the drug and the change 
in Hamilton Depression scores was essentially zero 
(r=—.03) as was the correlation between the mean 
nortriptyline concentrztions during treatment and the 
change in depression scores. In this study, therefore, 
plasma concentrations of nortriptyline had little rela- 
tionship to clinical outcome. 


Discussion 


Monitoring plasma concentrations of nortriptyline 
did not increase the amount of time that patients spent 
at therapeutic plasma concentrations during treat- 
ment, whether or not information about plasma drug 
concentrations was available to the prescribing physi- 
cian. The availability of such information did not affect 
the outcome of the patients, who were followed during 
approximately 1 month of treatment at presumed ther- 
apeutic concentrations. | 

Feedback of plasma concentrations of drug to the 
treating physician tended to produce lower levels than 
were obtained when the drug was prescribed solely on 
the basis of clinical criteria of improving symptoms 
and tolerable side effects. Curiously enough, feedback 
information did not prevent 3 of 10 patients from being 


treated with drug amounts that might be conside-ed 
inadequate; 2 of these 3 patients had a clinical outcome 
below the median of the 20 patients. On the other 
hand, neither of the 2 patients (both from the blind 
group) whose plasma concentrations exceeded the 
presumed therapeutic range suffered a poor outcome. 

It is valuable to monitor plasma concentrations of 
tricyclic antidepressants under specific circumstances 
(6), but we do not recommend routine monitoring of 
plasma concentrations of these drugs. 
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Treatment of Haloperidol Abuse with Diphenhydramine 


BY ARTHUR L. DOENECKE, M.D., AND ROBERT C. HEUERMANN, M.D. 


We report in this paper the side effects of haloperi- 
dol abuse in five young adults who were treated in a 
72-hour period in our emergency department. Their 
symptoms were successfully treated with diphen- 
hydramine; based on our limited experience, we be- 
lieve this drug to be the treatment of choice in halo- 
peridol toxicity. 


Case Reports 


Case 1. A 16-year-old girl was brought to the emergency 
room by her mother because she felt the patient had been 
acting strangely for a few hours. Her mother also stated that 
her daughter had a history of drug abuse. The patient repeat- 
edly had denied taking any drugs. 

The patient was bright, alert, and well-oriented but anx- 
ious and restless, She demonstrated dysarthria, opistho- 
tonos, and a protruding tongue with uncontrollable move- 
ment. All of her deep tendon reflexes were hyperactive and 
there was clonus in both lower extremities. The Babinski 
sign was absent. Other than a sinus tachycardia (124 beats/ 
minute), her physical examination was not remarkable. 

The patient was admitted with the diagnosis drug over- 
dose, agent unknown. She was given 50 mg of diphenhydra- 
mine and 10 mg of diazepam intramuscularly in the emergen- 
cy room, with no apparent effect. A complete blood count 
was normal except for a white blood count of 14,000 cells/ 
mm?, with a normal differential. Urinalysis, serum elec- 
trolytes, thyroid indices, SGOT, SGPT, GGTP, and arterial 
blood gases were all within normal limits. A urine drug 
screen for amphetamines and barbiturates was negative. The 
patient was then given 50 mg of diphenhydramine and 5 mg 
of diazepam orally every 6 hours, which resulted in the grad- 
ual disappearance of her symptoms. She was discharged 48 
hours after admission without any further problems. Several 
weeks after discharge she admitted that she had taken three 
10-mg haloperidol tablets at one time and first noticed the 
drug's side effects 48 hours later. 


Case 2. A 17-year-old boy readily admitted taking six 
"Tight blue pills with the number 10 and the name McNeil”’ 
48 hours previously. A quick check of the product identifica- 
tion section of the Physicians’ Desk Reference (PDR) 


showed the tablets to be 10 mg haloperidol. The boy also 


said he had consumed a quart of beer at the same time. He 
said he was ‘‘all bent over’’; he had a very pronounced torti- 
collis and hypertonicity of all of his neck muscles. He also 
complained of continually grinding his teeth because of an 
inability to control his jaw movements. The patient’s own 
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description of his mental state is revealing: ''I feit like a zom- 
bie. I felt like I was out of my body. I was burned out." 

He was given 50 mg of diphenhydramine I.M. and within a 
few minutes there was a dramatic disappearance of all of his 
signs and symptoms. He was able to straighten up; his torti- 
colis was gone and his muscle tone returned to normal. 
There was no recurrence of any of his symptoms. 


Case 3. A 16-year-old girl was brought to the emergency 
room by her mother 12 hours after she inges:ed two 10-mg 
haloperidol tablets. She complained of neck and shoulder 
pain, insomnia, cold sweats, "'gritting teeth," and of being 
‘‘in the air.” She had first noticed the side effects 1-2 hours 
after she took the pills. There was obvious cystonia of the 
neck and mouth. She was given 50 mg of diphenhydramine 
I.V., with almost immediate reversal of her svmptoms. 


Case 4. An 18-year-old boy came to the emergency room 
12 hours after he took two 10-mg haloperidci tablets along 
with a quart of beer. He complained of generalized muscle 
spasm, especially of the head and neck, and loss of normal 
eye movements (with no diplopia). He said ke was nervous 
and tense and had been unable to sleep the 3revious night. 
He showed torticollis and opisthotonos. He was given 50 mg 
of diphenhydramine I.M., which led to the total dis- 
appearance of his symptoms in 2 or 3 minutes; however, the 
relief only lasted a few hours and the patient returned to the 
emergency room with the same symptoms and signs, al- 
though they were less severe. Diphenhydramine was admin- 
istered again, with the same dramatic response. In addition, 
the patient was given a prescription for orel diphenhydra- 
mine, 50 mg every 4 hours p.r.n. The patient was completely 
symptom-free within the next 24 hours. 


Case 5. A 20-year-old woman had taken two 10-mg halo- 
peridol tablets and 2 hours later complained of a protruding 
tongue, cold sweats, '"'grinding teeth," and muscle spasm of 
her head, neck, and toes. She also stated that she ‘‘just felt 
weird.” She had torticollis and hypertonia and dystonia of 
the muscles of the face and tongue. She obtained almost in- 
stantaneous relief of all of her symptoms from 50 mg of di- 
phenhydramine I.V. There was no return of any of her 
symptoms. 


Discussion 


We elected to use diphenhydramine in our first pa- 
tient because of the similarity of the extrapyramidal 
symptoms to those of phenothiazine toxicity (1) and 
because of our experience with the successful use of 
this drug in treating chlorpromazine overdose. After 
we learned that we were dealing with haloperidol tox- 
icity, we consulted the overdosage and treatment sec- 
tion for haloperidol in the PDR, and there were no spe- 
cific recommendations for the treatment of the drug's 
extrapyramidal side effects such as dystonia, dyski- 
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nesia, and akathisia. Based on our limited experience, 
we believe that diphenhydramine is the drug of choice 
in treating haloperidol toxicity. 

Most of the signs and symptoms of haloperidol tox- 
icity that we describéd have been previously reported 
by others (2-4); however, we think the second pa- 
tient’s description of his ‘‘zombie-like’’ state is 
unique. 

After the appearance of our third patient, we be- 
came concerned that we were dealing with an “‘epi- 
demic” of haloperidol abuse in our community. In an 
attempt to prevent anyone else from taking the drug, 
we contacted the local Pennsylvania State Police drug 
squad, the Lancaster Bureau of Drug and Alcohol 
Abuse, and many of the local pharmacies. With their 
help, a description of the tablet and its side effects and 
a warning of the dangers of haloperidol were broadcast 
on the local radio stations and published in the local 
newspapers. 
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A total of nine young people, who were all friends, 
took haloperidol. One of them told us that all nine ex- 
perienced side effects: five came to the emergency room 
for treatment, and the remaining four chose to * sit it 
out” rather than seek medical attention and apparently 
experienced no lasting ill effects. Fortunately, no more 
cases of haloperidol toxicity have appeared in our 
emergency room since the warnings were issued 
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Hemodialysis, Endorphins, and Schizophrenia 


BY NORMAN MCI. JAMES, M.D., AND MILTON T.W. HEARN, PH.D. 


Wagemaker and Cade (1) reported excellent remis- 
sions in a high propor-ion of schizophrenic patients un- 
dergoing hemodialysis. A subsequent report from the 
same group (2) indicated that a novel endorphin (f 
Leu?*-endorphin) was present in the dialysate of the 
majority (5 of 6) of the samples tested in amounts that 
decreased in parallel with clinical improvement. In one 
patient, the postdialysis concentration of 8-Leu*-en- 
dorphin increased on relapse and decreased on remis- 
sion. 

Recent papers by other workers have cast doubt on 
the efficacy of hemodialysis as a possible treatment for 
schizophrenia (3, 4). One group used hemofiltration 
and was unable to confirm the presence of any 8-Leu*- 
endorphin in the hemofiltrate (5). 

In view of these conflicting results, the present pilot 
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study was designed in part as an attempt to verify the 
earlier findings of Wagemaker and Cade. 


Method 


Subjects were 4 male inpatients who satisfied Feigh- 
ner and associates’ criteria for schizophrenia and aad 
been ill for at least two years. Conventional treatments 
had been unsatisfactory in all cases. Informed consent 
was obtained from the patients and their families. Af- 
ter a full physical examination and baseline psychia:ric 
measurements, each patient had an arteriovenous ïs- 
tula fashioned in his nondominant wrist. Abou: 6 
weeks later, when the fistula had healed, the patient 
began a series of 20 weekly hemodialyses, each of 
which lasted about 6 hours. Three patients were Cia- 
lyzed using a C-Dak membrane; an Asahi cupro-am- 
monium membrane was used for the fourth patient. 

Psychological testing was done every 2 weeks using 
the BPRS, CGI, and NOSIE scales as objective m2a- 
sures. To detect subjective changes, patients were 
asked to indicate how they felt on a 100-mm linear 
scale. Any treatment with drugs or ECT was contin- 
ued until the patient’s clinical status was such that re- 
duction was appropriate. 

Plasma and dialysate were collected and frozen for 
later analysis. The first 5 liters of dialysate fluid frcm 
the fourth patient was subjected to high-pressure liq- 
uid chromatographic (HPLC) analysis using a Waters 
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u- Bondapak fatty acid column and acetonitrile-water- 
phosphoric acid gradient system (6, 7). 


Case Vignettes 


The first patient, Mr. A, aged 40, had suffered from mixed 
paranoid-hebephrenic schizophrenia for 18 years. He felt im- 
mensely improved after the first dialysis, showing increased 
initiative and less psychotic behavior. When his drugs were 
stopped at the 13th dialysis he developed a dangerous para- 
noia and required ECT. Further dialyses did not help. Nine 
months after the discontinuation of dialysis Mr. A is no bet- 
ter. 

Mr. B, a 39-year-old man with paranoid schizophrenia, 
had a 15-year history of illness. He believed that dialysis def- 
initely helped him, but clinically he showed little improve- 
ment. However, 7 months after discontinuation of dialysis 
he continues on only half of his predialysis drug dosage. He 
no longer requires ECT, which he had previously requested 
every 2 weeks to help control his paranoid thinking. 

Mr. C, a 29-year-old man with a 10-year history of hebe- 
phrenic schizophrenia, believed dialysis did him neither 
good nor harm, which coincided with our opinion. 

Mr. D, a 27-year-old man who had been il] for 8 years, felt 
better after the first dialysis, but no improvement was shown 
on obiective measures. However, after his drugs were 
stopped at the lith dialysis he showed very marked im- 
provement. Within 3 weeks he was enjoying complete remis- 
sion from schizophrenia, with scores close to the minimum 
on all measures. After 3 months without medication (1 
month postdialysis) Mr. D again became psychotic, dis- 
playing most prominently his previous religious pre- 
occupations. He has since had 5 further dialyses and is again 
in remission. | | 

Although the dialysate from Mr. D's first dialysis clearly 


contained a range of small molecular weight peptides, no. 


B-met?- or leu*-endorphins, within the detection limits of 200 
ng/liter, were found by the HPLC analysis. Similar analyses 
of the dialysate from the first and second postrelapse weekly 
dialyses were also negative for large endorphin materials. 


Discussion 


It seems unlikely that endorphins would be found in 
the dialysate, as they are probably present in human 
serum (8) in far lower concentrations than those re- 
ported by Palmour and associates (2). Also, their size 
(molecular weight~3,000) makes it unlikely that they 
would pass readily through the dialysis membrane. 

This small open study showed a lower improvement 
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rate (1 partial and 1 apparent remission) than was 
found by Wagemaker and Cade, as well as an absence 
of ‘‘leu’’ endorphin. Possible reasons for this include 
sex of patients (Wagemaker has said ferrales do better 
[9]) and the use of a membrane other ther. cuprophane 
on the first 3 patients. The C-Dak membcane is thicker 
than cuprophane, which may slow the passage of ''po- 
tent’’ peptides. 

Nonetheless, considering the duration and refrac- 
tory nature of these patients’ illnesses, we think these ` 
results are sufficiently encouraging for hemodialysis to 
be examined further as a possible treatment for schizo- 
phrenia. In a treatment as dramatic and symbolic as 
this, it is likely that there will be a larze positive re- 
sponse regardless of possible biochemical changes. Al- 
so, it is recognized that schizophrenia represents a het- 
erogeneous collection of mental illnesses with a varie- 
ty of possible biochemical and environmental causes. 

We now need a well-controlled double-blind study 
using randomized sham dialysis and “blind” analysis 
of the dialysate for most endorphins and other pep- 
tides with possible psychogenic activity. 
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Tricyclic Antidepressant Prescription by General Hospital Physicians 


BY MICHAEL A. FAUMAN, PH.D., M.D. 


Unipolar and, more specifically, endogenous depres- 
sion, one of the most common psychiatric syndromes 
Seen in general medical practice, responds well to 
treatment with tricyclic antidepressant medication (1- 
5). The various tricyclic compounds are widely adver- 
tised in medical literature and presumably used by a 
large number of nonpsychiatrists, as well as by psychi- 
atrists. My paper presents the results of a question- 
naire I designed on the use of tricyclic medication by 
surgeons and internists in a large private general hospi- 
tal. 


Method and Results 


I sent a questionnaire to 232 clinical primary care 
physicians in a large private general hospital. The 
questionnaire requested information about their pre- 
scription patterns for tricyclic compounds—specifical- 
ly indications for drug prescription, frequency of pre- 
scriptions, type and amounts of drugs prescribed, pre- 
cautions taken before administration, side effects, and 
clinical effectiveness. A total of 117 physicians 
(50.4%), 33 surgeons and 84 internists, returned ques- 
tionnaires; of these, 72 (61.5%) indicated thev pre- 
scribed tricyclic compounds. No inference can be 
made about the prescription patterns of the 115 physi- 
cians (49.5%) who did not respond to the question- 
naire. 

The 72 physicians were asked to list indications for 
prescribing tricyclic medication. The most frequently 
reported indications included depression (N=60), 
chronic pain (N=29), and insomnia (N=19). Four of 
the insomnia cases were related to depression. Addi- 
tional indications included anxiety (N=12), enuresis 
(N=12), agitation (N=5), psychosis (N=1), and sleep 
apnea (N=1). Twenty-nine physicians prescribed tri- 
cyclics less than once a month, 18 once a month, 15 
once a week, 4 more than once a week; 6 physicians 
did not indicate how often they prescribed tricyclics. 

The questionnaire listed 6 tricyclic compounds and 
physicians were asked to identify which drugs they 
prescribed: 54 had prescribed amitriptyline; 38 had 
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prescribed doxepin; 38 had prescribed imipramine; 
and 3 each prescribed desipramine, nortriptyline, and 
protriptyline. Physicians prescribed an average of 1.9 
(+1.0 SD) different antidepressant medications. The 
average maximum daily administered doses were 
imipramine, 122.8+58.5 mg, amitriptyline, 106.72-41.8 
mg, and doxepin, 114.9441.4 mg. Patients were kept 
on these maximum doses for an average of 99.7+78&.5 
days, 88.9+79.8 days, and 77.4+51.5 days, respective- 
ly, for each of the 3 medications. 

There was wide variation in the type and number of . 
routine laboratory tests ordered and precautions ob- 
served before tricyclic compounds were prescribed: 26 
physicians observed no particular precautions befcre 
prescribing the medication, 22 searched for a history 
of cardiac disease and/or ordered an electrocardio- 
gram for the patient, 8 inquired about other medica- 
tions the patient was taking, 14 took a general history 
and performed a physical examination, and 22 ordered 
routine blood tests. Major side effects reported includ- 
ed various anticholinergic symptoms, drowsiness, pal- 
pitations, restlessness, arrhythmias, and tardive dyski- 
nesia. 

Physicians were also asked how useful they found 
tricyclic antidepressants in their clinical practice. Cf 
the 72 physicians who prescribed tricyclics, 64 re- 
sponded to this question. Adequate doses of at least 
one tricyclic compound were prescribed by 40.3% 
(N =29) of the total 72 physicians and 42.2% (N=27) of 
the 64 physicians who rated their effectiveness. Their 
responses, the use of adequate drug dosage, and the 
average maximum daily dose of amitriptyline pre- 
scribed are listed in table 1. A relationship exists be- 
tween the percentage of physicians prescribing at least 
| tricyclic in adequate dosage and the degree of clinica! 
effectiveness observed. Furthermore, 50% (N=7) of 
the 14 physicians who rated the effectiveness of tri- 
cyclics as high prescribed the drug once a week cr 
more, while the 7 who rated its effectiveness as mini- 
mal prescribed tricyclics once a month or less. 


Discussion 


Although questions remain about the 115 physicians 
who did not respond, this study shows that 72 (61.5%) 
of the 117 physicians who responded to the question- 
naire used tricyclic medication for treatment of de- 
pression, chronic pain, and insomnia, as well as agita- 
tion, anxiety, and enuresis. It seems clear, therefore, 
that a psychiatric liaison service has an important role 
in advising physicians on the correct indications for 
prescription of tricyclic medication. The more ef- 
fective the medication was rated, the more likely it was 
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TABLE 1 
Ratings of Clinical Effectiveness and Prescription of Adequate Dose 
of Tricyclic Antidepressants 


Physicians Phvsici Maximum 

Prescribing p dan Dose of 

Adequate M Amitriptyline 

a 

Physician Rating of Dos Dossof. m eday) - 
Clinical Effectiveness N % Amitriptyline Mean SD 
Variable /N —5) 0 5 90.6 12.0 
Minimal (N 77) 1 143 6 68.8 27.1 
Fair (N= 16) 5 31.3 13 95.6 41.4 
Good (N=22) 11 50.0 16 104.7 42.8 
High (N= 14) 10 71.4 9 140.3 45.0 
Total (N=64) 27 42.1 49 


? Adequate dose for amitriptyline, imipramine, or doxepin is 150 mg/day, for 
nortriptyline, 100 mg/day, for protriptyline, 30 mg/day, all for at least 1 
month. 


that adequate doses of the medication were pre- 
scribed. Physicians who rated tricyclic effectiveness 
as minimal prescribed the medication infrequently and 
in doses below the therapeutically recommended lev- 
els, possibly because of their lack of experience with 
the medication and the diagnosis of depression. 
Questions remain about the criteria used for diag- 
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nosing depression and evaluating its treatment by phy- 
sicians who reported good to high success with tri- 
cyclic antidepressants. Their results can only be eval- 
uated by further studies. Moreover, 59.776 of the 72 
physicians who prescribed tricyclic antidepressants 
did not administer adequate doses to their patients. 
These physicians most need the suppcrt of a com- 
petent psychiatric liaison service to he p them diag- 
nose depression in their patients as well as prescribe 
adequate doses of tricyclic medication when indicated. 
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The Relationship Between Endorphins and Alcohol-Induced Subcortical Activity 


BY EDGAR TRIANA, M.D., RICHARD J. FRANCES, M.D., AND PETER E. STOKES, M.D. 


Hendriksen and associates (1) reported that B-en- 
dorphin induced nonconvulsive epileptiform activity- 
when administered intraventricularly to rats. Al- 
though naloxone itself does not have anticonvulsant 
properties, high doses (8-10 mg/kg) given 1-5 minutes 
before injection of 8-endorphin blocked the epilepto- 
genic and behavioral actions of B-endorphin for ap- 
proximately 30 minutes. A lower dose of naloxone (2 
mg/kg), administered after G-endorphin, temporarily 
reversed the epileptiform activity (1). Intracerebro- 
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spinal injection of B-endorphin produced muscular 
rigidity and immobility similar to a catatonic state, and 
these effects were counteracted by naloxone (2). 
Microinjection of g-endorphin in the periaqueductal 
grey area of the cat brain resulted ir. sedation and 
catalepsy and may therefore indicate a neuromodula- 
tor role of 8-endorphin in the CNS (3). 

Triana and associates (4) found that ethyl alcohol (4 
g/kg) given to monkeys (Macaca mulatta) at weekly 
intervals produced epileptiform activitv through elec- 
trodes placed in the hippocampus, amrgdala, and the 
midbrain reticular formation (MBRF) but with no cor- 
tical EEG representation. The monkeys' behavioral 
pattern remained unchanged except for some hyper- 
activity. After the sixth trial the monkey developed lip 
smacking, yawning, unresponsiveness to touch, and 
immobility similar to the clinical stigmata of temporal 
lobe epilepsy (5). The EEG pattern o? the monkey’s 
cortex, hippocampus, and amygdala following alcohol 
administration thus resembled the EEG pattern of rats 
following intrathecal injection of £-endorphin. In both 
instances the epileptic activity in the hizpocampus and 
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amygdala consisted of high voltage polyspikes and a 
characteristic postictal depression without cortical 
representation. In rats the behavioral resporse to`g- 
endorphin showed hyperactivity prior to the ictal epi- 
sode, olfactory and gustatory (chewing) stereotypes, 
rigidity, and immobility similar to a catatonic state. 

The purpose of ouz study was to explore the possi- 
bility of a relationship between the subcortical seizure 
activity and behavior induced by alcohol and by £8- 
endorphin. 


Method 


We permanently placed electrodes stereotaxically in 
the amygdala, hippocampus, nucleus ventralis lateralis 
thalamicus, pons reticular formation, and the MBRF 
of an anesthetized, 3.5-kg male monkey. We placed 
cortical electrodes in the occipital, temporal, parietal, 
and frontal cortex ard one intracortical electrode in 
the temporal lobe. Two months later we began the ex- 
periments with a baseline EEG. We then administered 
alcohol (4 g/kg) at weekly intervals for 8 weeks 
through a nasogastric catheter. After administering al- 
cohol for 8 hours we obtained a continuous EEG with 
a 14-channel Honeywell FM tape recorder for analysis 
by a Nicolet computer system. Every 20 minutes we 
simultaneously obtained a paper EEG for clinical anal- 
ysis. We also obtained alcohol blood levels. During the 
fifth weekly alcohol administration we injected intra- 
venous naloxone (5 mg/kg) after epileptiform activi- 
ty had appeared, and the EEG was analyzed for 6 
hours. We repeated this experiment 3 weeks later. 


Results 


The first 3 weekly administrations of alcohol result- 
ed in no epileptiform activity. During the fourth trial 
the amygdala showed bursts of medium voltage poly- 
spikes, and high frequency high voltage activity oc- 
curred in the MBRF "without cortical representation. 
During the fifth trial, 4) minutes after alcohol adminis- 
tration bursts of polysvikes appeared in the amygdala 
and high frequency high voltage activity appeared 
in the MBRF. At 45 minutes the amygdala showed low 
frequency low voltage activity, the MBRF showed 
high frequency (100 Hz) high voltage activity, and 
there was no cortical representation. At 50 minutes 
epileptiform activity appeared in the intracortical 
electrode but there continued to be no abnormalities 
in the surface cortical electrodes. 

We then injected naloxone, and 10 minutes later the 
high frequency high vcltage activity in the MBRF de- 
creased and the intracortical lead returned to normal. 
After 15 minutes the high frequency activity dis- 
appeared in the MBRF and bursts of low voltage poly- 
spikes appeared. After 30 minutes the high frequency 
activity (100 Hz) reappeared in the MBRF and low 
voltage activity appeared, and 4 hours later the EEG 
returned to the prealcohol baseline pattern (see table 
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TABLE 1 
Preponderant Frequency in a Monkey Mid-Brain Reticular Formation 
(Trial 1) 


Waves at Each 
Time Frequency (Hz) Frequency (26) 
Before alcohol 0-13 75.9 
45 minutes after alcohol 30-100 53.9 
15 minutes after naloxone 0-13 67.3 
30 minutes after naloxone 0-13 46.0 
4 hours after alcohol 0-13 71.5 


1). We report the MBRF data because the deep epi- 
leptiform activity was clearest there. Analysis of cata 
from the amygdala, hippocampus, and intracortical 
(temporal lobe cortex) electrode showed less pro- 
nounced results but had the same characteristics. 

Three weeks later we repeated the trial. The epi- 
leptogenic property of alcohol proved less severe on 
this occasion, perhaps because of increased tolerance; 
however, the epileptiform activity did occur with simi- 
lar high frequency and low voltage. After the naloxone 
injection, epileptiform activity was blocked for 25 min- 
utes, then polyspikes reappeared as in the previous 
trial. Forty minutes after the naloxone injection high 
frequency activity reappeared for 1 hour, at which point 
the EEG returned to the day’s baseline patterns. 


Discussion 


This pilot study suggests a possible link between the 
endorphins and the pharmacologic effects of alcohol. 
Before we draw any conclusions, our study needs sub- 
stantial replication and control. These findings support 
the hypothesis that naloxone temporarily blocked the 
epileptogenic property of alcohol and indicate a pos- 
sible endorphin-mediated effect. The abuse of alcohol 
by narcotics addicts has become a widespread source 
of concern in drug treatment programs (6, 7). One the- 
ory relating to this problem may be that alcohol leads 
to endorphin release. We know that alcohol ingestion 
has epileptogenic effects; if alcohol ingestion also re- 
sults in B-endorphin release, this might help elucidate 
such other effects as analgesia, sedation, appetite sup- 
pression, and the phenomenon of loss of control over 
drinking. An endorphin-mediated effect of alcohol may 
have clinical relationships to temporal lobe disorders, 
to blackouts (which may result from alcohol-induced 
deep seizures [5]), to delirium tremens, to alcoholic 
hallucinosis, or to pathologic intoxication (4, 5). 
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Paranoid Psychosis and Sleep Apnea Syndrome 


BY WADE H. BERRETTINI, M.D., PH.D. 


Sleep apnea syndrome is a constellation of signs and 
symptoms, first described by Gastaut (1), in which 
sleep is characterized by recurrent periods of apnea 
lasting longer than 10 seconds. More recently, 
Guilleminault and associates (2) have delineated 12 
clinical characteristics of sleep apnea from their large 
series of cases. They found that approximately one- 
half of their patients had 7 or more of the 12 clinical 
characteristics. Further, they suggested diagnostic cri- 
teria for sleep apnea based on a nocturnal sleep poly- 
graphic study (3). Clinical characteristics of sleep ap- 
nea that are of the most direct clinical importance to 
the psychiatrist are sudden outbursts of violent behav- 
ior, personality changes, anxiety, and depressive neu- 
rosis (4). 

I will discuss a patient with sleep apnea who had a 
paranoid psychosis, which remitted only after the 
sleep apnea improved. This raises provocative ques- 
tions concerning a possible etiologic relationship be- 
tween sleep apnea and psychosis in the susceptible in- 
dividual. 


Case Report 


Mr. A, a 33-year-old single man, was involuntarily com- 
mitted to the hospital because he threatened to stab his fa- 
ther with a knife. His psychiatric history included hospital- 
ization at age 24 for anxiety neurosis and again at age 26 for 
mixed anxiety and depressive neurosis, and a secondary di- 
agnosis of schizoid personality. His medical history revealed 
that he had been successfully treated with chemotherapy in 
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1975 and 1976 for stage IV non-Hodgkin's lymphoma. This 
diagnosis had been made by inguinal node biopsy; the chest 
film showed multiple pulmonary nocules that completely 
cleared with chemotherapy. 

His social history revealed that he was a product of normal 
gestation and delivery. He graduated from high school, 
served 3 years in the armed forces, and worked for 8 years as 
a clerk in the court system. However, he lacked close 
friends, lived with his parents, and shewed 70 interest in the 
opposite sex. There was no family psychiacric history. 

His family noted Mr. A had begun to gein weight | year 
prior to admission, at which time he had weighed 80 kg. 
They stated that he had always snored loudly, and that his 
snoring became worse as his weight increzsed. They noted 
increasing suspiciousness, irritability, and behavioral out- 
bursts in the 6 months preceding admission. He had no his- 
tory of drug abuse. His family also noted that although he 
would take frequent naps during the day, hz seemed chroni- 
cally fatigued. 

Physical examination on admission revealed an obese 
male (weight 140 kg), who was hirsute and mildly hyperten- 
sive (170/95). Mental status examination revealed that Mr. A 
was unkempt, frightened, and hostile. Memory and cognitive 
function were unimpaired. Mr. A appearec to be hallucinat- 
ing but denied this and all other ailegations made by his fam- 
ily. There was marked negativism. He acmitted to feeling 
that his family was plotting against him and that they had 
arranged for the FBI to arrest kim. His zssociations were 
loose. On admission he was not somnolent but fully awake 
and alert. Laboratory studies (including ECG, chest X ray, 
SMA 12, SMA 6, CBC, urinalysis, RPR, CT scan of cra- 
nium, drug screens, morning and evening cortisol levels, T;, 
and T4) were unremarkable. Repeated mental status exami- 
nations confirmed his paranoid ideation, a3egativism, loose 
associations, and hostility. Daytime somaolence appeared 
during the second hospital week after introduction of thio- 
thixene. This medication was stopped bu- daytime somno- 
lence remained. An overnight polysomnog-zph (EEG, EOG, 
EMG, nasal and buccal air flow therm stors, abdominal 
strain gage) revealed apneic periods as loag as 40 seconds. 
This recording, which appeared to have caaracteristics of a 
mixed central and obstructive origin (3), fulfilled diagnostic 
criteria for sleep apnea. The recording was remarkable for 
the immediate onset of REM sleep, indicating some degree 
of REM deprivation. He refused tracheostomy but kept an 
oropharyngeal airway in place each night for 1 week. This 
resulted in marked improvement: in his mental status: loose 
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associations disappeared, he was less hostile, and delusional 
thinking was less evident. Daytime somnolence disappeared 
immediately. I placed Mr. A on an 800-calorie diet and in- 
formed him that improvements might occur with marked 
weight loss. Mr. A was discharged, and I followed his prog- 
ress as an outpatient on 50 mg/day of molindone. Immediate- 
ly after discharge he experienced a mild exacerbation of day- 
time somnolence and psychotic symptoms because he re- 
fused to use the oropharyngeal airway at home. After 10 
weeks, however, there was remission of all symptoms. I at- 
tributed the remission to his rapid, sustained weight loss 
from a discharge weight of 136 kg to 100 kg. Mr. A seemed 
improved at this weight, with no daytime somnolence and no 
evidence of psychosis. The molindone was gradually with- 
drawn. One month later he abandoned his diet and quickly 
gained 20 kg. Psychotic thinking and behavior reappeared 
together with daytime somnolence and, according to his fam- 
ily, loud snoring with periodic silences. I restarted molin- 
done, and his psychosis improved somewhat, but the day- 
time somnolence continued. I introduced protriptyline be- 
cause I knew about some anecdotal reports of sleep apnea 
patients improving after treatment with the drug, but it had 
little effect at SO mg/day. 


Discussion 


It is clear that Mr. A had a mixed sleep apnea syn- 
drome. His psychiatric history and premorbid person- 
ality reflect substantial impairment of adaptation. His 
clinical course seems to suggest that his disturbed 
sleep provoked a psychotic decompensation. 

The polysomnograph indicated that Mr. A was ina 
state of REM deprivation. Although REM deprivation 
in normal individuals does not result in a psychotic ex- 
perience (5), a susceptible individual might experience 
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psychotic decompensation. The exact relationship be- 
tween sleep apnea and REM deprivation is unclear. 
For Mr. A, as with most sleep apnea patients, the ap- 
neic episodes occur in both REM and non-REM sleep 
(4); therefore, both types of sleep should be inter- 
rupted. Because Mr. A would permit only a single 
polysomnographic recording, it is difficult to deter- 
mine whether his apparent REM deprivation was sec- 
ondary to sleep apnea. Serial recordings, when the ap- 
nea is severe and in remission, would be required to 
delineate an etiologic relationship between sleep apr:ea 
and REM deprivation. 

Beutler and associates (6) have delineated some per- 
sonality traits of patients with sleep apnea syndrome, 
but to my knowledge this ts the first description in the 
literature of the appearance of a paranoid psychosis in 
an individual with sleep apnea syndrome. 
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Low-Dose Propranolol in Tardive Dyskinesia 
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BY NORMAN M. BACHER, M.D., AND HARVEY A. LEWIS, M.D. 


Tardive dyskinesia—a frequent, persistent, and 
well-known extrapyramidal side effect of the post- 
synaptic dopamine-blocking neuroleptics—has been 
difficult to treat successfully, and the syndrome is be- 
coming a limiting factor in neuroleptic use. It can 
range from mild to severe and includes involuntary re- 
petitive movements of orofacial, buccal, and lingual 
musculature and choreoathetoid movements of the 
trunk and limbs; aspiration pneumonitis is a recurrent 
hazard in severe cases (1). 

Tardive dyskinesia in man is, due to a super- 
sensitivity of postsynaptic dopamine receptors in the 
striatum secondary to prolonged blockade of these re- 
ceptors by neuroleptic (2). Dopaminergic striatal sys- 
tem overactivity may lead to a relative deficiency of 
the striatal cholinergic system. Anticholinergic agents, 
L-dopa, and reduction of neuroleptic dose worsen tar- 
dive dyskinesia (1-3). 

Drug therapy for tardive dyskinesia has taken three 
main approaches: modification of antipsychotic medi- 
cation, depletion or blockade of dopamine, and choli- 
nergic alteration. GABA agonists, i.e., sodium val- 
proate, are also useful because they appear to be inhib- 
itory on the striatum. No drug has been consistently 
effective or satisfactory; usually when the drug is 
stopped, the disorder returns (1~3). Some successes 
have been reported with combined medications (4). ` 

Propranolol is a 8-adrenergic receptor blocker, ap- 
proved for use in moderate dosage in hypertension, 
angina, sóme cardiac arrythmias, and migraine. It is 
contraindicated in heart failure and in asthmatics and 
masks hypoglycemic reactions. We found that several 
of our psychiatric outpatients who were being treated 
with psychotropics were also being treated with pro- 
pranolol. In some instances these patients appeared 
less anxious and less tremulous. Propranolol in rela- 
tively low doses is useful in relieving anxietv, familial 
tremor, and lithium-induced tremor (5) and in high 
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doses it has been beneficial in schizophrenia (6). In the 
one report we found of propranolol use m a man with 
tardive dyskinesia it was ineffective at a moderate 
dose of 160 mg/day for 8 days (5). 

We felt further trials were warranted to determine 
the effectiveness of treating tardive dyskinesia with 
propranolol. 

Our report discusses 10 outpatients with tardive 
dyskinesia who were treated with low-dose proprano- 
lol in a clinical trial. The drug was added to current 
medications after informed consent and medical clear- 
ance had been obtained. 


Method and Results 


We added low doses of propranolol (20-40 mg/day) 
for several weeks to several months to the existing 
drug regimen of 10 randomly selected, chronic, psy- 
chiatric male outpatients. Most of the patients re- 
turned weekly during the trial period for reevaluation. 
Because we had observed most of them for at least 1-2 
years, we felt we had an observational baseline for 
evaluating their movement disorders. They had been 
on various neuroleptics for 10-15 years or more and 
while at rest had moderate to marked involuntary 
movements involving mouth, tongue, faze, limbs, and 
trunk that are considered typical symptoms of tardive 
dyskinesia. Where possible we removed anti- 
cholinergic drugs, including antidepressants, from 
their drug regimen. 

Of the 10 patients, 7 showed significant improve- 
ment in their dyskinetic movements, especially in the 
oral-facial-buccal-lingual areas, and tw> of these pa- 
tients improved dramatically (see table 1). We attrib- 
uted this to the low-dose propranolol -reatment. We 
saw improvement early during the trial that has been 
sustained in patients who remained on the medication. 

Two patients, including one of the patients who 
had improved dramatically, demonstrated return of 
dyskinetic movements when low-dose propranolol 
was discontinued. Both patients improved again short- 
ly after low-dose propranolol was continued. Although 
anxiety reduction (sometimes an effect of propranolol) 
and our increased interest may have infuenced the re- 
sults, we feel it was not significant, and follow-up of 
most of these patients has confirmed our observations. 

We are uncertain that 2 of the 3 patients who failed 
to improve took the drug. Both patients had histories 
of alcoholism and atypical multiple tremors in addition 
to dyskinesia, which implies possibly greater striatal 
organic impairment. The third patient who did not im- 
prove was taking lithium, high doses of which have 
been reported to aggravate tardive dyskinesia (7). 


496 CLINICAL AND RESEARCH REPORTS 


TABLE 1 
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Effect of Low-Dose Propranolol on Tardive Dyskinesia in 10 Male Patients 


Degree of Propranolol 


Age Current Medication Dyskinetic Dose Degree of 
Diagnosis (years) and Dose (mg/day) ^ Severity? (mg/day Improvement Comments 
Chronic schizophrenia 59 Mesoridazine, 75 2+ 20 Mild Parkinsonism; trihexy- 
phenidyl discontinued 
Paranoid schizophrenia 61 Chlorpromazine, 50 3t 20 Marked History of  alcohohsm; 
symptoms worse after dis- 
continuation of proprano- 
lod, remitted when low 
doses were continued 
Chronic schizophrenia 64 Methyldopa, 750 A+ 30 Moderate Methyldopa discontinued; 
Thioridazine, 190 improvement maintained 
Reserpine, 0.25 
Manic-depressive illness 62 Lithium, 900 4+ 30 None Reduced lithium without 
change 
Chronic schizophrenia S1 Loxapine, 75 3+ 30 Moderate Amytriptyline — discontin- 
ued i 
Chronic paranoid schizophrenia 53 Fluphenazine, $ 3+ 20 None Multiple tremors; history 
Thioridazine, 209 of alcoholism; question- 
Diazepam, 20 able compliance 
Borderline personality S0 Haloperidol, 10 at 40 Marked Seizures; history of alco- 
Amitryptyline, 150 holism 
Phenytoin, 200 
Chlorpromazine, 200 
Chronic schizophrenia 63 Haloperidol, 5 3+ 20 None Multiple tremors; history 
Reserpine, 0.25 of alcoholism; quest:on- 
Flurazepam, 30 able compliance 
Schizoaffective schizophrenia 61 Desipramine, 75 2+ 30 Mild Seizures; parkinsonism; 
Phenytoin sodium history of alcoholism 
(Dilantin), 300 
Chronic schizophrenia 53 2+ 20 Moderate Symptoms worse after dis- 


Thioridazine, 200 


“Patients were rated on a scale from 1 to 5+ (mild to very severe). 


Six of the improved patients were receiving a post- 
synaptic dopamine receptor-blocking neuroleptic that 
has a-adrenergic blocking properties; the other one, 
age 61, was taking only desipramine and phenytoin. It 
is possible that after we added propranolol (a B-adren- 
ergic receptor blocker) a shift in the cholinergic bal- 
ance occurred; however, it seems unlikely that low- 
dose propranolol would reverse a cholinergic imbal- 
ance. Because many of our patients were receiving 
drug combinations, including neuroleptic. reserpine, 
diazepam, tricyclics, methyldopa, and phenytoin, we 
must consider the synergistic effects with propranolol. 


Discussion 


Our results suggest that in some tardive dyskinesia 
patients low-dose propranolol has a markedly inhib- 
itory effect. There are indications that high-dose pro- 
pranolol has different actions than low-dose proprano- 
lol in the central nervous system. In experimentally 
induced dyskinesias, only high-dose propranolol had 
some inhibitory effect (8). Only high-dose propranolol 
has been reported to be useful in schizophrenia (6), 
and this study does not note any effect of high doses on 
extrapyramidal symptcms. 

Low-dose propranolol (50 mg) has been used ef- 
fectively to treat an acute dyskinetic reaction in a man 


continuation of proprano- 
lol, remitted when ‘ow 
doses were continued 


after he was given 40 mg I.V. of methylphenidate, a 
dopamine agonist (9). Presynaptic dopamine neurons, 
which have been reported to be acted on by methyl- 
phenidate (10), may be a site of action for low-dose 
propranolol. 

Although our study was not controlled, we carefully 
observed patients treated with low-dose propranolol; 
and we continue to follow most of them regularly, usu- 
ally once a month.! Several remain improved on con- 
tinued low-dose propranolol. We found no need to 
routinely monitor pulse or blood pressure. Side ef- 
fects, including mild depression, drowsiness, dizzi- 
ness, and double vision, were minimal and easily con- 
trolled by adjusting dosage. 

Our findings appear to be important; however, they 
are preliminary and should be subjected to further 
studies that use controls and objective assessment 
techniques. 
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BY ELLEN HALLE, M.H., CHESTER W. SCHMIDT, JR., M.D., AND JON K. MEYER, M.D. 


Although the etiology of transsexualism is uncer- 
tain, studies have suggested that organic and physio- 
logic abnormalities do not play a major role in this dis- 
order (1, 2). Most studies of etiology emphasize distur- 


bances in early child-parent relationships (3, 4) and. 


point to a variety of dynamic conflicts (5); Stoller (3) 
has described symbiotic infant-mother relationships 
fostered by sexually confused mothers. Green (4) re- 
ported evidence of overt and covert parental encour- 
agement of cross-dressing in young boys, who also 
demonstrated feminization of their behavior. 

Over the course of 6 years of evaluating patients 
who had complaints of gender dysphoria, we were im- 
pressed by the number who spontaneously reported 
that their maternal grandmothers had played a signifi- 
cant role in raising them during their early childhood. 
The following report is a review of 21 cases of trans- 
sexualism in which early parenting involved a grand- 
mother. Besides describing grandmothers as parenting 
agents, this review, reminiscent of the work of Bowen 
(6) and Whitaker (7), investigates the generational 
transmission of a psychiatric disorder. 


Method 


A retrospective review of 74 genetically normal men 
and women who were inquiring about or requesting 
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sex-reassignment surgery was done by one of us 
(E.H.) over a 1-year period. Initial evaluations were 
done on 72 patients; the 2 other patients Lad returned 
for follow-up visits. There were 10 mae patients: 8 
were single, 2 were married but separated, 7 were 
unemployed at the time of evalvation, ar.d 3 were em- 
ployed. The average age of the male patients was 27 
years. There were 11 female patients, 9 o whom were 
employed. The average age of the female patients was 
28 years. None had undergone any surgery except for 
] man who had been surgically castrated. 

During the initial evaluations the patient stated the 
chief complaint, described the present illness, gave so- 
cial and psychiatric histories (including sexual devel- 
opment and sexual behaviors), and was given a mental 
status examination. In addition, the current version of 
the Symptom Check List (8) and the Derogatis Sexual 
Functioning Inventory (DSFI? were administered. - 
The data on each patient were reviewed in a staff con- 
ference, and physical examinations were performed 
when indicated. Material from referring physicians 
and other sources completed the file. Tze primary di- 
agnosis of transsexualism was made according to the 
criteria of DSM-III. The studv group "was limited to 
patients who spontaneously mentioned their grand- 
parents while their histories were being taken. 


Results 


Of 74 patients 2] reported that a grandparent had 
played a major role in raising them during infancy and 
early childhood. In 20 of the 21 cases the identified 


"The DSFI is an omnibus test of sexual functioning oriented to- 
ward the individual patient and is comprised of zight subtests (In- 
formation, Experience, Drive, Attitudes, Symptoms, Affects, Gen- 
der Role Definition, and Fantasy), each reflecting a separate score. 
In addition to the profile, subtest scores are standardized and 
combined to produce an overall score of sexual functioning. 
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grandparent was the maternal grandmother; the other 
patient was raised by the paternal grandmother. 

Three of the male patients had been raised by their 
maternal grandmother alone, and 7 had been raised by 
a mother-grandmother pair. The grandmothers were 
described as supportive, loving, and accepting of the 
patient’s early feminine behavior, early homosexual 
experiences, and cross-dressing. In addition, the 
grandmothers were admired for being strong and firm 
yet willing to teach traditionally female homemaking 
skills. The mothers were characterized as capable, 
self-sacrificing, hardworking, and affectionate individ- 
uals who were often absent because of the need to 
work. The 3 patients whose mothers had deserted the 
family or died idealized and mourned them. The fathers 
of 8 patients had left the family or died. The fathers of 
2 patients were present but during the patients’ infancy 
and early childhood, they were described as being in- 
different toward them. The male patients viewed their 
parents’ marriage as troubled and remembered arguing 
and fighting and eventual separation. The female pa- 
tients described their mothers as either emotionally or 
physically absent; child care had been assumed in 
every instance by a maternal grandmother. Five pa- 
tients reported their rrothers had died or moved away 
during their early infaacy. The other 6 stated that the 
mothers had remained physically present but for the 
most part had left their care to the grandmothers. The 
mothers were characterized as physically sick, help- 
less, alcoholic, irresponsible, infantile, unable to hold 
a job, or having multiple marriages and stepchildren, 
but also like a sister or a friend. The grandmothers 
were described as good, loving, and strict but caring 
individuals. Three grandmothers were reported to 
have encouraged cross-gender behavior and cross- 
dressing. In every case in which the grandmother was 
alive at the time of evaluation she was reported as 
being supportive of surgical reassignment. 

Several of the female patients stated they hac no in- 
formation about their fathers. Others described their 
fathers as indifferent toward them and sadistically vio- 
lent toward the mother. The parents' marriages were 
characterized as unhappy. Several women remem- 
bered the presence of a maternal grandfather during 
their early childhood, who was warm and affectionate 
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toward them and who allowed them to use his clothes 
to cross-dress. 


Discussion 


Almost one-third of a 1-year sample of patients eval- 
uated and diagnosed as transsexual were reared in 
family settings in which maternal grandmothers were 
important parental figures during early childhood. In- 
asmuch as all these patients experienced loss of one or 
both parents through illness, death, separatior-di- 
vorce, or desertion, the involvement of the grand- 
parent in child-rearing cannot be viewed as an etiolog- 
ic factor in the development of transsexualism. The 
presence of the grandmothers per se does not leac to 
the development of transsexualism; however, the data 
suggest that the behavior and attitudes of these partic- 
ular grandmothers (e.g., encouraging cross-dress:ng) 
played a role in the development of the disorder. It is 
also interesting to speculate on the influence the graad- 
mothers had on the psychosexual development of the 
patients through their (the grandmothers’) role in the 
psychosexual development of their daughters (the pa- 
tients’ mothers). If the mothers of the patients demon- 
strated sexual confusion and/or ambivalence about 
their gender role, the mothers' attitudes and behaviors 
would also have had an effect on the patients. On the 
basis of these observations, further studies of the fami- 
lies of transsexuals seem warranted. 
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Human Leukocyte Antigen A, and Psychopathology in Chronic Schizophrenia 


BY DANIEL J. LUCHINS, M.D., DANIEL R. WEINBERGER, M.D., JOEL E. KLEINMAN, M.D., PH.D., LEONARD 
NECKERS, PH.D., JACK E. ROSENBLATT, M.D., LLEWELLYN B. BIGELOW, M.D., AND RICHARD JED WYATT, M.D. 


Several diseases have been shown to be associated 
with specific human leukocyte antigens (HLA) (1). Al- 
though schizophrenia may be genetically linked to the 
HLA systems, there is no clear association between 
the disease and any specific HLA (2). We addressed 
this issue and reported that the prevalence of HLA-A, 
was increased in a sample of schizophrenic patients 
(3). The increase was concentrated in the subgroup of 
patients who had no morphologic abnormalities sug- 
gestive of brain atrophy on computed tomography 
(CT) scan. Because the patients studied had chronic 
courses and because A, and morphologic abnormal- 
ities appeared to be segregated, we hypothesized that 
either characteristic might be a factor contributing to 
chronicity. Subsequently, Weinberger and associates 
(4) reported that lateral ventricular enlargement on CT 
scan was associated with a poor clinical response to 
neuroleptics. We were interested, therefore, in exam- 
ining the relationship between A, and response to 
neuroleptic treatment. 

To investigate this relationship we examined in pa- 
tients with and without A, 1) clinical response to 
neuroleptics, 2) serum neuroleptic-like concentrations 
as measured by dopamine receptor binding, and 3) in 
vitro haloperidol binding. Our hypothesis was that dif- 
ferences in clinical responses would be explained by 
differences in the pharmacokinetics or binding of 
neuroleptics in patients with Ag. 


Method 


We studied 17 patients on a NIMH research ward 
who fulfilled Research Diagnostic Criteria (5) for 
chronic schizophrenia. Their HLA was determined 
previously by the method of Amos and Pool (6). Nine 
patients had A, and 8 did not. The mean age (+SD) for 
the 17 patients was 27.1+5.8 years and their mean du- 
ration of illness was 9.3+5.2 years. There was no sig- 
nificant difference in age, years of illness, years of hos- 
pitalization, or size of lateral ventricles between the 
patients with and without A,. 

Patients were drug free for at least 1 month, after 


Received Sept. 12, 1979; accepted Jan. 3, 1980. 

From the Laboratory of Clinical Psychopharmacology, Division 
of Special Mental Health Research, Intramural Research Program, 
Saint Elizabeths Hospital, Washington, D.C. 

Address reprints to Dr. Luchins, Laboratory of Clinical Psycho- 
pharmacology, Division of Special Mental Health Research, Intra- 
mural Research Program, William A. White Bldg., Rm. 536, Saint 
Elizabeths Hospital, Washington, D.C. 20032. 


which they were given standard neuraleptics for 2 
months at dosages determined to be clinically optimal 
by the ward psychiatrist. Trained nursing staff rated 
patients twice daily on the 26-item Brief Psychiatric 
Rating Scale (BPRS) (7). To assess drug response, we 
compared the mean total and subscale BPRS scores 
for the last 2 weeks of the drug-free period with the last 
2 weeks of the drug-treatment period. 

In order to assess the possible interact.on of A, with 
drug kinetics, we determined serum neuroleptic-like 
concentrations in these patients by a previously de- 
scribed technique (8). We alsc assessed haloperidol 
binding (both total and dopamine displaceable) in lym- 
phocytes from 4 A; patients and 8 patients without Ag. 
For this purpose the lymphocytes from 15 cc of hepar- 
inized blood were separated on Ficoll anc diluted to 10’ 
lymphocytes/ml in balanced salt solution. Lymphocytes 
(8x 10°) were incubated for 2 hours at 37° C in a final 
volume of 1 ml with 1.33 pmol ?*H-haloperidol (specific 
activity, 7.8 mCi/umol, New England Nuclear) in the 
presence or absence of 10 nmol of dopamine. Follow- 
ing incubation, samples were diluted in a 10-ml bal- 
anced salt solution and rapidly filtered over Whatman 
GF/B filters with three 5-ml washes of balanced salt 
solution. Radioactivity trapped on the filter discs was 
counted in 10 ml of Aquasol in a scintillation counter. 
We calculated total binding (counts in the absence of 
dopamine) and dopamine-displaceable binding (total 
binding minus counts in the presence of dopamine). 
All assays were done in triplicate. 


Results 


While the patients were drug free, the mean total 
BPRS scores (mean SD) for the 9 A, patients were 
significantly lower than those for the 8 non-A, pa- 
tients (43.84 14.4 versus 63.1x:20.8; p<.05, two-tailed 
t test). The A, patients also had lower scores than the 
non-A, patients on three of the five BPRS subscales 
(9): anxiety/depression (.8+.6 versus 1.6+.9, p<.05), 
thought disturbances (1.7+1.0 versus 3.1+1.2, p<.05), 
and activation (1.64.7 versus 2.8+1.0, p<.01). While 
patients were taking neuroleptics, there was no sig- 
nificant difference in the mean total BPRS scores 
for the A, and the non-A, patients (36.5+ 14.1 versus 
46.9+17.3, p=.19) and on any of the subscales. The 
mean.change in the total BPRS from off drugs to 
on drugs for the A, compared to the non-A, patients 


was not significant (7.3421.6 versus 16.2+23.4, 


p=.43). 
The mean neuroleptic dose (=SD) (expressed in 
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CPZ equivalents) for the A, and the non-A, patients 
was not significantly different (1121.1+844.8 mg ver- 
sus 1188+941.4 mg). The mean serum neuroleptic-like 
concentrations for the two groups (expressed as nano- 
grams per milliliter of CPZ equivalents) was aiso not 
significantly different (€13.2+601.5 versus 361.1:-378.7, 
p>.3). 

The total binding of ?H-haloperidol to lymphocytes 
from 4 A, patients was not significantly different from 
that from 8 non-A, patients (343-235 versus 403-253; 
p>.8, two-tailed t test). Dopamine displaceable bind- 
ing was not detected :n either the A, or the non-A, 
patients. 


Discussion 


We found no evidence that schizophrenic patients 
with HLA-A, respond less well to neuroleptic treat- 
ment than those without A,. Furthermore, there was 
no evidence that A, interacted with neuroleptics to af- 
fect serum neuroleptic concentrations or haloperidol 
binding to lymphocytes. Rather, our results suggest 
that when chronic schizophrenic patients are drug 
free, those with A, are less symptomatic than those 
without A, a difference that is obscured by neurolep- 
tic treatment. In the cnly other study of HLA and 
neuroleptic response, Smeraldi and associates (10) 
found in a restrospective review of 33 chronic schizo- 
phrenics’ charts that A, was correlated with a poor 
clinical response to chlorpromazine. However, in a 
prospective study of 17 chronic schizophrenic patients 
they found no relationship between A, and clinical re- 
sponse. Our results are similar to the results of their 
prospective study and suggest that their A, patients in 
their retrospective study might have been less sympto- 
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matic before drug treatment and, therefore, gave the 
impression of making less improvement. 

This study does not support our original hypothesis 
that the increased frequency of A, in schizophrenic »a- 
tients was related to poor response to neuroleptics. It 
suggests, however, that among schizophrenic patients 
with chronic courses those with A, may be less symp- 
tomatic. This lends support to the notion that sub- 
grouping schizophrenic patients by biologic character- 
istics may be valuable. 
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IN MEMORIAM 


Kenneth Ellmaker Appel 
1896-1979 


t is difficult to do justice to the memory of a beloved col- 

league who meant much to many people. There were so 
many facets to this particular man’s makeup that one hesi- 
tates to enumerate them lest in the assemblage one beclouds 
his essential qualities. It is hard to even think of Kenneth 
Appel sitting still for a portrait, and it is even more difficult to 
try to collect all of his qualities for a memorial essay on this 
man, who died on August 27, 1979. 

Some of us met him when we were fledgling psychiatrists 
at the Pennsylvania Hospital and Institute in Philadelphia. 
We young hopefuls were known then as assistant physicians; 
residencies had not yet come into vogue. There were only 
three or four of us at the 44th Street Division in 1933 and, 
like all neophytes, we were floundering. When we learned 
that Dr. Appel, who was working with Drs. Bond and 
Strecker at 49th Street, had been assigned as clinical director 
and would meet with us two mornings a week, our spirits 
rose. 

We were but recently out of medical and surgical intern- 
ships and were a bit organic in our thinking, so some of the 
psychoanalytic doctrine he taught was hard for us to follow 
in the beginning. However, we were impressed at once by 
Dr. Appel for we soon saw evidence of his earnest devotion 
to sick people and his willingness to discommode himself or 
anyone e.se in their behalf. 

Reports on his background had preceded him. His an- 
cestry was dotted with college presidents, ministers, and 
lawyers and we were aware of his academic accomplish- 


ments. His M.A. and Ph.D. in psychology from Harvard and . 


later his M.D. cum laude from the same distinguished institu- 
tion all promised a broad and up-to-date overview of the psy- 
chiatric field. While in Boston Dr. Appel had come under the 
influence of a number of medicine's greats. Think of being 
taught by Ernest Southard, Walter Cannon, Cushing, Cabot, 
Folin, and Peabody! Southard, who taught a class on psycho- 
pathology in Shakespeare, evidently took to Kenneth and 
asked him to monitor the class he taught psychiatrists. Later 
he introduced him by letter to Sir William Osler. Osler ad- 
vised Appel to go to Oxford University for a while in order to 
absorb some of its atmosphere while he studied physiology 
under Starling. 

All of this was preparation for the young man’s life work. 
When he was ready to start his career, Tom Salmon, who 
had been in charge of psychiatry in the Army in World War 
I, advised him to go to Philadelphia and work with Bond and 
Strecker because they seemed to be the most progressive of 
the contemporary psychiatric crop. Kenneth took that ad- 
vice. The new clinician was not long in Philadelphia before 
he recognized the future possibilities of psychoanalysis and, 
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with financial aid from Bond and Strecker, went abroad to be 
analyzed by Otto Rank. Later he was instrumental in bring- 
ing Herman Nunberg to Philadelphia, and psychoanalysis 
gained a foothold in that segment of American zsychiatry. It 
is said that Kenneth was the first psychiatrist ir: Philadelphia 
to complete a personal analysis. 

It was soon obvious not only tha; Kenneth was an out- 
standing clinician but that he visited his sick zatients night 
and day, weekends and holidays. He seemed :o see great . 
healing potentialities in psychiatry and had high hopes for it. 
Moreover, he was able to prognosticate the needs of the spe-. 
cialty and even at that time to visualize how some of them 
might be met. 

Appel's interest in people and in human relationships was 
by no means confined to hospitals. On one noteworthy occa- 
sion he sent a sick boy to Europe as a therapeutic measure 
and had him accompanied by a young man of n2 professional 
training but excellent character. The success of this trip ap- 
pealed to Appel as a new possibility. Young 2eople at that 
time could go abroad reasonably cheaplv; they would meet 
others and broaden their lives. Thus began the Experiment 
in International Living. He interested some of his friends, 
particularly Dr. Donald Watts and Dr. anc Mrs. Stuart 
Mudd, and together they became prime movers. Years later 
it was calculated that several hundred thousard young folks 
eventually took part in these trips. As we lock at the Experi- 
ment in International Living from our present vantage point, 
we think of the concept perhaps as a forerunner of the Peace 
Corps. 

This influence, which benefited so many young people, al- 
so led Dr. Emily Mudd, a bright aad loyal zssociate, to a 
study of family influences and interests; she later became 
Professor of Family Studies at the University cf Pennsylva- 
nia and Director of the Marriage Ccuncil of Fhiladelphia. It 
does seem as though these good folks were zhead of their 
time, for marriage counseling and family thera»y have only 
recently been rediscovered. 

Dr. Appel thought so highly of the Expertment in Inter- 
national Living that on one occasion he said, "'If I had dene 
nothing but have a great part in the idea of the Experiment in 
International Living, that would be satisfyinz to me, for it 
affected so many people and they had so much fun.” Anoth- 
er man of genius had comparable thoughts: Dr. Charles H. 
Mayo once said, “All who are benefited by community life, 
especially the physician, owe something to the community.” 
Both men knew what was going on in the community and 
also were well aware of what was going on in hospitals. 

In 1934 Dr. Appel called me into his office and confided 
that I was about to be honored by being made one of the 
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assistants to the medical chief. But he advised me to respect- 
fully decline the position, for he had other ideas for me. As 
his idea evolved it concerned Dr. Alan Gregg, the distin- 
guished medical director of the Rockefeller Foundation, who 
was to visit the next day with Drs. Bond, Strecker, and Ap- 
pel and discuss the Foundation’s willingness to finance psy- 
chiatric fellowships at the Institute. In Dr. Appel’s plan, I 
was to station myself outside Dr. Bond’s office door and I 
would be presented to Dr. Gregg as he emerged. I followed 
directions and Dr. Gregg proved to be cordial, took me with 
him in his cab to the railroad station, and invited me to lunch 
with him in his New York office the next week. 

It was a wonderful meeting and I still remember every- 
thing he said to me. Out of the visit I was awarded a Rocke- 
feller fellowship in psychiatry, to extend for two or three 
years—the first year to be spent in Philadelphia and the re- 
mainder in European countries of my choosing. This was all 
due to Kenneth Appel, as indeed was the whole idea of the 
Institute's teaching program. 

At the termination of my fellowship in 1937, I was to be 
one of Dr. Strecker's assistants, but again the fine Italian 
hand of Dr. Appel was detectable and instead I became the 
clinical director of the hospital section, where I met with 
some wonderful young men who later headed depar:ments of 
their own. 

All the while Dr. Appel was busy with his practice and 
with writing and teaching. I had become aware earlier that he 
had no time for small talk, but he was always full of ques- 
tions and knew what was going on in psychiatry in various 
parts of the world. While I was in Europe he had cabled me 
to go and see Sakel, who was beginning work with insulin 
therapy in Vienna. I reported that I did not think we could 
repeat Sakel's work in Philadelphia; I had seen several of his 
patients in convulsion in what were called Gitter oeds and 
the circumstances were distressing to me. He cabled me to 
go back again and, in addition, to see Rudolf Allers, a physi- 
ologist and philosopher who was a bit of a genius, also in 
Austria. The whole insulin story is known by now and I sent 
Dr. Donald Hastings to New York to learn the technique in 
1938. 

I never understood some aspects of Dr. Appel's philoso- 
phy until I read his Presidential Address and some of his 
other writings. He was elected President of the American 
Psychiatric Association in 1953, and while it was a segment 
of his Presidential Address that changed psychiatry com- 
pletely around, I will come to that later. First, from his writ- 
inzs I began to see the reasoning behind his unwillingness to 
give up on patients and his interest in a philosophic approach 
to treatment. In one scholarly paper he wrote, '*'Failure is 
inevitable, yet incidental — not final. The present is the thing. 
_ Life lies in the pursuit, not always in attainment. It is in the 
urflagging striving that healing comes. The psychiatrist's 
presence and attitude keeps effort alive.” 

He also observed, ‘‘Lord Gray says somewhere, "Nothing 
so predisposes man to understand as making him feel he is 
understood.' . . . One can show interest, patience, consid- 
eration, friendliness, willingness to try to help before one 
says very much or when one says very little. It is the atti- 
tudes that help healing." 

In another touching segment he tells how he took a desper- 
ately sick suicidal woman, ''psychotic, lost and bitter” to his 
office, opened a copy of Thornton Wilder’s Woman of 
Andros and read for half an hour to her about the reflections 
of the heroine. This brought meaning, atonement, and for- 
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giveness to the patient, which came not from understanding 
the dynamics of her situation but because the shared experi- 
ence "enabled her to rise above personal sorrow, accert the 
pain which is the world's lot, assimilate it without bitterness 
and move on to normal living and health.” 

Kenneth became active in GAP and was asked by Will 
Menninger to survey the state hospitals, which were under 
criticism at the time. He was shocked at what he found— 
patients neglected, budgets for food, clothing, and treatment 
cut down to $1.50 per day, etc. As usual, these patients were 
the first to suffer in bad times and the last to be helped in 
good times. His APA Presidential Address in 1954 gave him 
an opportunity to publicize his views on these matters in a 
way that was sure to accomplish some good. It was from. this 
address that agitation for a congressional commission, the 
Joint Commission on Mental Illness and Health, began. The 
Joint Commission, with various disciplines included and 
with Jack Ewalt its moving spirit, met over a period of five 
years. Its final report, Action for Mental Health, followed in 
1963 by a message sent to Congress by President Kennedy, 
stimulated that body to establish new mental health and 
mental retardation programs. President Kennedy's theme, in 
the first presidential message on mental health that had ever 
been sent to Congress, was to bring the treatment of mental 
ils and mental retardation back into the mainstream of 
American medicine and to return the care of mental patients 
to the community. 

In a paper delivered in 1963 Dr. Appel wrote, ''I see psy- 
chiatry in the community as being more important than hos- 
pitals. Hospital psychiatry will never be eliminated, but the 
hospital itself can move out into the community through ex- 
tramural activity if the government will provide the re- 


. sources. This is one of the new developments which has un- 


dreamt of potentials." Then he listed all that was needed in 
the way of experiments and the personnel for the task. 

Dr. Appel was elected a member and later president of the 
American Board of Psychiatry and Neurology and also presi- 
dent of the Academy of Religion and Mental Health. He was 
a member of the medical school faculty of the University of 
Pennsylvania for 31 years and became chairman of the De- 
partment of Psychiatry in 1952, serving in this capacity antil 
1962. 

In 1946 Dr. Appel had started the Donner Service, ater 
known as the Functional Clinic and now known as the Psy- 
chiatric Outpatient Department of the university. He was re- 
sponsible for integrating the Marriage Council of Paila- 
delphia into the framework of the university as the Division 
of Family Study of the Department of Psychiatry, directed 
by Dr. Emily Mudd. 

There were a number of Dr. Appel's other accomp ish- 
ments that are worthy of mention, but there is no room to 
discuss them here. Many of the men who trained under him 
now hold professorships in other parts of the ccuntry. Ore of 
his residents, Howard P. Rome, became president of the 
World Psychiatric Association. The formation of a full-time 
faculty with the capacity to conduct independent research 
was one of Dr. Appel's most important accomplishments as 
chairman of the Psychiatry Department. In 1952 his depart- 
mental budget was $100,000; when he retired in 1962 it ap- 
proached a million dollars. 

It is obvious that one of Dr. Appel's greatest contribut ons 
was the inspiration that he provided to a host of people— 
students, residents, colleagues, patients, friends. Thos2 of 
us who worked with him owe him a debt of gratitude that is 
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hard to describe. I shall leave out his various kindnesses to 
me personally and say simply I loved him and he probably 
kept me in psychiatry. I owe him more than I do anyone in 
the specialty. Once I nearly left the discipline to go back to 
medicine at Jefferson, but he helped me through that epi- 
sode, as he did with others. Also, one should not write about 
Kenneth without mentioning his delightful and helpful wife, 
Madeleine, who was his loyal constant companion, nurse, 
and inspiration. I fear she would not stand for my saying 
more than that, but everyone loved her, too. 

Drs. Manuel Pearson, B.J. Alpers, and Daniel Blain have 
spoken and written about Kenneth with obvious insight and 
affection. They were close to him for many years. Alpers 
saw that Kenneth had two features of a superior mind, curi- 
osity and receptivity. ‘‘He was tolerant, tireless, and never 
complained of fatigue. He flooded his talk with knowledge 
which it took someone with background to appreciate. But 
put a patient before him and he was superb—then all of his 
erudition and his kindness came out.” Alpers adds, '* A true 
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eclectic, he was conversant with all trends in his specialty, 
using any or all means required to help the emotionally 
sick.” 

Manny Pearson describes the essence of th.s capable and 
good man. Pearson wrote, . 


To my mind the poetry of Appel ts best portrayed by a vi- 
gnette. On a snowy New Year’s day in 1960 I watched him 
holding Dr. Strecker’s hand for many hours while his former 
chief and close colleague was lying in a coma. He explained, 
"In my family we always stay close and hold "he hand of the 
one who is dying.” 


Dr. Pearson adds, ‘‘Those were the words of a man who 
cared'' and in so saying he pronounced a fitt.rg epitaph for 
Kenneth Appel. 

He was a man who cared. 


FRANCIS J. BRAZELAND, M.D. 
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An American Brand of Apartheid? 


SIR: Rather than investigating another country’s psychiat- 
ric facilities (Report of the Committeé to Visit South Africa, 
November 1979 issue), it would be more appropriate for an 
APA committee to concentrate on the conditions in state 
hospitals, where one can easily find dilapidated, barracks- 
like buildings, lack of ECT, and no toilet paper. 

Americans fail to see their own special brand of apartheid 
in medicine (including psychiatry)—one set of hospitals for 
the rich and one set of hospitals for the poor. Perhaps you 
should allow a committee from the Association of South Af- 
rican Psychiatrists to investigate the state hospital system of 
New York and prepare a report for the World Health Organi- 
zation. These investigatcrs would find vermin, lack of toilet 
paper, widespread stealing of patients’ belongings, and in- 
adequate staff. Maybe then we might see somie change in the 
United States. 


ALIZABETH ANNE TERNER, M.D. 
New York, N.Y. 


Comments on Commitment 


SIR: As lawyers, we find it difficult to respond to '' A Com- 
mitment Law for Patients, Doctors, and Lawyers" by Loren 
H. Roth, M.D. (September 1979 issue) because of its decid- 
edly unlawyerlike approach. Nevertheless, we must object 
to Dr. Roth's disturbing suggestions for judicial-medical pa- 
ternalism. 

Dr. Roth's proposed "emergency commitment,” designed 
to protect the person or o:hers and allowing medication only 
to control the emergency, is not new. It reflects the existing 
law in most jurisdictions. However, his presentations of pa- 
rens patriae and police power justifications are somewhat 
misleading. 

The sovereign's obligation to protect those unable to care 
for themselves is analogous to a parent's obligation to pro- 
tect his child. This doctrine of parens patriae allows the state 
to consider whether such intervention is warranted. It is a 
basis for jurisdiction, not a substitute for constitutionally re- 
quired due process of law. 

Dr. Roth's proposed parens patriae commitment does not 
emphasize choosing the least restrictive alternative for site 
and mode of treatment. The suggested standards for ‘‘limited 


incompetency'' omit the test of substantial impairment and 
its causality, found in the commitment phase. Why shculd 
the state deprive an individual of his liberty solely because 
he suffers a treatable, serious mental illness but rejects in- 
patient treatment? Dr. Roth seems to argue that psychiatrists 
should be allowed to treat anyone who they feel is treatatle. 
This is not practical in other fields of medicine. Why should 
it be so for psychiatry? Dr. Roth's proposal more closely 
resembles a model for social control than a medical model. 

Dr. Roth proposed a third category of commitments ba:ed 
on the *'police power” of the state, applying to individuals 
deemed dangerous to themselves or to others. This proce- 
dure would have a least restrictive alternative test, even 
though it is based on a social protection theory. Why did Dr. 
Roth omit this requirement from his parens patriae ccm- 
mitment? The police power commitment would also include 
a comparison of the quality of care available at the petition- 
ing facility with that available if the person were not ccm- 
mitted. Most state hospitals would always appear second 
best in such comparisons, and therefore could never receive 
a committed patient. 

Dr. Roth's proposals seem to eliminate all nontreatable 
admissions, determining the individual's competency, treat- 
ability, and serious mental illness in a single judicial pro- 
ceeding. To the extent that this suggests a limited guard- 
ianship proceeding, California and Michigan have already 
accomplished it, and, in a different way, so has Massachu- 
setts. 

We object to Dr. Roth's reliance on what he terms ‘‘safe- 
guarded paternalism.” Little evidence supports the con- 
tention that physicians can successfully judge what their pa- 
tients want for themselves (1-3). We question the benefits of 
a paternalism leading to the horrors and intransigence that 
resulted in Wyatt and Willowbrook and similar cases. 

Justice Frankfurter once said, “‘The history of American 
freedom is, in no small measure, the history of procedure”’ 
(4). Due process of law and the right to control one’s destiny 
are not mere technicalities but the defense against the divine 
right of the king to do what he pleases. They apply equally to 
the divine right of psychiatrists. : 
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RAYMOND P. BILODEAU, ESQ. 
Worcester, Mass. 

THOMAS F. O'HARE, ESQ. 
Wellesley, Mass. 


Sır: I was deeply troubled by Dr. Roth’s suggestion that 
further court intervention in the medical system would im- 
prove matters. Having sat an entire day outside a courtroom 
waiting to testify because lawyers were reselecting a jury, I 
envision a judge, jury, two attorneys, and two psychiatrists 
taking a few hours to a few days for each commitment pro- 
ceeding. The courts are already clogged with a 9-month to 3- 
year delay before trial. 

While the rights of individuals must be protected, can a 
system that functions in adversary fashion protect patients’ 
rights to health as well? Would courts secure the best health 
interests cf patients or simply protect them from doctors and 
hospitals? The patient-physician relationship, formerly 
founded cn assumed collaboration, would now become po- 
larized. 

The courts have a mixed record. While helping some, they 
have created a nightmare for others. Currently, nondanger- 
ous but incompetent patients are released through legal 
means to communities that are not prepared to accept them. 
This is equivalent to protecting the rights of 8-year-old or- 
phans by freeing them from institutions and letting them 
roam the streets. 

Dr. Roth concluded, '*If there is evidence that help is not 
forthcoming it is time to quit.” This is not very different from 
primum non nocere of old. Shouldn't this apply to lawyers 
and courts as well? Physicians are restrained by the threat of 
law suits. Judges have no such restraint on them and have 
been declared immune from responsibility of their legal deci- 
sions. Who will protect the patient from the well-meaning 
legal system? 


ADRIEN L. COBLENTZ, M.D. 
Montclair, N.J. 


Sin: Dr. Roth’s idea of including a competency to consent 
ruling in commitment hearings is a practical means of secur- 
ing treatment for those who deserve it. However, much of 
the article betrays a submission to the ideology of ostensible 
civil liberties for patients. 

We should not condone circumstances that would readily 
permit nontherapeutic confinement. Nor should we be 
ashamed to strive to provide treatment, including involun- 
tary hospitalization, for those who obviously need it. Must 
commitment be rigidly linked to absolute limits on duration 
or frequency of hospitalizations? Given the usual in- 
adequacy of community care for those with serious distur- 
bances, frequent or long-term hospitalizations can be the 
most helpful options for some patients. 

The more politically regimented mental health treatment 
issues become, the less sensitive the process will be to the 
human needs of patients and their loved ones. Proceedings 
may be strongly influenced by officials who promote radical 
antipsychiatric views, such as the belief that ‘‘free’’ personal 
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. chaos, or suicide, ought to prevail over treatment efforts. 


Each prohibitive—''protective" —law, regulation, or court 
decision for patients has a much broader antitherapeutic im- 
pact. Physicians and hospital administrators are often in- 
clined to dismiss patients after brief treatment and superfi- 
cial improvement to avoid the antagonizing and time-con- 
suming processes of prolonging involuntary treatment. 

As physicians, we must not contribute more to the neglect 
of chronically and severely disturbed patients by helping to 
construct misguided regulations. However popular the view 
might be in legal circles, it seems absurd to comfine patients 
by police power commitment and then show tender solici- 
tude over their ‘‘right’’ to refuse treatment, which might be 
necessary to gain them release from confinemeat. I fear that 
the mental health bar seeks continuously 2xpancing spheres 
of regulatory influence rather than a fixed position of com- 
promise. In every encounter the psychiatrist must forcefully 
represent the interest of providing adequate treatment. No 
one else is likely to do so. 


GLEN N. PeTrerson, M.D. 
Ock'and, Calif. 


Sir: There is one major deficiency in Dr. Roth's model 
commitment law that could be easily remedied. 

During 25 years of practice in an urban area, I have had 
problems keeping outpatients on psychotropic medication. 
With depository neuroleptics, it is now possible to keep pa- 
tients functioning out of the hospital. Most patients would 
choose outpatient status if they could functicn in the com- 
munity, if only they would continue to take their medication. 
After a patient has demonstrated on perhaps three occasions 
that he is incapable of the insight necessary to be aware that 
he needs to continue his medication, the courts could ap- 
point a substitute decision maker for him. This impartial de- 
cision maker would evaluate the patient's drug therapy and 
could require him to continue treatment if nezessary. 

I frequently treat patients who respond rapidly to medica- 
tion but because of noncompliance have recurrences of flo- 
rid, psychotic symptoms, sometimes endangering their chil- 
dren and usually themselves. While medicated, these pa- 
tients are quite rational and compeient but deay their need 
for the drugs that keep them rational. 

When I first went into practice, it was customary to re- 
lease patients on trial visits sometimes lasiing a year or 
more. During these visits, patients could easily be returned 
to the psychiatric hospital if treatment recommendations 
were not followed. While this practice may nct be acceptable 
under present civil liberties thinking, some type of legal as- 
sistance to ensure involuntary treatment for such patients is 
badly needed. 


GEORGE A. ROGERS, M.D. 
Camden, N.J. 


Dr. Roth Replies 


SIR: I am not certain that Attorneys Bilodeau and O'Hare 
understood my proposal. I have not proposed that mental 
patients be treated involuntarily solely because they have re- 
fused treatment, nor that treatment be forced on patients 
without due process of law. I proposed that commitment 


506 LETTERS TO THE EDITOR 


hearings should be treatment hearings. Representation and 
adversary testimony for the patient is not only permitted but 
encouraged. At the commitment (treatment) hearing it must 
be shown that 1) the patient has a severe mental illness, 2) 
the patient is unable to give informed consent to treatment, 
and 3) the prognosis for the patient, without treatment, in- 
volves severe distress. I view commitment as a special form 
of guardianship where traditionally, and wrongly, the guard- 
ianship has been given to the doctor with insufficient due 
process provided the patient. Attorneys Bilodeau and 
C’Hare failed to acknowledge that the United States Su- 
preme Court, in its recent opinion in Addington (1), spoke 
favorably of parens patriae. 

The least restrictive concept is more vague and more diffi- 
cult to implement in commitment than many legal thinkers, 
including Attorneys Bilodeau and O’Hare, acknowledge (2, 
3). Psychiatric patients who have been shown to be genuine- 
ly competent to consent to or to refuse treatment should re- 
.ceive the treatment that is most beneficial for them, not 
merely the alternative that is least restrictive of their free- 
dom (3). Once demonstrated incompetent, the patient is enti- 
tled to have his needs met as he would meet them were he 
competent. My schema provided for this. 

Wyatt and Willowbrook do represent horror shows for 
which psychiatry bears some but by no means the major re- 
sponsibility. Such cases should not prevent us from trying to 
do better. In accord with the American Psychiatric Associa- 
tion’s proposed position statement on commitment, I believe 
no patient should be committed to a mental hospital that is 
not accredited by the Joint Commission on Accreditation of 
Hospitals. 

I concur with Dr. Coblentz, and by inference with Dr. Pe- 
terson, that the law has not always been more virtuous or 
protecting of patients’ rights and needs than has psvchiatry. 
Nevertheless, therapeutic values are not the only values that 
our society holds. The involvement of lawyers in com- 
mitment proceedings is a necessary check on therapeutic ad- 
venturism. I have specified procedural protections for the 
patient that I would want for myself were I to be mentally ill, 
or were a member of my family to be mentally ill. My clinical 
experience also suggests that patient needs and patient rights 
will not always conflict. Providing rights for patients may 
help to strengthen the doctor-patient relationship. 

Dr. Rogers is, I gather, in agreement with much of what I 
have written. Unfortunately, providing involuntary treat- 
ment for outpatients is an even more complex problem than 
providing involuntary treatment for inpatients. Successful 
treatment does not always restore insight to patients who 
suffer the most severe forms of mental illness. Involuntary 
treatment in the community is also not very practical. Many 
patients who refuse medication while in the community are 
competent, at the time of their refusal, to do so. Therefore, it 
is the patient’s right, not the doctor’s right, to decide wheth- 
er to take medication or risk rehospitalization. We must rely 
on persuasion and involvement of the patient’s family mem- 
bers and friends to help us deliver outpatient treatment. 
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LonEN H. Rotu, M.D., M.P H. 
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Children’s Sensitivity to Projective Identification 


Sir: In ‘‘Familial Neurotic Symptoms” (November 1979 
issue) Jesse O. Cavenar, Jr., M.D., and Lucy H. Caudill, 
M.D., confirmed phenomena in neurotic patients tha! my 
colleagues and I have described in families of borderline, 
narcissistic, schizophrenic, and antisocial adolescents (1-4). 
These data support the idea that children are exquisitelv sen- 
sitive to the content of their parents’ unconscious projective 
identification. The following is a similar case report. 


We hospitalized Scott, a 16-year-old boy, to evaluate his 
episodes of indecent exposure to neighborhood girls. The 
courts enforced Scott's hospitalization against the wishes of 
his parents, who felt horrified and humiliated. During Scott's 
treatment, his father admitted to a similar adolescent ex- 
posure episode. He said he ‘‘outgrew’’ such behavior and 
had never mentioned it to anyone. After exploring his own 
experience in couples and family therapy, Scott's fzther 
helped his son address, for the first time, feelings of in- 
adequacy and inferiority. Scott's father had never discussed 
these feelings with his own father. It appeared that a pre- 
conscious recognition of his son's feelings of inadeqracy 
prevented the father from relating to the boy vis-a-vis this 
problem. Withdrawal of parental involvement interfered 
with the boy's masculine identification and, combined with 
other conflicted family interactions, supported his sympto- 
matic behavior. 


Evidence of such projective identification can be obtained 
by focusing on parental abhorrence of their children’s svmp- 
toms and behavior. Parents’ inability to relate to particular 
aspects of their child may suggest powerful unconscious at- 
tempts to disavow dystonic elements of their own self-repre- 
sentations. Exploring these shared unconscious projections 
in family therapy can lead to increased empathy at times of 
developmental stress (5). 
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Sex Differences and Tardive Dyskinesia 


SIR: In “Sex Differences in the Prevalence of Severe Tar- 

dive Dyskinesia" (August 1979 issue), James M. Smith, 
Ph.D., and Daniel D. Dunn compared the findings from their 
study of tardive dyskinesia among schizophrenic inpatients 
aged 20-91 years with those from our study of outpatients 
aged 19-67 years (1). When the authors re-analyzed their 
data to include only patients in the 20-67 age range, the re- 
sults confirmed our earlier finding of a greater prevalence of 
severe tardive dyskinesia among men in this age group, al- 
though nc difference existed between the sexes in regard to 
the overall incidence of the disorder. However, in patients 
aged 67 and over the more severe forms of tardive dyskinesia 
were strikingly prevalent among women. Since these find- 
ings are derived from studies of a total of 554 patients, we 
propose a tentative explanation. 

The results of these studies suggest that the expression of 
severe tardive dyskinesia may be suppressed in women dur- 
ing middle age. This may be traced to the action of estrogens 
on dopaminergic activity in the brain. Raymond and associ- 
ates (2) have shown that estradiols have dopamine antago- 
nist activity. Premenopausal women treated with neurolep- 
tics consistently show greater elevation of prolactin plasma 
levels than men, which may reflect a potentiation by estro- 
gen of neuroleptic-induced dopaminergic antagonism at the 
level of the tuberoinfundibulum (3). If the same potentiation 
occurs in the neostriatum, premenopausal women might ex- 
perience milder forms of tardive dyskinesia because of the 
masking effect of estrogens. Because of this potentiation of 
neuroleptic activity, pharmacological denervation produced 
by neuroleptics should be more extensive in women than 
men, resulting in greater dopaminergic supersensitivity. As 
estrogen levels decrease, tardive dyskinesia might be uncov- 
ered or increase in severity in postmenopausal female pa- 
tients. It takes some years for this to be apparent, as estro- 
gen secretion declines slowly after menopause. Since do- 
paminergic supersensitivity would be expected to be greater 
in women, severe forms of tardive dyskinesia should be 
more common in geriatric women than in geriatric men. 

In assessing the effect of neuroleptics on positive schizo- 
phrenic symptoms, we have consistently found that female 
patients respond to a significantly greater degree than male 
patients (4). This supports the above hypothesis and may re- 
flect the potentiation of neuroleptic-induced dopaminergic 
antagonism by estrogens in the dopaminergic system respon- 
sible for schizophrenic positive symptoms. Thus a patient's 
hormonal status as well as age, as Dr. Smith and Mr. Dunn 
have suggested, may be important factors in assessing and 
treating tardive dyskinesia. These same factors may also 
play a role in the expression of positive symptoms of schizo- 
phrenia. 
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Pain Insensitivity in Psychotic Patients 


Sir: In ‘Analgesia to Painful Stimuli in Affective Illness’”’ 
(September 1979 issue), Glenn C. Davis, M.D., and associ- 
ates found affectively ill patients more analgesiz than control 
subjects. They questioned whether an excess >t endorphins 
might explain this relative analgesia and the psychiatric 
symptoms in depressed patients. Geschwind (1) had a similar 
speculation with regard to pain insensitivity in psychotic pa- 
tients. 

As early as the 1930s, psychotic patients wih acute surgi- 
cal abdominal conditions were noted to have mild or absent 
abdominal symptoms and signs (2). Painless myocardial in- 
farction in psychotic patients has also been reported (3, 4). 
Furthermore, Marchand and associates (5) found pain to be 
absent in 29 of 79 psychotic patients with the acute surgical 
disorders of perforated peptic ulcers, appendizitis, and frac- 
tured femurs. Specifically, they noted pain to 2e absent in 14 
of 39 patients with a diagnosis of schizophren, 7 of 12 with 
alcoholic psychosis, 2 of 6 with general paresis, 2 of 6 with 
cerebral arteriosclerosis with psychotic reaction, 1 of 6 with 
manic-depressive psychosis, 1 of 2 with invocutional melan- 
cholia, and 2 of 8 with miscellaneous mental &sorders. Anti- 
psychotic medication cannot be implicaied because most of 
these observations were made before the introduction of 
phenothiazines. Marchand and associates (2) felt that the 
meaning of pain was lost in these psychotic 2atients. 

As the endorphin story unfolds, we may Earn what role 
endogenous opiate-like substances play in pain insensitivity 
and psychiatric symptoms. 
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DwicGHT L. Evans, M.D. 
Chanel Hill, N.C. 
Dr. Davis and Associates Reply 
Sır: We have reported data supporting insensitivity to 


acute experimental pain in 17 patients with schizophrenia 
who were compared with age- and sex-matched controls (1). 
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This insensitivity was reversed in 5 patients who were given 
naltrexone for several weeks, further implicating endor- 
phins, at least in regard to pain insensitivity if not other 
symptoms of schizophrenia. Twenty-five percent of our pa- 
tients with schizophrenia were more insensitive than any of 
our normal controls. This resembles Ross and associates’ 
study, in which 25% of a schizophrenic population had ele- 
vated plasma beta-endorphin levels (2). To determine wheth- 
er endorphins play a role in the psychotic process, investiga- 
tors might try to select out of a heterogeneous pain-in- 
sensitive schizophrenic subgroup those 
patients with a possible ‘‘hyperendorphinergic”’ state (3). 
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-~ Equal Rights in 1875 


Sir: The following excerpt written in 1875 deals with em- 
ployment of female physicians. I find it strikingly modern. 


It is quite time that the law should require every luna- 
tic hospital to have a female physician for its female pa- 
tients. No man can enter so thoroughly into the thoughts 
and feelings, whether healthy or morbid, of women as 
one of their own sex. 

The objection urged against employing female physi- 
cians is, that it will not be easy to find women fitted for 
the position, that those best qualified will not be willing 
to become assistants in hospitals, since they can readily 
find more remunerative employment. This is very true; 
yet it would be better to place the female patients under 
the care of such a young woman as can be found, than 
under that of a young man. We have now so many well 
educated female physicians in the country, that there is 
really no excuse for refusing to employ them. The ex- 
periment of having a female physician for the female 
wards has been tried at Worcester. The result I regard 
as very satisfactory. 

For the same reason that I desire to have female phy- 


schizophrenic ` 
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sicians, I think that the law should require a part of 
every board of trustees to be women. (1) 
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Aggression and Self-Preservation 


Sir: "Some Neurophysiologic Aspects of Individual Be- 
havior'' by Barbara J. Betz, M.D. (October 1979 issue) pro- 
vided a new perspective on whether human behavior is best 
understood in terms of a single libidinal drive or a dual in- 
stinct theory and whether aggression is properly consid2red 
one of the basic drives. Freud first conceived of conflict as 
arising between sexual impulses and the ''dominant mass of 
ideas’’ in the ego; he later modified this view to describe 
conflicts between the instinct of self-preservation (egc in- 
stincts) and the sexual instincts. His final theory included 
self-preservation in the libidinal drive and introduced agg-es- 
sion as a second drive, the death instinct. Stone (1) has ar- 
gued against aggression as a primary drive. He noted taat, 
unlike the sexual drive, aggression has no ‘‘anatomico-pLys- 
iological apparatus devoted exclusively or even primaril- to 
its specific purposes.” Stone also pointed out that flight, a 
common alternative to aggression, is neglected in most ag- 
gression theories. He suggested that aggression is a powe-ful 
"'instrumentality . . . subserving various functions including 
sex," and argued that the instinct of self-preservation is as 
plausible a theoretical construct as an a priori instinct of ag- 
gression. 

Dr. Betz provided us with the beginning of an anatorric- 
physiologic apparatus subserving primary functions of s=lf- 
preservation and species preservation. The amygdala rezu- 
lates fight and flight reactions while the septal nuclei govern 
pleasurable behaviors (approach, social and genital con- 
tact, food procurement, and nurturance of the young’ — 
components of the libidinal drive). Species-preservative be- 
havior tends to occur in an idling state, with no interfererce 
from fight-flight mechanisms, which corresponds to the pzy- 
choanalytic concept of conflict between drives. 


REFERENCE 


1. Stone L: Reflections on the psychoanalytic concept of aggres- 
sion. Psychoanal Q 40:195-244, 1971 


HOWARD OwENSs, M.D. 
White Plains, N.Y. 


Am J Psychiatry 137:4, April 1980 


BOOK REVIEWS 


509 





The Divine Banquet of the Brain and Other Essays, by Mac- 
donald Critchley, C.B.E., M.D. New York, N.Y., Raven 
Press, 1979, 267 pp., $15.00. 


Macdonald Critchley is one of the outstanding neurolo- 
gists of our time. Moreover, he is one of the few neurologists 
who has concerned himself with topics of importance for all 
psychiatrists, topics such as disturbances of speech, dys- 
lexia, body image, and parietal lobe functions. In addition, 
he is an eloquent speaker whose lectures are marked by wit, 
erudition, and elegance. In this volume, whose title he takes 
from a reference of William Harvey to ‘‘the divine banquet 
of the brayne,’’ Critchley has collected ‘‘a miscellany of es- 
says," some ''minor and ephemeral,” which he hopes will 
bring ‘‘enjoyment to readers and participants." 

The 28 essays touch on an astonishing variety of topics— 
a quasi-ballucinatory experience called an idea of a pres- 
ence, disorders of speech and language, perseveration of 
vision, central blindness, the Kleine-Levin syndrome, in- 
sensitivity to pain, selected aspects of medical history, and 
a variety of miscellaneous subjects. Some are previously 
unpublished addresses written for special occasions; others 
are reprinted from various sources. 

Most enjoyable are Critchley's reminiscences of great 
neurologists whom he has known—particularly S.A. Kinnier 
Wilson and Gordon Holmes. Although these recollections do 
not necessarily enhance the reader's opinion of these men as 
people, they are lively and incisive, and both Wilson and 
Holmes emerge as complex and vivid personalities. 

Other subjects do not fare so well. Many of the topics that 
Critchlev has dealt with most extensively and perceptively 
elsewhere are touched only superficially here, and the reader 
is left unsatisfied. Several essays were written specifically 
for oral presentation; without the author's voice and pres- 
ence, the words themselves are not enough. Others, and un- 
fortunately these may constitute a majority, verge on the 
pretentious and precious, so that language and style come 
between the reader and the subject under consideration. 
Foreign phrases and quotations in four or five languages— 
none translated—abound. The author's position is that neu- 
rologists *'constitute a sort of corps d'élite among their col- 
leagues in general medicine like racehorses in a stable." Two 
hundred sixty-seven pages in which the racehorse neighs 
down to the drayhorse is a bit much. 

Critchley has made outstanding contributions to both neu- 
rology and psychiatry. The serious student would do well to 
look for them in Critchley's scientific publications. Regret- 
tably, with two or three exceptions, these essays would bet- 
ter have been left to rest where they had earlier achieved a 
peaceful obscurity. 


CHARLES E. WELLS, M.D. 
Nashville, Tenn. 


Mind and Madness in Ancient Greece: Tbe Classical Roots of 
Modern Psychiatry, by Bennett Simon, M.D. Ithaca, N.Y., 
Cornell University Press, 1978, 325 pp., $17.50. 


To the traveler through the craggy, olive-trez-dotted coun- 
tryside of modern Greece, it appears remarkabls that the an- 
cient people who inhabited that arid, inhospitable land 
should have been the wellspring of Western culture. As stu- 
dents of intellectual history have oiten pointed out, it was 
during its brief but glorious ascendancy on the historical 
stage that the Hellenic world, espec:ally in Athens, invented 
or discovered the basic conceptual forms that have infused 
Western philosophy and science ever since. In his scholarly 
and absorbing book, Dr. Simon draws yet further parallels 
between past and present as he shows us the striking similar- 
ities between classical ideas and our modern approaches to 
the understanding and treatment of emctional illness. 

Dr. Simon comes well equipped for his task. À psychia- 


trist and psychoanalyst of distinction, he is at the same time  "- 


a serious student of the language and literature of ancient 
Greece. From this unusual combination of disciplines he 


weaves a fascinating intellectual fabric that zan be donned ` 


with pleasure and profit by classical scholars and psychia- 
trists alike. The assumptions that underlie our zurrent social, 
psychological, and medical approaches to mental illness, he 
shows us by apposite quotations, have their roots in three 
major areas of Greek intellectual and creative activities. For 
the ancient poets, from the immortal Homer -hrough the im- 
perishable tragedians, madness was a central focus of inter- 
est. But madness in their view, though it was played out on 
the stage of the individual human hero, was very much a 
social, interpersonal phenomenon, caused by external forces 
(metaphorically, the gods) and striking a responsive, reso- 
nating chord in the madman's peers. The philosophers, on 
the other hand, followed a line of thought culminating in 
Plato, in whose writings emotional conflict aad the often re- 
sulting emotional disorders were seen as intrapersonal, psy- 
chological events. And finally, the thinkers of the medical 
fraternity considered physiological processes zs primary and 
viewed emotional and behavioral disorders as merely sec- 
ondary to underlying disruptions in physica! states. By the 
same token, the therapeutic activities of the ancients, like 
those of their modern descendants, were threefold in nature. 
The poets emphasized the curative power of publicly 
shared ritual that acted on the madman in the complex set- 
ting of a social, interpersonal matrix; for the philosophers 
the acquisition of individual self-knowledge was the healing 
touchstone; while the physicians put their therapeutic faith 
in their armamentarium of drugs and othez physical mea- 
sures of treatment. The origins of modern 2sychiatry's so- 
cial, psychodynamic, and medical models go back over two 
millennia in time. 

One can only sketch here the major highways in the map 
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of the author’s argument. Equally rewarding are the occa- 
sional byways down which Dr. Simon makes a passing ex- 
cursion, or the multitude of associations triggered off in the 
reader’s mind by the author’s exploration of the past. It is 
notable, for example, s becomes evident in his discussion of 
the poetic view of madness, how central was the pre- 
occupation of the classical poets and their attentive au- 
diences with those suffering the cruel pangs of deranged feel- 
ings, thinking, and behavior. How different from our modern 
ethos, which would baaish the insane from our midst and, by 
incarcerating them in special institutions, attempt to deny 
their very existence. 

As Dr. Johnson commented, ‘‘Greek, Sir, is like lace; 
every man gets as much of it as he can."' There is not much 
lace around in this modern world of ours, and Dr. Simon is 
sometimes almost too allusive in his references to the an- 
cient writers, assuming more knowledge of classical life and 
literature on the part of his readers than in fact exists—an 
assumption that may on occasion weaken the force of his 
arguments. But perhaps what at times seems like a short- 
coming of this admirable book is actually a blessing in dis- 
guise, for the reader is frequently moved by Dr. Simon's tan- 
talizingly brief quotations from the ancients to turn to their 
writings himself and to extend his own knowledge of his cul- 
tural origins. This may not have been the author's intent in 
writing this volume, but of the many intellectual as well as 
professional benefits to be gained from studying Dr. Simon's 
learned and imaginative exposition, it can hardly be among 
the least. 


J.C.N. 


The Birth of the Living God: A Psychoanalytic Study, by Ana- 
Maria Rizzuto, M.D. Chicago, Ill., University of Chicago 
Press, 1979, 239 pp., $15.00. 


Almost 20 years ago the Committee on Psychiatry and Re- 
ligion of the Group for the Advancement of Psychiatry pub- 
lished a report (1) that drew particular attention to the area of 
a psychiatrist's own religious beliefs and his or her attitudes 
toward the religious beliefs of his patients. One of its major 
messages was that the psychiatrist should be prepared to 
scrutinize further or again the psychological significance of 
his own beliefs and praczices, or his disbeliefs, whenever this 
seemed relevant to his work with patients. Another was that 
the views of psychiatrists regarding the clinical sigaificance 
of a patient's faith and practice were far from uniform. Ideal- 
ly. the psychiatrist took no position regarding ultimate valid- 
ity but reserved the right to concern himself with religion to 
the extent that it entered into the patient's psychological 
functioning in general and his illness in particular. 

Ana-Maria Rizzuto ccntinued this line of thought and has 
provided the literature with intellectually sound articles re- 
garding object relations and the formation of the image of 
God and the Devil. This is her first book, and it is excellent. 
She states that it is not about religion but about object rela- 
tions, actually one object relation, that of man with God. 

The book is divided into three sections. In the first, Riz- 
zuto recounts the individual's capacity to acquire a God rep- 
resentation and sets for herself the task of discovering the 
complex forces that make this representation a source of be- 
lief. After reviewing the psychoanalytic literature, she pro- 
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vides a unique contribution in delineating the God-represen- 
tational process as an object-related one, not limited to the 
oedipal period of development but marked by the emotional 
configuration prevailing at the time of formation. Stepping 
beyond the misconception that all nonbelievers are mature 
people who have renounced their infantile wishes, she con- 
cludes that the nonbeliever has a God representaticn and 
must account equally for his lack of belief as the believer 
must for his belief. 

The second section contains clinical research. For each 
case described the individual is located in relation to his be- 
lief in God: 1) the existence of God is not doubted, 2) it is 
unclear whether to believe in a God one is unsure exists, 3) 
there is amazement or anger in seeing others invested in a 
God in which one is uninterested, and 4) there is a struggle 
with a God from whom one seeks freedom. From a brilliant, 
descriptive point of view, Rizzuto here achieves her goal in 
establishing the development and attainment of the God rep- 
resentation as the source of belief or disbelief. 

In the concluding section, Rizzuto elaborates on a c2ntral 
thesis, that God is a special type of object representation, 
created in the psychic space where transitional objecis are 
provided with their powerfully real illusory lives. She states 
that the process of creating and finding God never ceases in 
the course of human life. Finally, she forcefully submits that 
those capable (or incapable) of mature religious belief work 
and rework their God representation to make it compatible 
with their present emotional situation as well as with their 
cognitive and object-related development. 

I recommend this book most highly to the student of psy- 
choanalysis, to the student of religion, and to the therapist 
who has treated a patient’s references to God as either neu- 
rotic or sacrosanct. 
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I and That: Notes on the Biology of Religion, by Alex Comfort, 
M.B., B.Ch., D.Sc. New York, N.Y., Crown Publiskers, 
1979, 156 pp., $6.95. 


This erudite book amalgamates a knowledge of Eastern 
and Western religions, philosophy, literature, physics, aeu- 
rophysiology, Jungian and Freudian psychology, Skinnerian 
conditioning, and systems theory in an attempt to define the 
meaning of religion and to explain it as a necessary outcome 
of brain function. 

Religion, according to Comfort, is concerned with the re- 
lation between the ''I" and the ‘‘That.’’ "I" seems to be 
synonymous with ''self" or "identity." It is derived from 
two inputs: the body image and general perception. Its tena- 
city suggests that it is built into the nervous system. ''That," 
a term he derives from Hindu terminology, refers to the 
"not-I'—other people, nature, and the gods. Bound by the 
use of ‘“‘linear objectivism’’ (logical thinking), the I and the 
That tend to remain demarcated in Western religions and 
Western thinking. Oriental religions, in contrast, encourage 
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merger of the I with the That, brought about by cultivating: 


mystical states. The ‘‘analog-intuitive’’ mode of the East is 
antirationel and intuitive. The result of each of these modes 
is associated with vastly different cultures. l 

A mystiz is one who cultivates the analog-intuitive mode, 
producing oceanic states that reorder experience, alleviate 
anxieties, and still concerns about death. In contrast to the 
East, the West uses this mode sparingly and as a supplement 
to logical thinking. As has been pointed out before, mystical 
states have similar features in widely different cultures, sug- 
gesting to Comfort their inherent biological nature. They 
radically reorder conventional world perceptions. Basically, 
they are neurological experiences accompanied by an in- 
tense affect of bliss and comprehension. They become reli- 
gious only when interpreted, as when the feeling of bliss be- 
comes objectified as ‘‘deity.”’ 

While I cannot fully understand Comfort’s highly con- 
densed systems theory model of I-ness, it involves two par- 
allel scanning processes—one using an analog-intuitive ana- 
lyzer, the other a slower logical-verbal analyzer. The former 
is responsible for intuitive, nonverbal, timeless states result- 
ing in ** ‘perception’ encoded as gestalt,” the latter for real- 
ity-oriented, time-bound '' ‘perception’ encoded as logic/ 
pattern.” One system influences the other. Obscure and ten- 
tative as these ideas may be, they point to the time when this 
kind of knowledge may be applied, through the experimental 
laboratory, to clinical theory and then to actual practice, and 
psychiatric educators might be warned to take this possi- 
bility into consideration. 

Following up on his ideas about the relation between the I 
and the That, Comfort has some interesting speculations on 
a variety of topics, such as the nonreligious basis for ethics 
and morality, the uses of sexuality in the production of mys- 
tical states (from the I to the Thou to the That), and a sys- 
tems-theory, neurologic explanation of Jung's archetypes 
that bypasses the mysterious explanation given by Jung him- 
self. Ccemfort rightly points psychiatry toward William 
Blake's classification of the mind into the four ‘‘Great 
Ones": Reason, Passion, Sensation, and Imagination. En- 
lightenment results from the proper balance among them. 
(They seem to bear a striking resemblance to Jung's quater- 
nity of sensation, thinking, feeling, and intuition, for Jung 
the logical basis of sound judgment.) Blake also recognized 
the complementarity of intuitive and ''objective"" experi- 
ence. 

Comfort agrees with this idea of complementarity, but his 
book is marred by passages in which he ignores it, perhaps 
out of an understandable desire to encourage the mystical 
ways of the East. When he notes that logical thinking has 
been highly adaptive in producing science, he fails to men- 
tion that science would have come to nothing without the 
antirational, intuitive mode. His suggestion that Christian- 
ity's opposition to mysticism made objective science pos- 
sible assumes that such thinking is detrimental to scientific 
discovery. An alternative idea, which realizes that mystical 
thinking is as essential as logic, is that the churches' opposi- 
tion may reactively stimulate it and, as a consequence, crea- 
tive activity in defiant individuals. Remember Galileo. 

Comfort's idea that a mystical church cannot produce sci- 
ence or technology does not square with history. Joseph 
Needham, in his monumental Science and Civilization in 
China (1), pointed out that the mystical Taoists were respon- 
sible for the scientific discoveries and inventions of China, 
while the straight-thinking Confucianists were not. In the 
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West, "the association between nature-mysticism and sci- 
ence is. . . to be found embedded in the very Zcundation of 
modern (post-Renaissance) scientific thought." Poincaré, 
Hadamard, and Polanyi have described this kind of thinking 
in scientific discovery. The foremost scientist of our age, 
Einstein, wrote that ‘‘cosmic religious feeling’ is essential 
for any creative activity and was regarded by both himself 
and others as a mystic. These writings ccntracict Comfort's 
belief that scientists ‘‘will go on regarding mystics as poetic 
story tellers.” There can be little doubt that Einstein's belief 
in cosmic unity" contributed to his lifelong search for a 
unified field theory of the universe, anticipating Comfort's 
prediction that ‘‘one can imagine that a physicist might apply 
[mystical thoughts] not to union with God but to a perception 
of universal structure." Biographies oi highly creative 
people, both scientists and artists, reveal tha: mystical think- 
ing is an almost predictable phenomenon (21. 

The capacity for altered consciousness has not been in dis- 
use until lately, as Comfort states. The fact that it has be- 
come more acceptable, however, has enabled it to come out 
of the closet, but this is hardly prooz. Indeed, i: may be that 
the need for it to go underground stimulated zreative think- 
ing. Using the idea of “latent homosexuality.” one might 
call some artists and scientists “‘latent mystics.” 

The highly creative have always used the enalog-intuitive 
mode. The chief difference in this Age of Malarkev is that the 
mystical part of the mind has been defiantly giorified at the 
expense of the tempering effect of logic and knowledge, per- 
haps in an attempt to drag us out of the Age cf Anxiety. The 
future may bring an age in which bcth modes will be equally 
prized, a time when the educational system will admit the 
intuitive-mystical side into its domain, so thet educational 
institutions (including established churches) will not be as 
anticreative as they tend to be at present. 

Comfort does not relate his ideas to similar or identical 
psychoanalytic concepts, and he neglects recent psycho- 
analytic literature that could add depth to his views. He con- 
ceives of psychoanalysis as a static svstem with a simplistic 
group of hypotheses to which its devotees adaere. He does 
not seem to know that the same kind of disputes exist in 
psychoanalysis as in any evolving science. His restricted vi- 
sion is especially obvious in discussing ‘*Freudian’’ ideas 
about religion. Apparently he is not aware that religion has 
been discussed from many points of view besides Freud's by 
psychoanalysts (3, 4). 

A systems theory or cybernetic approach may turn out to 
be the best method available for understanding integration, 
an essential neurologic function. Only through scanning, 
eliminating, and integrating countless stimuh zan an identity 
be formed, and mystical states function thrcugh their ability 
to produce reintegrations. Following Comfort's lead, com- 
plex neurophysiologic studies may well cast light on this im- 
portant process. 
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The Emerging Goddess: The Creative Process in Art, Science, 
and Other Fields, by Aibert Rothenberg, M.D. Chicago, Ill., 
University of Chicago Press, 1979, 423 pp., $22.50. 


For many years Dr. Rothenberg, a psychiatrist, has de- 
voted much of his energies to studying different psychologi- 
cal aspects of creativity. He is the senior author of three 
seminal reference books: a bibliography of the world litera- 
ture on personality studies of creative men and women in 
literature, music, visual arts, theater, and dance (1), a bibli- 
ography of the world literature on all types of scientific writ- 
ing on creativity (2), and a selection of theoretical writings 
on the nature of creativity by philosophers, psychologists, 
psychoanalysts, psychiatrists, educators, literary figures, 
and creative scientists (3). In The Emerging Goddess Dr. 
Rothenberg presents his own theory about the nature of cre- 
ativity. He developed his theory slowly on the basis of a 
scholarly study of the works of several famous artists, 
writers, and scientists and from a series of intensive and pro- 
tracted psychiatric interviews with 57 highly creative men 
and women. The interviews were ''specifically designed to 
focus on the creative process as directly as possible." 

In the very beginning of his book the author observes that 
creativity is a phenomenon that is mysterious and ‘‘evanes- 
cent, intractable, and unpredictable." He believes, how- 
ever, that we are at a point in the history of science where we 
possess enough psychological insight to ‘‘dispel some of the 
mystery” and that our task as psychiatrists is to help crea- 
tive people know themselves better and thus ‘‘also perhaps 
contribute to the entire creative enterprise.” 

For Dr. Rothenberg, the creative process is the “‘mirror 
image of the dream." It uses the psychological mechanisms 
of dream formation—especially condensation and dis- 
placement—not to disguise phenomena and inhibit anxiety, 
but to reverse inhibition and enable one to see things more 
consciously and clearly. Dr. Rothenberg stresses that crea- 
tive thinking is, essentially, nonregressive and non- 
pathological, that it is a Fealthy mental function, '*one of the 
` highest, if not the highest, kind of adaptive mental process.” 
A person is driven to become creative by a need to gain in- 
creased control of his or her inner psychological world, 
which leads to increased awareness of his or her thinking and 
to progressively increasing anxiety. 

Two particular characteristics of creativity are janusian 
thinking and homospatial thinking. ''Janusian thinking posits 
temporal and functional coexistence of opposites within a 
single ... context and the possibility of simultaneous va- 
lidity of antithetical entities . . . it does not reconcile these 

. Oppositions’’ (authcr's italics). Homospatial thinking 
"operates in conjunction with janusian thinking to produce 
integrated entities such as artistic and scientific metaphors or 
more fully developed paradigms and models . . . opposites 
... In a janusian construct are superimposed or otherwise 
fused in space and integrations are produced.”’ 

In the chaper titled ‘‘Creation of a Poem” Rothenberg 
shows how his ideas can be applied to the making of the 
poem ''In Monument Valley.” (The author of this poem was 
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one of the subjects whom Dr. Rothenberg interviewed.) The 
author shows through this poem that janusian and 20mo- 
spatial thinking are not merely theoretical and aesthetic pro- 
cesses but have deep emotional roots in the life of a creative 
person. 

The Emerging Goddess does, indeed, dispel some of the 


mystery of creativity. After reading it I was stimulated to 


think anew about the creative individuals who are in psycho- 
therapy with me: I had new insights about some of their men- 
tal processes. What still remains a mystery is the nature of 
creative talent. Dr. Rothenberg’s ideas illuminate not only 
the creation of a poem like "In Monument Valley” bur also 
the making of such poems as those of Keats and Shelley. 
They do not explain the nature of the difference between 
poems of talent and poems of genius. 

The book contains insightful accounts of Watson’s discov- 
ery of DNA and Einstein's discovery of the theory of relativ- 
ity (Dr. Rothenberg's first account of Einstein's discovery 
was originally published in this journal [4]). The account of 
Darwin's discovery of natural selection is less satisfactory. 
Dr. Rothenberg asserts that Darwin's moment of discovery 
consisted of ‘‘the formulation of the simultaneous operation 
of maladaptation and adaptation in the struggle for exis- 
tence’’ (author's italics). This assertion is based on Darviin's 
autobiography, which he wrote when quite old. Da-win 
wrote that after reading Malthus' On Population he ''at 
once” thought of natural selection. 

From a study of Darwin’s notebooks on evolution and the 
books that he read it can be seen that his recollections in his 
old age contained omissions and distortions. How Darwin 
perceived natural selection when he first discovered it at the 
end of September 1838 is unclear. Then, after reading Mal- 
thus, he wrote in his notebook that in nature there was ‘‘a 
force like a hundred thousand wedges’’ compelling species 
to adapt to circumstances (5). This is a vivid appreciaticn of 
the conservative force of natural selection. At about the 
same time, in another part of his notebook and in another 
train of thought, he wrote that in the war of nature those 
organic forms which were ''slightly favored"' would get “the 
upper hand"' and form new species. Why did he keep the two 
forces of natural selection apart in his writing, and whv did 
he not directly write that a wedging force produced new :pe- 
cies? Eventually, of course, he brought the forces of con- 
servation and creation together—but not at the momen: of 
his discovery. 

Another unanswered question about Darwin's discovery 
of natural selection is why did he not come to believe at once 
that natural selection could be proved and begin collec-ing 
evidence to prove it. It was, of course, his accumulation of 
evidence, along with his mastery of many different sciences, 
that enabled his discovery to become accepted. Shortly be- 
fore Darwin discovered natural selection, other competent 
thinkers—James Hutton, Dr. William Wells; and Patrck 
Mathew—had perceived the essentials of this theory, but 
they had not attempted to prove it. 

Dr. Rothenberg defines the creative process as ''the p-o- 
duction of something both new and valuable." Throughout 
his book he writes with sustained enthusiasm and repeatedly 
shows just how much he values his subject. He views crza- 
tions as ''vibrant"' and ‘‘vital’’ and, like the goddess Athena, 
beautiful and wise. He has written a book that should be 
reread by those who conduct psychotherapy with creative 
individuals and read by all who have been affected by human 
culture. Reading his analysis of Picasso's Guernica and 
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. Maxwell Anderson’s High Tor (the analysis of the play is 
based or talks with Anderson's son and a study of Ander- 
son's mznuscripts) caused me to remember how I first saw 
each of these when I was growing up in New York in the 
1930s, when the play first ran on Broadway and the picture 
was first shown in the United States to raise money for Re- 
publican Spain. Each evoked deep feelings, and reading Dr. 
Rothenberg's analysis caused me to recollect and examine 
those feelings. 
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Living Systems, by James Grier Miller. New York, N.Y., 
McGraw-Hill Book Co., 1978, 1054 pp., $39.50. 


This is a monumental book. It is an encyclopedia that 
dares to give us a unified theory of living systems, including 
human systems in all their complexity. The author is a well- 
known colleague who has labored in multidisciplinary vine- 
yards for most of his very active professional life at Harvard, 
Chicago, and Michigan. He tells us that he has had the great 
good fortune to have had many distinguished mentors and 
colleagues, such as A.N. Whitehead, L.J. Henderson, Ed- 
win G. Boring, Henry A. Murray, C. Leslie Glenn, Donald 
A. Marquis, Ralph W. Tyler, Ralph Gerard, Anatol Rapo- 
port, Jacob Marschak, David Easton, Robert W. Sperry, 
Donald T. Campbell, and others. From the content of this 
book ane can see that the author was indeed informed by this 
galaxy for our benefit. Only a scholar with enormous person- 
al experience in both the biological and social research pro- 
grams over several decades would have much chance of suc- 
cessfully completing such a huge enterprise. 

Dr. Miller has succeeded in presenting a readable, albeit 
long and detailed, exposition of the many elements existing 
in each level, from the single cell to supranational systems, 
in seven hierarchical levels. Each level has 19 matter-energy 
and information-processing systems, which are described in 
terms and data available in current studies. The author 
makes good use of the cybernetics, information-processing, 
and general systems theories. In fact, although the book is 
long and expensive, it is worth the price many times over to 
anyone who wishes to replace older models of man with the 
better one now maturing. It is also useful as an information- 
processing device. 

The bibliographies and notes at the end of each of the 13 
chapters contain more than 3,300 citations. There are 13 ta- 
bles of critical subsystems and 12 color plates to. help the 
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reader visualize multiple elements easily. In zddition to the 
helpful preface, there are outlines of chapters 1-12 and a list 
of cross-level hypotheses (totaling 173) containing the chap- 
ter and page numbers of each hypothesis presented in this 
book. This list is to assist students making crcss-level com- 
parisons. 

It is obviously impossible to discuss the content of so large 
a work except in the most general terms. Perhzps a recital of 
the chapter headings will furnish some of the flavor: 1) ‘‘The 
Need for a General Theory of Living Systems," 2) “The 
Basic Concepts,” 3) “Structure and Process," and 4) ''Hy- 
potheses Concerning Living Systems.” 

Chapter 5, "Information Input Overload,” is of special in- 
terest because it contains descriptions of the 13 experiments 
performed by the author and his colleagues to demonstrate 
"the only full-fledged cross-level studv of five levels com- 
pleted so far. Other investigations covering two or three lev- 
els have been carried out” (p. 114). The remaining chapters 
are 6) ''The Cell," 7) “The Organ," 8) “The Organism,” 9) 
“The Group,” 10) “The Organization," 11) *The Society," 
12) *"The Supranational System,” and 13) ‘“Conclusions.”’ 

With the exception of a few technical passages using the 
professional vocabulary of general living syszems theory, the 
book is clearly written and easy to read. Defizitions abound, 
and many repetitive statements concern tie major ideas. 
This text might be a suitable reference text in college courses 
that aspire to cross disciplinary boundaries znd bring togeth- 
er the behavioral, the biological, and the physicochemical 
sciences. It definitely should be available as a text in profes- 
sional and graduate schools concerned with interdisciplinary 
studies. Many, if not most, of us can benefit by daily remind- 
ers to go from linear cause and effect thinkirg to general sys- 
tems theory in viewing human activities. The latter dis- 
cipline, however difficult, helps us to see these activities in a 
much richer frame of reference. The larger picture helps us 
abandon the painful limitations we impose on ourselves in 
trying to understand our universe. 

The author is keenly aware of the many logical pitfalls and 
sources of error that threaten his ambitious handiwork. 
Throughout the text and in the last charter he definitely 
states his awareness of various limitations. He makes explic- 
it many sources of error in theory construciion and the gaps 
in knowledge at each level—‘‘possibly one oi the major con- 
tributions of an integrative conceptual scheme” (p. 1044). 
There is an adequate bibliographic index and subject index. 


HENRY W. EROSIN, M.D. 
Tucson, Ariz. 


Gilles de la Tourette Syndrome, b» Arthur E. Shapiro, M.D., 
Elaine S. Shapiro, Ph.D., Ruth D. Bruun, M.D., and Rich- 
ard D. Sweet, M.D. New York, N.Y., Raves Press, 1978, 426 
pp., $24.00. 


This book serves as a landmark contribution to our current 
understanding of a rather unusual clinical syndrome and will 
be most appreciated by all those interested in movement dis- 
orders. Drs. Arthur and Elaine Shapiro, their associates Drs. 
Ruth Bruun and Richard Sweet, and their colleagues are 
largely responsible for rescuing the poor:y recognized dis- 
order of Tourette syndrome from esoteric obscurity, to 
which it has been unjustly relegated in most standard text- 
books of psychiatry and neurology. 
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The authors provide a detailed critique of the literature. 
They have also assembled their extensive experience and 
knowledge, acquired through studies involving 145 patients 
over a 9-year period, to provide the most thorough exposi- 
tion of this disorder currently available. They perceive their 
studies as heralding a new era of ''data-oriented"' psychia- 
try, in which knowledge is acquired by using modern meth- 
ods of analysis of large amounts of clinical data. The results 
of their work on the clirical features of the disorder and the 
psychologic, neurologic, genetic, and treatment studies are 
well described and compared with other published works. 
Past psychoanalytic studies are soundly condemned as lack- 
ing in reliability and validity. Indeed, the authors' research 
does not provide support for the idea that the chronic mul- 
tiple tics and vocal utterances that characterize the disorder 
have a significant psvchopathologic substrate. However, 
their views must be tempered by weaknesses in their own 
methodology. Their psychopathological assessments rely, in 
part, on projective tests that they acknowledge have low in- 
terrelater reliability. The suggestion of brain dysfunction 
from Tourette syndrome made by them and others necessi- 
tates further detailed neuropsychological investigations. The 
importance of neurotrarsmitter mechanisms and the often 
beneficial response to psychopharmacologic agents such as 
haloperidol are highlighted. However, the role of psycholog- 
ic or psychodynamic mechanisms (for example, in copro- 
lalia) cannot be easily dismissed. 

In the chapter on differential diagnosis, precise criteria for 
Tourette syndrome are suggested. This syndrome 1s distin- 
guished from other tic disorders and discriminated from a 
variety of movement discrders. The incorporation of the au- 
thors' diagnostic criteria for Tourette syndrome and other tic 
disorders under the topic of stereotyped movement dis- 
orders in DSM-III is a testimonial to the importance of their 
contributions to furtherinz psychiatric awareness and knowl- 
edge of such disorders. 


HARVEY MOoLDOFSKY, M.D. 
Toronto, Ont., Canada 


Female Adolescent Development, edited by Max Sugar, M.D. 
New York, N.Y., Brunner/Mazel, 1979, 343 pp., $19.50. 


The topic of female adolescent development deserves to 
be singled out as a separate field of study. Dr. Sugar and the 
other contributors to this volume have provided a book of 
breadth and quality that demonstrates the value of focusing 
on this field of human development. Not only do the contrib- 
utors bring us up to date but they also point out the many 
areas in which we have little solid knowledge. 

There are 18 contributicns under the general topics of Re- 
search, Biological Issues, Societal Issues, and Psycho- 
dynamics. It may be noted in passing that 9 of the senior 
authors are women and 9 are men. 

With regard to research Elissa Benedek reviews contribu- 
tions from past and current studies. She points out that re- 
search in this area will remain ‘‘piecemeal and negligible" 
until acceptable theories cf female adolescent development 
can be further developed so that testable hypotheses can be 
postulated. 

There are 2 chapters on biological issues, one on pubertal 
development and the other on cognitive development in ado- 
lescent girls. The complex subject of the reasons for sex- 
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related differences in these areas is well covered and in- 
cludes extensive references. 

The third section presents 7 chapters on past and present 
social and cultural factors. Interesting reports are presented 
on how the law is changing its view of female adolescents, on 
delinquency in girls, on the self-image of rural adolescents, 
and on the effects of secondary schools on the developing 
girl. 

The final section on psychodynamics will be of consid- 
erable interest to the clinical researcher or therapist. There is 
no consensus of theory here either. These explorations are 
based on direct findings from normal and disturbed adcles- 
cent girls. The topics covered include various aspects of 2go 
development (the feminine self in normative adolescent re- 
gression, the ‘‘re-discovery of vagina," and the changing 
body image). Peter Giovacchini theorizes about the *'di- 
lemma of becoming a woman.’’ Others discuss the develop- 
ment of ‘‘autonomy,’’ the super ego, and ego ideal. The zdi- 
tor contributes the closing chapter on developmental iss1es 
in adolescent motherhood. 

The limits of the work seem to be well understood by the 
editor and the other authors. The neurophysiologic, genetic, 
chromosomal, endocrinological, and biochemical findings 
are multiplying rapidly. The traditional psychodynamic ror- 
mulations of Helene Deutch and Peter Blos are being chal- 
lenged, amplified, or contradicted as each new theorist en- 
ters the field. Thus, no complete answers are given but rm- 
portant new questions are formulated. For the thougk:ful 
reader the volume will open new vistas for scrutiny. 

Amid the complexities and ambiguities presented, 2 chap- 
ters stand out as refreshingly simple to remind us that tais 
whole subject refers back to ordinary young female people in 
normal or abnormal situations. The first is a series of direct 
interviews by Mae-Britt Rosenbaum with normal teenage 
girls. The interviews concerned the body and the body image 
and covered such issues as sex, babies, menses, and abor- 
tions. The other is an anthropological study of the dilemma 
of Saulteaux-Obijway Indian adolescent girls caught in the 
conflict between their two cultures in Manitoba. The latter 
study, by Katz, Carruthers, and Forrest, has the advantage 
of giving the reader some distance from the subject. Both of 
these chapters help to put many other detailed studies in bet- 
ter perspective. ^ 

uia the authors can present no ''core of knowl- 
edge" or ‘‘consensus’’ about female adolescent develcp- 
ment as a separate field. There is no doubt, however, that 
this volume can serve as the foundation for further clari- 
fication of the many and fascinating issues presented. 


PAUL N. GRAFFAGNINO, M.D. 
Hartford, Conn. 


The Short Course in Adolescent Psychiatry, edited by Joseph 
R. Novello, M.D. New York, N.Y., BrunneríMazel, 1973, 
262 pp., $15.00. 


This book is derived from a two-day symposium (the daze 
is not specified) sponsored by the Psychiatric Institute Four- 
dation in Washington, D.C. Its 14 chapters skim all too light- 
ly through the obligatory items, e.g., development, diagnc- 
sis, psychological testing, therapeutic alliance, and individ- 
ual, group, family, drug, day hospital, and hospital trez-— 
ment. The general orientation that pervades most of the 
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book is psychodynamic. There is a consistent commitment 
to the importance of psychotherapy for both the adolescent 
and the adolescent’s family. The authors of the chapters 
have considerable clinical experience, but the format of the 
short overview chapter serves them poorly. There is uneven- 
ness of coverage and a good deal of repetition. The chapter 
on drug treatment omits any reference to the serious long- 
term effects of lithium (e.g., kidney damage) or of the pheno- 
thiazines (e.g., tardive dyskinesia and liver, skin, and eye 
problems). The only discussion of anorexia nervosa (three 
short paragraphs) occurs in the chapter on drug treatment. 
The seriously acting-out antisocial adolescent receives rela- 
tively little attention. 

The use of the definite article in this book's title is less 
than felicitous. This may be ‘‘a short course” but certainly 
not "the short course.” What may have been a pleasant two- 
day meeting has materialized in print as a superficial survey 
lacking the detailed content and exposition necessary to en- 
gage the serious student and practitioner. Its best use may be 
as a stimulus for the totally uninitiated to look further. 


NATHAN M. SIMON, M.D. 
St. Louis, Mo. 


Functional Disorders of Memory, edited by John F. Kihl- 
strom and Frederick J. Evans. Hillsdale, N.J., Lawrence 
Erlbaum Associates (New York, N.Y., John Wiley & Sons, 
distributor), 1979, 402 pp., $24.95. 


The editors’ avowed purpose was ‘‘to present a compre- 
hensive account of the current state of knowledge con- 
cerning the functional disorders of memory.” They have ac- 
complished their goal in excellent fashion through 12 chap- 
ters organized under three headings: Disordered and 
Anomalous Memory in Everyday Life, Disrupted Memory 
in Special States of Consciousness, and Psychodynamic 
Factors in Memory. The field of expertise of the 20 contrib- 
utors ranges from the experimental laboratory to clinical 
practice. The material goes from the experimental neuro- 
physiology of the laboratory rat to the descriptive phenome- 
nology of the human clinical patient and from infancy to old 
age. Each chapter has an extensive bibliography, and the 
volume itself has an author index and a subject index, the 
last particularly valuable because of the different terms pop- 
ular for a single phenomenon. These days science speaks 
with many tongues, and one must recognize the common be- 
havioral referents behind the language of learning, condi- 
tioning, memory, decision making, and information process- 
ing. 

The volume gives evidence of careful editing. The contrib- 
utors are well chosen, the fields represented are pertinent, 
and the writing in general is clear and purposeful. Some 
overlap is inevitable, but when it occurs (as in the case of 
some facets of Freudian theory or Duncan’s classic work on 
ECT end amnesia) the repeated material is handled from a 
different point of view. 

As Ernest Hilgard points out in his all too brief foreword, 
learning has shifted away from its traditional stress on acqui- 
sition *'to focus primarily on memory according to encoding, 
storage, and retrieval, with interpretations based on informa- 
tion processing and cognitive psychology." Although old 
wine is appearing in new bottles, much of what is coming out 
is new, heady wine, and it is encouraging a new interest in 


BOOK REVIEWS  '515 


the functional. As Hilgard says, it provides a chance to test 
theory against "the basic problems of the rea. world with 
which all psychological investigations begin." Graham Reed 
espouses this position in tbe first chapter when he quotes 
Baddeley to the effect that “one way of decxling which of 
the wealth of newly discovered phenomena is worth pur- 
suing is to ask oneself whether it is likely to survive outside 
the sheltered world of the psychological laboratory.” 

The comprehensiveness of the approach and the diversity 
of the material make for interesting and stimulating reading 
but provide no easy answers. As the editors say, the papers 
presented here ‘‘are to be construed as questions rather than 
answers.” For this reason they do not include the usual in- 
tegrative summary we have come to expect of editors. Still, 
it is a fascinating book and remarkably easy reading consid- 
ering the level at which it is written. Certainly it is a must for 
those working in the field and a handy volume for the refer- 
ence shelf. It well deserved publication. 


WILLIAM A. HUNT, PH.D. 
Chicago, HI. 


The Criminally Insane: A Community Follow-up of Mentally 
Ill Offenders, by Terence P. Thornberry anc Joseph E. Ja- 
coby. Chicago, Ill, University of Chicago Press, 1979, 285 
pp., $19.00. 


In 1971 a panel of three federal court judges ruled that 586 
mentally ill offenders had been unconstitutionally committed 
to Farview State Hospital, a Pennsylvania maximum securi- 
ty institution for the criminally insane (1). The court ordered 
that the patients be transferred to civil hospitals for evalua- 
tion and then released to the community. This book reports 
the results of a follow-up study that was conducted to assess 
the dangerousness and the postrelease atzitudes and social 
adjustments of these patients. l 

As a critique of the management and treatment of the so- 
called criminally insane, this book bears a striking resem- 
blance to Steadman and Cocozza’s follow-up study of New 
York State’s Baxstrom class patients (2). Both studies sup- 
port the hypothesis that psychiatric conservatism leads to 
the overprediction of dangerousness and bcth conclude that 
institutions for the criminally insane are antitherapeutic 
places with a paucity of treatment resources and programs. 

The authors of this book conclude that the clinicians at 
Farview State Hospital, by acting to ccntinue the con- 
finement of their patients, were in effect predicting that their 
patients would be dangerous and unable to control their im- 
pulses if released. Expanding on this hypcthzsis, the authors 
assert that psychiatrists' predictions of dargerousness are 
inaccurate and biased by their innate desire to protect them- 
selves and the reputations of their hospita s. The authors 
characterize such predictive decisions as ''political deci- 
sions" and emphasize the administrative aad bureaucratic 
aspects of this kind of decision making. In this respect, the 
authors appear to be examining administrative decision mak- 
ing rather than the science of clinical cr statistical prediction. 
This is, perhaps, a major fallacy in this work. 

An important problem with this study is that it attempts to 
generalize its critical conclusions about psychiatric treat- 
ment and predictions from observations of the handling of a 
group of patients loosely defined as criminally insane. Al- 
though the original aim of institutions for the criminally in- 
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sane may have been to provide treatment for certain men- 
tally ill people who came in conflict with the law, it is now 
widely recognized that this goal has never been reached. In- 
stead, these institutions have been given over largely to the 
confinement of mentally ill offenders who are judged likely to 
be dangerous or unduly bothersome in the community. For 
practical purposes, what has happened to institutions for the 
criminally insane has largely been determined by legal, ad- 
ministrative, and social policy considerations. Under these 
circumstances, it appears unduly extravagant to attribute the 
continued existence and conduct of these units to the whims 
of psychiatrists seeking to exercise social control. 

Notwithstanding these shortcomings, the reader will find 
some useful demographic data concerning a group of people 
who were selected as criminally insane for admission to the 
Farview State Hospital. In the authors’ words, the patients 
were, in the main, ‘‘drawn from the lower end of the status 
hierarchy” and ‘‘tended to be undereducated and unskilled 
and were more likely to be members of minority groups." A 
majority of these patients appeared to be resourceless, dis- 
advantaged people with chronic schizophrenia who had his- 
tories of previous hospitalizations and previous imprison- 
ments. In view of their relative untreatability and their limit- 
ed capacity to adjust in the community, these are the kinds 
of patients who make up the hard core of the chronically 
mentally ill. Placing patients of this type in a setting such as 
the Farview State Hospital probably leaves a great deal to 
be desired. However, most people who are familiar with this 
aspect of chronic mental illness recognize that we have yet 
to devise better alternatives. 

Leaving aside the authors’ concerns about dangerousness, 
less restrictive treatment alternatives, and release proce- 
dures, perhaps the overriding conclusion to be drawn from 
this study should be the recognition of the need to provide 
better care for mentally ill people confined in jails and pris- 
ons, in terms of both the goals of humanistic treatment and 
those of equitable administrative management. Today it ap- 
pears even more urgent to accomplish this mission in the 
light of the fact that increasing numbers of chronically ill 
mental patients, many of whom were formerly hospitalized, 
are now finding their way into jails and prisons. 
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The Impact of Piagetian Theory on Education, Philosophy, 
Psychiatry, and Psychology, edited by Frank B. Murray, 
Ph.D. Baltimore, Md., University Park Press, 1979, 223 pp., 
$14.95. 


This book has 12 contributors and is divided into four 
parts: Developmental Psychology, Philosophy, Psychiatry, 
and Education. It is a difficult book to review because, for 
one reason, it presupposes a fundamental and fairly exten- 
sive knowledge of Piagetian theory on the part of the reader. 
Although most psychiatrists are aware that Piaget made 
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valuable contributions in the area of the cognitive develop- 
ment of the child, many are not well acquainted wita the 
extensive and sometimes complex vocabulary of his ideas. 
With that in mind, a few brief definitions are in order. 
“Schema” is the behavioral unit corresponding to the bio- 
logical structure that adapts. There are both sensorimotor 
schemas and cognitive schemas. **Accommodation'' is the 
process of change through which the individual is able to 
manage situations that at first were too difficult. ‘‘Assimila- 
tion” is the capacity of an individual to handle new stua- 
tions with his current stock of behaviors (schemas). The 
stages of development begin with the sensorimotor, 0-2 
years, followed by the preoperational stage, 2-7 years, then 
the concrete operations stage, ages 7-11, and, finally. the 
stage of formal operations, beginning at age 11. These are 
only a few of the terms with which the reader must be famil- 
iar. 

The first five chapters of the book are devoted to develop- 
mental psychology. The first deals primarily with Piaget's 
influence in America. The second, written by Piaget himself, 
presents two important and basic concepts. ''corres»on- 
dences” and ‘‘transformations.’’ The third chapter focuses 
on research on these two phenomena, and the fourth or the 
various age levels in regard to correspondence systems. The 
next chapter, '"The Possible, the Impossible, and the Nezes- 
sary,’ places emphasis on recent research. — 

In the second part of the book I found the first chapter, in 
which the author attempts to illustrate how Piaget s concepts 
fit various psychological explanations, to be the most diffi- 
cult. At one point the author says, 


This is not an easy view to understand . . . the logico- 
mathematical systems, which make causal explanatior s 
in the experimental sciences possible, are rooted in the 
activities of the human subject; these systems of impli- 
cations are ''structures of thought resulting from the 
gradual interiorization of actions," but the subject 
"though having constructed them by his very activity, ts 
not conscious of their existence or, at least, his cor- 
sciousness of them is ‘‘imprecise and incomplete.” 


The chapter becomes confusing to knowledgeable readers 
and reminds one of the old story of the student who wrote a 
long essay because he did not have time to write a short one. 
It is probably true that Piaget said that youngsters first learn 
by doing and then learn to *'do"' internally, but there must be 
a more simple, useful way to express it than is evident in this 
chapter. 

The chapter titled ‘*Radical Constructivism and Piaget’s 
Concept of Knowledge’’ has mainly to do with the so-cal_ed 
real world and what determines how it is perceived and why. 
It, like the previous chapter, requires a knowledge of psy- 
chological theories and of Piagetian terms. 

Peter Wolff's chapter would be the most pertinent for psy- 
chiatrists. Dr. Wolff reminds us that Piaget said that many of 
the apparent ‘contradictions of the analytic concept of the 
unconscious could be resolved if such phenomena were ze- 
viewed as aspects of cognitive development. He discusses 
how the mental health of children is strongly affected by cur 
methods of education.. He refers to an interesting study >y 
the Harvard education faculty in which a group of graduéte 
students individually followed a number of high school stu- 
dents through a day of school. As Dr. Wolff notes, they were 
shocked to find that high school amounted to six hours of 
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sheer boredom. Teachers were so overwhelmed by just 
trying to maintain order that they had little time to present 
the programmed curriculum. They certainly did not have 
enough time to find out what their pupils might be thinking. 
Dr. Wolff goes on to say, ‘““Schools seem to operate on the 
premise that learning is an inherently painful, odious task, 
and because natural children will reject knowledge and dis- 
covery as they might cod liver oil, they must be forced, 
coaxed and seduced.” Following Piaget, he feels that “ʻa 
spirit of free inquiry in the classroom cannot flourish in an 
environment constructed on the prime assumption that 
thinking and learning must be externally reinforced.’’ The 
author feels that youngsters who cease to ask good questions 
have become emotionally and mentally ill. . 

The next chapter is devoted to the child’s gradual under- 
standing of social institutions. It contains interesting ex- 
amples of youngsters of various ages as they conceive of 
such things as money—where it comes from, where it goes, 
and the concept of profit. 

A chapter on early childhood education reviews some edu- 
cational concepts as they relate to Piagetian formulations. It 
stresses the importance (to Piaget) of equilibration. It also 
points out the need for children with logico-mathematical 
structures to invent for themselves rather than to be taught 
too rapidly only to have to reinvent those structures. There 
follows a chapter on intellectual growth and the school cur- 
riculum that addresses itself to such things as the ages at 
which concepts in chemistry, physics, mathematics, geogra- 
phy, politics, and religion can best be introduced. To make 
curriculum decisions properly, the author feels it is essential 
to have a knowledge of Piagetian theory even though this 
requires time and study. The final chapter is a summary of 
the growth of the Piagetian school of thought and empha- 
sizes its unique approach as.well as its constant modifica- 
tion. 

I should acknowledge accepting this book for review to 
further my own acquaintance with Piaget’s theories. I found, 
however, that additional reading was required—specifically, 
a primer with a glossary of special vocabulary. As reading of 
the volume progressed, there was some ‘‘assimilation’’ and 
even a bit of ''accommodation."' The jargon associated with 
Piaget’s theories must be understood. Perhaps some educa- 
tors and therapists find Piaget less useful because of this spe- 
cial and sometimes confusing vocabulary. Piaget and his fol- 
lowers have explored cognitive development in children in a 
different way and have made unique and valuable contribu- 
tions to the field. This book presents some of the early basic 
concepts as well as the most up-to-date research. The aver- 
age psychiatrist may or may not find it useful. 


STUART MCINTYRE FINCH, M.D. 
Tucson, Ariz. 


Psychosocial Basis of Medical Practice: An Introduction to 
Human Behavior, 2nd ed., edited by Charles L. Bowden and 
Alvin G. Burstein. Baltimore, Md., Williams & Wilkins Co., 
1979, 231 pp., $11.95 (paper). 


The first edition of this book was published in 1974. In 
addition to its editors, there are three other contributors who 
are members of the Department of Psychiatry at the Univer- 
sity of Texas Health Science Center at San Antonio: Robert 
L. Leon, George C. Meyer, and James M. Turnbull. The 
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first major section of the book, Work:ng with Patients, exam- 
ines therapeutic relationships of the doctor ard the patient, 
focusing on the diagnostic process and includirg sociocultur- 
al and economic factors. One chapter in this section consid- 
ers interviewing skills. Seven chapters discuss patterns of 
defense and adaptation, and six chapters describe patient 
types in such terms as the angry patient, the rigid denying 
obsessive patient, the tearful depressed patient, and the hy- 
pochondriacal patient. These are reminiscent of Kahana and 
Bibring’s notable paper, ''Personality Types in Medical 
Management.'' Descriptive as these may be, one might ques- 
tion whether these labels serve the principle 2f beneficence 
in the ethics of patient care. 

The second part of the book, The Life Cycle: Adaptation 
and Change, runs through development in a [ttle more than 
100 pages following an introductory chapter titled ‘‘The Hu- 
man Endowment," which considers such :ssues as per- 
ception, affect, stress (including sex), motivetion, learning, 
language, and intelligence. A scant third sect:on, Physician, 
Heal Thyself, introduces the strains, difficulties, stresses, 
and vulnerabilities of the physician. An interesting and use- 
ful feature of the format is the introduction cf each chapter 
with an outline of its content and a not overextended set of 
more or less classical references. 

Similar to others attempting to bring a behavioral science 
perspective to medicine that is more directly related to and 
intrinsic to medicine than to behavioral science per se, this 
volume is oriented toward the interaction of the patient and 
physician as it concerns illness. A though the authors bor- 
row heavily from the behavioral and social sciences, this is 
always in terms of their direct application to the patient and 
illness. To a large extent, the book is an attempt to increase 
the student's awareness of the terminology of these dis- 
ciplines and to identify the source of these in major works. In 
doing this, the authors have developed the structures that 
characterize the first two parts of their bock: 1) the process 
of the relationship of doctor and patient, largely dependent 
on the patient’s attitude and personality, and 2) the specifics 
of growth and development through the lif2 cycle. 

The authors should be congratulated on their success in 
preparing a second edition, a testimony to its acceptance by 
a substantial number of medical programs, including nursing 
schools. Obviously, the authors know what che traffic will 
bear and the limited time given to this zrea in medical 
schools. They have prepared a book that is readable. Its 
structure makes sense in that it gives an orientation to pa- 
tients based on variations in personality ard life phase. It 
includes a limited vocabulary and appropriately superficial 
definitions. ÀÁs such, the book is an initial and global road 
map to some of the constructs of kuman behavior in illness. 
Unfortunately, the volume is also a testimony to our failure 
to develop more formidable programs anc courses in in- 


'tegrated behavioral sciences in our medical schools. 


CHASE P. KIMBALL, M.D. 
Chicago, Ill. 


The Chemistry of Human Behavior, by Herbert L. Meltzer, 
Ph.D. Chicago, Ill., Nelson-Hall, 1979, 254 pp., $17.95. 


Over the past 20 years a substantial literature has been 
generated by a variety of disciplines on the biochemical sub- 
strates of behavior, learning, affects, and certain psychiatric 
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syndromes. Herbert Meltzer has been an active participant 
in the application of neurochemistry to clinical behavioral 
research. In this book he offers a very commendable text 
cataloguing and describing what has come to be a very com- 
plex and often confusing field. In the introduction he states 
that his goal *'is to inform where we think we are in the pur- 
suit of detailed knowledge of brain chemistry, how this 


knowledge might relate to human behavior, and where fur- © 


ther exploration is needed." He predicts that the book 1s 
best suited for the ''informed layman,” that it is not for the 
specialist." 

The book is basically divided into four parts that are titled 
1) Organization and Growth of the Brain, 2) Information 
Processing, 3) Chemistry and Uncontrolled Behavicr, and 4) 


An Overview, which contains both a discussion of ethical - 


issues in experimentation and a l4-page summary of the 
body of the text that is efficient and thorough. I found my- 
self wondering in part 1 whether an 'informed layman’’ 
could understand some of the principles covered in this text 
and whether this is a book about human behavior or animal 
behavior. Although a number of points are made about the 
chemical composition and development of the brain that may 
be of interest for the layperson, it seems far too detaiied for 
one unfamiliar with basic chemistry and neuroanatomy. The 
exceptions to these criticisms are the sections titled “‘Malnu- 
trition and Brain Development” and ‘‘Inborn Chemical Ab- 
normalities,” in which the author parsimoniously outlines 
the biochemical aspects of certain human diseases and pre- 
sents the clinical correlates in an interesting and readable 
fashion. 

The part titled Information Processing is divided into 
three sections. The first concentrates on theoretical and ex- 
` perimental issues in information processing that seem to 
have little relevance to application in human behavior. The 
second section describes the electrophysiology of synaptic 
transmission, which is treated rather simplistically in com- 
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parison with the sections on chemistry. The final section in 
this part describes some interesting research in mechanisms 
of memory but, again, does not correlate the basic research 
with what has been found in human studies on memory. 
With the exceptions cited above, I found that parts 1 and 2 
heavily emphasize animal research without attempting to 
present clinical correlates in man or, at least, specula: on 
the implications of basic and animal research for investiga- 
tion and application in man. 

Part 3, Chemistry and Uncontrolled Behavior, is an ex- 
cellent review and presentation of a complicated area. Dr. 
Meltzer addresses the issue of the specificity of behavioral 
phenomena seen in psychotomimetics, hypothesizing that it 
may imply a specific chemical organization of the human 
brain. He carries this theme through as he covers the bio- 
chemical and behavioral research that has been done in the 
areas of substance abuse, depression, schizophrenia, and 
acute psychosis. The author nicely weaves the biochemical, 
behavioral (in animals), and clinical aspects of these three 
areas in such a way that one can begin to see the clear con- 
vergence that is evolving between the study of neurochemis- 
try and the study of behavior. 

Beacuse the first two parts are generally lacking in clinical 
relevance or application, the text as a whole seems split into 
two: 1) biochemistry and animal behavior and 2) biochemis- 
try and human behavior. Although I do not see that this book 
would be particularly suited for the lay public, I think this is 
an excellent text for the science undergraduate or the medi- 
cal student with an interest in the neurosciences. Psychiatry 
residents and psychiatrists interested in a general overview 
of the more recent findings in the neurosciences would ap- 
preciate the review in biochemistry and neuroanatomy of- 
fered in part 1. 


GEORGE W. ARANA, M.D. 
Belmont, Mass. 
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Books Received 


This listing acknowledges the receipt of recent books. Books 
of particular interest to the readers of this journal will be 
reviewed as space permits, and copies of the reviews will be 
sent to the publishers. Books cannot be returned to the 
. publishers. 


Solution Training: Overcoming Blocks in Problem Solving, by 
James R. Baugh. Gretna, La., Pelican Publishing Co., 1980, 
256 PP.. $9.95. 


Aphasia, Alexia, and Agraphia, by D. Frank Benson, M.D. 
New York, N.Y., Churchill Livingstone, 1979, 205 pp., 
$25.00. 


Group Participation: Techniques for Leaders and Members. 
Sage Human Services Guices, Vol. 10, by Harvey J. Bertcher. 
Beverly Hills, Calif., Sage Publications, 1979, 178 pp., $8.00 
(paper). 


Dr. Block’s Do-It-Yourself Illustrated Human Sexuality Book 
for Kids: 2-Volume Set, by William A. Block. Trenton, NJ., 
Prep Publications, 1979, unnumbered pages, $15.95. 


Child Psychiatry in Asean Countries: A Book of Readings, 
compiled by William M. Bolman, M.D., and Thomas W. Ma- 
retzki, Ph.D., for the ASEAN Child Psychiatry Forum. Que- 
zon City, Philippines, New Day Publishers (Detroit, Mich., 
Cellar Book Shop, distributor), 1979, 180 pp., $8.25 (paper). 


Electroshock: Its Brain-Disabling Effects, by Peter Roger 
Breggin, M.D. New York, N.Y., Springer Publishing Co., 
1979, 237 pp., $17.95. 


Step-families: A Cooperative Responsibility, by Fredrick Ca- 
paldi and Barbara McRae. New York, N.Y., New View- 


points/Vision Books (Fran&lin Watts), 1979, 148 pp., $10.95; 


$6.95 (paper). 


Annual Progress in Child Psychiatry and Child Development 
1979, edited by Stella Chess, M.D., and Alexander Thomas, 
M.D. New York, N.Y., Brunner/Mazel, 1979, 690 pp., no 
price listed. 


Behavioral Medicine: Changing Health Lifestyles, edited by 
Park O. Davidson, Ph.D., and Sheena M. Davidson, 
M.S.N. New York, N.Y., Brunner/Mazel, 1980, 452 pp., 
$19.50. 


The Psychobiology of the Depressive Disorders: Implications 
for the Effects of Stress, edited by Richard A. Depue. New 
York, N.Y., Academic Press (Harcourt Brace Jovanovich), 
1979, 437 pp., $29.50. 
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Ethnopharmacologic Search for Psychoactive Drugs, edi-ed 
by Daniel H. Efron, Bo Holmstedt, and Nathan $. Kline. 
New York, N.Y., Raven Press, 1979, 451 pp., $24.00 (paper). 


Countertransference, edited by Lawrence Epstein, Ph.D., 
and Arthur H. Feiner, Ph.D., for the William Alanson White 
Psychoanalytic Society. New York, N.Y., Jason Aronson, 
1979, 467 pp., $30.00. 


Comprehensive Virology, 15: Virus-Host Interactions: Immu- 
nity to Viruses, edited by Heinze Fraenkel-Conrat and Rob- 
ert T. Wagner. New York, N.Y., Plenum Press, 1979, 284 
pp., $29.50. 


Aging: Its History and Literature, by Joseph T. Freeman, 
M.D. New York, N.Y., Human Sciences Press, 1979, 155 
pp., no price listed. 


Psychotic Children Grown Up: A Prospective Follow-Up 
Study in Adolescence and Adulthood. Special Issue of Issues in 
Child Mental Health: A Journal of Psychosocial Process, by 
William Goldfarb, Donald Meyers, Judy Florsheim, aad 
Nathan Goldfarb. New York, N.Y., Human Sciences Press, 
1978, 180 pp., $7.95. 


Short-Term Approaches to Psychotherapy: Vol. 3 of New Di- 
rections in Psychotherapy, edited by Paul Olsen, Ph.D., edited 
by Henry Grayson, Ph.D. New York, N.Y., Human Scienczs 
Press, 1979, 272 pp., $15.95. 


Psychiatric Consultation in Mental Retardation. Publication 
104, by the Group for the Advancement of Psychiatry Cora- 
mittee on Mental Retardation. New York, N.Y., GAP, 1973, 
104 pp., $4.00 (paper). 


The Family: Evaluation and Treatmeni, edited by Charles K. 
Hofling, M.D., and Jerry M. Lewis, M.D. New York, N.F., 
Brunner/Mazel, 1980, 313 pp., $17.50. 


Handbook of Human Services for Older Persons, by Monica 
Bychowski Holmes, Ph.D., and Douglas Holmes, Ph.D. 
New York, N.Y., Human Sciences Press, 1979, 289 pp., no 
price listed. 


Object Relations and the Developing Ego in Therapy, by Al- 
thea J. Horner. New York, N.Y., Jason Aronson, 1979, 341 
pp., $20.00. 
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Three Millennia of Chinese Psychiatry, by John J. Kao, M.D. 
New York, N.Y., Institute for Advanced Research in Asian 
Science and Medicine, 1979, 179 pp., no price listed (paper). 


A Woman’s Conflict: The Special Relationship Between Wom- 
en and Food, by Jane Rachel Kaplan. Englewood Cliffs, 
N.J., Prentice-Hall, 1980, 270 pp., no price listed. 


Between Life and Death, edited by Robert Kastenbaum, 
Ph.D. New York, N.Y., Springer Publishing Co., 1979, 184 
pp., $15.50; $9.95 (paper). 


Family Therapy of Drug and Alcohol Abuse, edited by Ed- 
ward Kaufman and Pauline Kaufman. New York, N.Y., 
Gardner Press (Halsted Press, John Wiley & Sons, distrib- 
utor), 1979, 272 pp., $24.95. 


Psychiatric Emergencies in Pediatrics, by Aman U. Kahn, 
M.D. Chicago, Ill., Year Book Medical Publishers, 1979, 244 
pp., $21.95. 


Active Loving: Discovering and Developing the Power to Love, 
by Ari Kiev, M.D. New York, Thomas Y. Crowell, 1979, 144 
pp., $8.95. 


Behavioral Analysis and Treatment of Substance Abuse. 
NIDA Research Monograph 25, edited by Norman A. 
Krasnegor, Ph.D. Rockville, Md., National Institute on 
Drug Abuse, 1979, 252 pp., no price listed (paper). 


The Behavioral Aspects of Smoking. NIDA Research Mono- 
graph 26, edited by Norman A. Krasnegor, Ph.D. Rockville, 
Md., National Institute on Drug Abuse, 1979, 188 pp., no 
price listed (paper). 


Clinical Neuropharmacology, by Henn Kutt, M.D., and 
Fletcher McDowell, M.D. New York, N.Y., Churchill Liv- 
ingstone, 1979, 194 pp., $22.50. 


The Therapeutic Environment, by Robert Langs, M.D. New 
York, N.Y., Jason Aronson, 1979, 564 pp., $30.00. 


Grantsmanship. Sage Human Services Guides, Vol. 1, by Ar- 
mand Lauffer. Beverly Hills, Calif., Sage Publications, 
1977, 119 pp., $4.95 (paper). 


Understanding Your Social Agency. Sage Human Services 
Guides, Vol. 3, by Armand Lauffer, Lynn Nybell, Carla 
Overberger, Beth Reed, and Lawrence Zeff. Beverly Hills, 
Calif., Sage Publications, 1977, 76 pp., $4.50 (paper). 


Health Needs of Children. Sage Human Services Guides, Vol. 
9, by Roger Manela and Armand Lauffer. Beverly Hills, Cal- 
if., Sage Publications, 1979, 109 pp., $4.95 (paper). 


Shared Decision Making. Sage Human Services Guides, Vol. 
4, by Frank F. Maple. Beverly Hills, Calif., Sage Pub- 
lications, 1977, 133 pp., $4.95 (paper). 


Handbook of the Hypothalamus, Vol. 1: Anatomy of the Hy- 
pothalamus, edited by Peter J. Morgane and Jaak Panksepp. 
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New York, N.Y., Marcel Dekker, 1979, 653 pp., ao price list- 
ed. E 


Choice and Perceived Control, edited by Lawrence C. Perl- 
muter and Richard A. Monty; sponsorea by tae U.S. Army 
Human Engineering Laboratory. Hillsdale, N.J., Lawrence 
Erlbaum Associates (New York, N.Y., Halsted Press, John 
Wiley & Sons, distributor), 1979, 370 pp., $19.95. 


Handbook of Investigative Hypnosis, by Martin Reiser, Ed.D. 
Los Angeles, Calif., LEHI Publishing Co.. 1980, 246 pp., 
$24.95. 


The Working Mother's Guide to Child Development, by Dr. 
F. Philip Rice. Englewood Cliffs, N.J., Prentice-Hall, 1979, 
324 pp., $12.95; $6.95 (paper). 


Systems of Modern Psychology: A Critical Sketch, by Daniel 
N. Robinson. New York, N.Y., Columbia University Press, 
1979, 323 pp., $22.50; $10.00 (paper). 


Individual and Family Therapy: Toward an Integration, 5y 
Fred M. Sander, M.D. New York, N.Y., jason Aronson, 
1979, 235 pp., $20.00. 


Coping with Death in the Family, by Gerald Schneiderman, 
M.D. Toronto, Ont., Canada, Chimo Publisning, 1980, 160 
pp., $6.95 (profits to go to the Hospital for Sick Children). 


Cognitive Structure: Theory and Management of Individual 
Differences, by William A. Scott, D. Wayne Osgood, and 
Christopher Peterson, with Ruth Scot:. Washington, D.C., 
V.H. Winston & Sons (New York, N.Y., Halsied Press, John 
Wiley & Sons, distributor), 1979, 244 pp., $19.95. 


Clinical Psycholinguistics, by Theodore Skariro. New York, 
N.Y., Plenum Press, 1979, 171 pp., $22.59. 


English Madness: Ideas on Insanity, 1580-1890, by Vieda 
Skultans. Boston, Mass., Routledge & Kegan Paul, 1979, 
158 pp., $20.00. 


The Literary Freud: Mechanisms of Defense and the Poetic 
Will. Psychiatry and the Humanities, Vol. 4, edited by Joseph 
H. Smith, M.D. New Haven, Conn., Yale University Press, 
1980, 379 pp., $27.50. 


Curriculum Design for the Severely and Frofoundly Handi- 
capped, by Paul Wehman, Ph.D. New York, N.Y., Human 
Sciences Press, 1979, 253 pp., $/2.95. 


Health and the Family, edited by Clive Wood. London, Eng- 
land, Academic Press, 1979, 235 pp., $27.09. 


Psychosomatic Obstetrics and Gynecology, by David D. 
Youngs, M.D., and Anke A. Ehrhardt, Ph.D. New York, 
N.Y., Appleton-Century-Crofts, 1980, 287 pp., $18.50. 


Project Head Start: A Legacy of the War on Poverty, edited 
by Edward Zigler and Jeanette Valentine New York, N.Y., 
Free Press (Macmillan Publishing Co.), 1979, 514 pp., 
$22.50. 
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Fall Committee Meetings 
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Following is a summary of the proceedings of the fall committee meetings of the American Psychiatric Association, which 


were held in Baltimore, Md., in September 1979. 


The Council on Aging 
JACK WEINBERG, M.D., CHAIRPERSON 


THE COUNCIL, established in 1979, held its first meeting in 
September to decide on strategies for meeting the psychiat- 
ric needs of the nation’s elderly. The Council will study 1) 
evaluation and diagnosis of special psychiatric problems of 
the elderly, e.g., dementia, depression, paranoia, alienation, 
isolation, bereavement, and insomnia; 2) the training of staff 
who treat elderly people with psychiatric problems; 3) prob- 
lems arising at the interface of psychiatry and medicine in 
geriatric care; 4) design of services and third-party funding 
for psychiatric treatment of the elderly, including existing 
federal health funding programs such as Medicare and Med- 
icaid, and the relationship between existing and potential so- 
cial and psychiatric services for the elderly, particularly 
existing federal programs; 5) decisions being made by federal 
agencies, Congress, and national organizations concerning 
policies for the aged that have consequences for the mentally 
ill or may affect marginally unstable, eccentric, or non- 
conforming elderly persons; and 6) implementing research 
programs for geriatric psychiatry. 

The Council will develop and maintain liaison with appro- 
priate non-APA organizations involved in the mental health 
care of elderly Americans, with federal agencies (in consul- 
tation with the Joint Commission on Government Relations), 
and with other APA components. The Council will assist, facili- 
tate, and encourage other APA components and organizations 
in identifying the needs and problems of elderly people with 
psychiatric disorders, seeking adequate provision for those 
needs and appropriate solutions for their problems. 

The Council proposed to help shape the areas to be stud- 
ied by the 1981 White House Conference on Aging, ensuring 
an emphasis on elderly persons with psychiatric disorders. 

To achieve these goals, the Council established four task 
forces that will be supported financially by the National Ín- 
stitute of Mental Health. 

The Task Force on the 1981 White House Conference? on 
Aging, Sanford I. Finkel, M.D., chairperson, held its first 
meeting in February 1980 to develop an APA position paper 
for the 1981 White House Conference on Aging. Before this 
meeting, task force members reviewed the content of the 


1961 and 1971 conferences to see whether their recommen- 
dations had been accomplished. Task force and Council 
members will review, discuss, and formally propose isstes 
to be presented at the conference. The task force will rec- 
ommend members whom the APA may wish to propose for 
conference technical advisory panels, thereby assuring that 
the 1981 White House Conference addresses the psychiatric 
needs of the elderly. 

The Task Force on Psychiatric Services for the Elderly, 
Charles Wells, M.D., chairperson, intends to review the 
existing psychiatric services for the elderly, which are often 
poorly integrated, ineffective, and costly, and will propose 
strategies for the solution of these problems. 

At its first meeting in early 1980 the task force addressed 
such issues as 1) design of service settings for the elderly; 2) 
types of psychiatric services required by the elderly; 3) state 
systems of mental health service delivery for the elderly; and 
4) appropriate funding mechanisms to meet the mental health 
needs of the elderly, including a review of existing third-pa-- 
ty and federal payment programs. 

The Task Force on Fellowships and Career Development 
in Geriatric Psychiatry, R. Bruce Sloane, M.D., chairper- 
son, held its first meeting concurrently with the first meeting 
of the Council in September 1979. Deputy Medical Director 
Carolyn Robinowitz, M.D., reported that a grant application 
had been submitted on behalf of the Council on Aging and 
the APA Office of Education to NIMH for the establishmen: 
of an APA-sponsored clinical training program in geriatric 
psychiatry. Dr. Sloane: and other members of the task force 
reviewed the grant application and attended the NIMH sitz 
visit in December 1979. The task force will help develop the 
curriculum criteria, as well as guidelines for administering 
the clinical training program. 

The task force will explore alternative approaches to im- 
proving geriatric psychiatry expertise and develop geriatric 
psychiatry courses for continuing medical education and 
medical school and residency programs. 

The Task Force on Psychotherapy for the Elderly, Adrian 
Verwoerdt, M.D., chairperson, will review the literature 


Am J Psychiatry 137:4, April 1980 


concerning psychotherapeutic approaches to the mental 
health problems of aging Americans and write a position 
paper on the appropriate applications of individual dynamic, 
supportive, family, and group psychotherapies for this 


OFFICIAL ACTIONS 323 


population. This position paper should cover the variety 
of therapeutic settings in which the elderly ere or can be 


treated as well as the problems of reimbursement for such 


psychotherapeutic treatment. 


The Couneil on Children, Adolescents, and Their Families 


EDWARD H. FUTTERMAN, M.D., CHAIRPERSON 


THE COUNCIL on Children, Adolescents, and Their Fami- 
lies will focus on issues of concern to the general member- 
ship that have been inadequately addressed. The Council has 
reviewed such topics as sexual exploitation of children, chil- 
dren and the media, family violence, and the psychiatrist's 
role in the treatment and diagnostic process. It also partici- 
pated in several legislative issues and governmental initia- 
tives, collaborating with other components and organiza- 
tions, including the National Consortium for Child Mental 
Health Services. The Council assisted APA in developing 
positions on the Child Health Assurance Program, the Men- 
tal Health Systems Act, and federal regulations regarding 
day care. Working with other organizations, the Council pre- 
pared a response to the Mental Health Law Project's Legis- 
lative Guide. 

The Council approved the final report of the Task Force on 
Alternative Patterns of Organization of State Governments 
to Provide Mental Health Services to Children and Adoles- 
cents, Frank Rafferty, M.D., chairperson, for referral 
through APA channels and for publication. This comprehen- 
sive report identifies five alternate patterns of organization 
and their implications for service and psychiatric manpower. 
The findings of this group point out serious problems result- 
ing from the declining role of mental health professionals in 
providing services to children and adolescents in state sys- 
tems. 

The Council also received a final report from the Task 
Force on Child/Adolescent Psychiatry and Family Practice, 
Ruth LaVietes, M.D., chairperson, noting the resistance of 
family practice programs to child psychiatric participation in 
planning curricula for residents in family practice. 

The Task Force on Children and Adolescents in State 
Menta! Hospitals, Paul N. Graffagnino, M.D., chairperson, 
is preparing a review of current care patterns throughout the 
country. À condensed version of this report will be available 
soon. 

The Task Force on Services to Children and Adolescents 
in Community Mental Health Centers, David R. Leaverton, 
M.D., chairperson, has completed its survey on the partici- 
pation of child psychiatrists in CMHCs and will combine 
these data and anecdotal information in one document for 
use bv other components. 

The Board of Trustees approved a resolution prepared by 
the Task Force on Teenage Parents and Their Children, Jo 
Ann B. Fineman, M.D., chairperson, and the Council, that 
exposes the fragmented services and insufficient funds pro- 
vided for this high-risk population. The resolution also iden- 
tifies key elements necessary for a model of effective pro- 
grams. The task force will develop a more comprehensive 


report based on a thorough review of the literature, while 
continuing to press for adequate federal acticn in this area. 

Several drafts of a model statute for commitment of mi- 
nors have been reworked by the Task Force on the Com- 
mitment of Minors, Michael G. Kalogerakis, M.D., chairper- 
son. The recent Supreme Court decision on Parham has been 
incorporated into the work of this group. The model statute 
will probably include more stringent procedural safeguards 
than those required by the Supreme Court while remaining 
consistent with good clinical practice, both ir. the public and 
private sectors. 

The Council and its Task Force on Treatmznt and Educa- 
tion, Irving N. Berlin, M.D., chairperson, have addressed 
some of the difficult issues stemming from PI. 24-142 (Educa- 
tion of All Handicapped Children Act). In conjunction with 
other components and organizations, the tas« force is press- 
ing for delineation of the roles of pediatricians and child psy- - 
chiatrists in the diagnostic process, mental health represen- 
tation mandated by federal regulations for each state plan- 
ning team, mutual agreements on a local level regarding 
treatment and education plans between agencies responsible 
for these, and strengthening the parents' role in the planning 
process. The task force and Council have zrepared an up- 
dated statement on these issues for the membership. 

A Task Force on Psychiatry and Family Therapy was es- 
tablished to clarify the relationship between family therapy 
and psychiatric practice and training. Its responsibilities in- 
clude identifying the dimensions cf psvchia-ric family thera- 
py, studying indications and contraindications for family 
therapy, reviewing the role of diagnosis in family therapy 
and the place of family therapy in the spectrum of psychiat- 
ric services, and developing models to integ-ate family thera- 
py into psychiatric training. After organizing this task force, 
Richard L. Cohen, M.D., resigned as chairperson because of 
illness in his family and Peter B. Hendersor. M.D., assumed 
the leadership. 

The Council established a Task Force or. Clinical Assess- 
ment in Child Custody, Andre P. Derdeyn, M.D., chairper- 
son, to deal with the controversy surroundinz custody deter- 
minations and the ambiguous role of the psychiatrist in child 
custody cases. This task force will develop guidelines for 
psychiatric practice in child custody evaluations arising from 
divorce, abuse, and neglect, including court-ordered and 
voluntarily requested evaluations; describe the psychia- 
trist's relationship with each of the parties concerned and 
with the lawyers; identify information sources needed to 
make recommendations; provide guidelines for the content 
and form of written reports; provide guidelines for court ap- 
pearances by psychiatrists in custody cases; prepare a hand- 
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book for practice; and discuss ethics and conf-dentiality 
when relevant. The task force will complete a final report 
within two years. 

With the dissolution of the Council on Emerging Issues, 
the Task Force on Ckanging Family Patterns was trans- 
ferred to the Council on Children, Adolescents, and Their 
Families. The proposed duties of this task force include ex- 
amining new family life patterns evolving from the tradition- 
al nuclear and extended family models because of changing 
psychosocial conditions; studying their implications for child 
development, the variations encountered, and the risks dur- 
ing developmental periods; and promoting optimal child de- 
velopment within this range of family patterns including pre- 
vention of childhood psychopathology, special services 
needed for children in these families, and basic requirements 
for parenthood. 

The Board of Trustees approved the Council's recommen- 
dation to establish a Committee on Chronically Ill and Emo- 
tionally Handicapped Children and Adolescents. 'This com- 
mittee will review the quality and quantity of services pro- 
vided for these children; survey the diversity of services 
needed within the mental health system and other systems of 


Am J Psychiatry 137:4, Apri: 1980 


care such as corrections and education; explore the stresses 
on the families of such children; review the literature on care 


and rehabilitation, as well as research and training in this 


field; study the funding for services; review the overla» be- 
tween emotionally handicapped children and children con- 
sidered delinquent and/or mentally retarded; and review the 
effects of deinstitutionalization on the system of care. 

Andre P. Derdeyn, M.D., has summarized the ad hoc task 
force's critique of the Juvenile Justice Standards Pro-ect. 
Partly in response to efforts of the American Psychiatric As- 
sociation, several controversial volumes in this project were 
withdrawn for revision. The Council intends to monitor de- 
velopments and press for further action to assure apprcpri- 
ate clin:cai considerations. 

The Council monitors a variety of interorganizational ini- 
tiatives and maintains liaison with the American Medical As- 
sociation' s Ad Hoc Task Force on Maternal and Child 
Health, the HEW Select Panel for Promotion of Child 
Health, and the White House Conference on the Family. The 
Council has also fostered a number of educational activ:ties 
in conjunction with the APA annual meeting and has re- 
sponded to requests for information and consultation. 


The Council on Governmental Policy and Law 


LAURENCE R. TANCREDI, M.D., J.D., CHAIRPERSON 


THE COUNCIL held its first meeting during the September 
1979 committee meetings. It will produce position papers 
and develop model legislation on critical policy issues af- 
fecting the practice of psychiatry. Thus the Council will fill 
an important gap between the functions of the Joint Commis- 
sion on Government Relations and those of the Commission 
on Judicial Action. The Committee on Psychiatry and the 
Law, which functioned before the establishment of this 
Council, has been dissolved. The only component of this 
Council represented at the September meeting was the Com- 
mittee on Confidentiality. 

The Committee on Confidentiality, Marsha K: Goin, 
M.D., chairperson, has acted as a watchdog for con- 
fidentiality problems in the treatment of the mentally ill. The 
committee has most recently concentrated on APA's 
CHAMPUS and Aetna Insurance Company projects, specif- 
ically on the confidentiality of the mental health treatment 
reports collected by Aetna for use in the APA peer review 
process. The committee recommended that the insurance 
company be asked to return the mental health treatment re- 
ports, containing highly sensitive patient information, to the 
treating physician after completion of the APA peer review 
process. The Board of Trustees voted unanimously to make 
this request. The committe2 has also attempted to influence 
pending privacy legislation. Dr. Goin testified before the 


Senate Committee on Government Affairs in June 1979. The 
committee also formulated recommendations on Senator Ia- 
vits’ bill regarding disclosures to law enforcement agencies 
involved in criminal investigations. The committee fears tat 
the use of medical records for criminal investigations might 
deter patients from seeking treatment, and will draft a posi- 
tion statement on the inappropriateness of such methods. . 
The committee conducted a district branch survey on the 
extent of local involvement in confidentiality issues and is 
considering a market opinion research survey of patients’ r2- 
actions to confidentiality issues. 

The Council recommended initiating the following as socn 
as possible: 1) a Task Force on Developing a Model In- 
voluntary Commitment Statute (the proposed APA position 
paper on commitment of adults will serve as a springboard 
for analyzing the issue of involuntary commitment and de- 
veloping model legislation); and 2) a Council review of the 
issues dealing with the right to refuse treatment, which 
would invclve a fact-finding mission to determine what regu- 
lations, statutes, and cases exist on the topic, reflection on 
the full range of issues involved, and developing a position 
paper and model legislation. 

At its February meeting the Council considered issues in- 
volving patient-package inserts, the role of drug regulations 
in the practice of psychiatry, and the patients’ bill of rights. 
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The Council on Internal Organization 


BRUCE W. ALSPACH, M.D., CHAIRPERSON 


ROBERT O. PASNAU, M.D., has retired after three outstand- 
ing years chairing the Council. The Council monitors ‘‘all 
those matters involved in the organizational structure of the 
Association not covered by Constitutional Committees.” 
With 28 components, the Council oversees an enormous 
range of activities such as the annual meeting and its pro- 
grams; advertising in publications; membership benefits, in- 
cluding all insurance plans; prizes and awards; the House 
Committee, which is responsible for the Central Office 
buildings; the Hospital & Community Psychiatry Service, 
Journal, and Institute; the Committee to Review Psychia- 
tric News; and the Committee of Residents. 

The Committee on Grants and Awards, Charles B. Wilkin- 
son, M.D., chairperson, oversees the components that ad- 
minister and report on the awards given by the Association. 
The committee recommended that all award boards except 
the Hospital & Community Psychiatry Achievement Awards 
Board meet only at the annual meeting. Other business 
should be handled by telephone and mail, and the Manfred 
S. Guttmacher Award Board should continue to try to obtain 
outside funds to keep the award active. The Council voted to 
approve the committee’s recommendations. 

The Subcommittee on Scientific and Technical Exhibits, 
Burton J. Goldstein, M.D., chairperson, establishes stan- 
dards for scientific exhibits at the annual meeting and en- 
forces guidelines for technical exhibits. The subcommittee 
suggested that space be offered to the Program Committee 
for poster sessions in the exhibit area. Only 15% of papers 
submitied for paper sessions at the annual meeting are ac- 
cepted. Some of those turned down might lend themselves to 
poster presentations. The Council recommended approval of 
this action. The Council also recommended approval of a 
change in the space allocation system for technical exhib- 
itors by awarding points to companies for exhibiting at the 
Hospital & Community Psychiatry Institute as well as at the 
annual meeting. ; 

The Council recommended that guidelines concerning 
relationships between APA and the drug industry be estab- 
lished and that a component be formed to negotiate from 
these guidelines. The guidelines provide that APA will con- 
tinue to receive pharmaceutical company support under the 
following conditions: 1) APA will control how these funds 
are spent; 2) pharmaceutical support will be used solely for 
scientific or educational activities; 3) these funds will not be 
spent for any programs related to psychopharraacology; 4) 
APA will control the content of any educational program and 
the materials used in such a program; 5) APA will have the 
responsibility to determine standards of taste aad ethics for 
all aspects of programs receiving pharmaceutical support; 6) 
there will be no advertising or product information in con- 
nection with any pharmaceutically supported program; and 
7) APÀ will recognize and acknowledge pharmaceutical com- 
pany support for those programs which receive it. The Coun- 
cil further recommended that the negotiating component be 
appointed by the Board of Trustees and consist of two mem- 
bers from the Council on Internal Organization, one from the 
Committee on Advertising, two from the APA membership 
at large, and three representatives from the pharmaceutical 
industry. i 
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The Committee on Program, Allan Beigel. M.D., chair- 
person, prepares the entire scientific program of the annual 
meeting. The committee requested that the Cotncil on Medi- 
cal Education and Career Development, the Oce of Educa- 
tion, and the Committee on Program be autho-ized to devel- 
op a plan for an audiovisual self-study program, derived par- 
tially from the content of the annual meetinz. APA would 
retain control and ownership of the self-study materials. The 
Council recommended approval of this request. The com- 
mittee also suggested that future sites of the annual meeting 
be limited to cities that meet the joint critera of the Com- 
mittee on Program and the Meetings Management Depart- 
ment. The Council recommended that this procedure be fol- 
lowed and that lists of acceptable cities be provided to the 
Board of Trustees before each site selection. The committee 
further requested that funds be authorized to print a ‘‘mini”’ 
program to supplement the regular annual meeting program 
book. The Council voted to recommend diserproval of this 
request. 

The Council heard a report on two proposed member ben- 
efit programs: an automobile and homeowners insurance 
program offered by GEICO and a financial plan offered by 
Profesco. The Council recommended that APA not accept 
these programs and that standards be estatlished for APA 
member benefit programs to define benefits r:d evaluate the 
program, vendor, and costs. 

The Task Force on Membership Directcries, Stanley I. 
Holzberg, M.D., chairperson, makes recommendations con- 
cerning membership directories. The task force recommend- 
ed that, beginning in 1982, a single director with biograph- 
ical data be published at 2-year intervals as an APA income- 
producing activity with full APA supervision. The com- 
mittee recommended changes in the content of the present 
biographical directory that would reduce Xs size and also 
recommended increasing sales promotion o7 the directory in 
APA publications. The Council endorsed these recommen- 
dations. 

The Committee on Member Life, Accident, and Health In- 
surance, Walter H. Wellborn, Jr., M.D., chairperson, 
coordinates matters pertaining to rates, claims payments, 
and coverage. The committee reported thar Mutual of New 
York (MONY) had proposed an improved LFealth benefit pro- 
gram for APA members, under which MONY would rein- 
sure with a consortium of insurance cagriers. The con- 
sortium offers psychiatric benefits of $250,C02 per lifetime. A 
$10,000 deductible would be covered by MONY’s present 
$25,000 limit. Premiums would be increased by $4.00 per 
month for the first year, with increases of zbout 15% antici- 
pated during the next 2 years. The Coumi recommended 
approval of the proposed program for the 3-year trial period 
suggested by MONY, with the understarding that accept- 
ance of the program depends on final details to be presented 
by MONY. The committee also reported -rat life insurance 
rates were being reduced and that a Mecicare Supplement 
Benefits program was available for members. 

The Committee to Coordinate the Funceions of the Hospi- 
tal & Community Psychiatry Service, Journal, and Institute, 


Jack Wolford, M.D., chairperson, serves as a membership 


and advisory committee for the H&CP Se-vice and provides 
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coordinating and adviscry functions for the Service, Journal, 
and Institute. Noting that the Service was to be transferred 
from Dr. Henry Work’s office to Dr. Donald Hammersley’s 
office as of Jan. 1, 1980, the committee recommended that 1) 
the H&CP Achievement Awards Board be transferred from 
the Service to the jurisdiction of the Committee on Grants 
and Awards; 2) the fee schedule for the Service be revised; 
3) the H&CP journal have an APA member as part-time edi- 
tor, and have six additional editorial board members. The 
Council recommended approval of these actions, but voted 
to recommend eventual discontinuance of the H&CP Serv- 
ice. The Council noted that such discontinuation would have 
financial and other effects on the journal and recommended 
that the journal reexamine the needs of its subscribers and 
find ways to make itself financially sound. 

-The Committee of Residents, Charles R. Norris, M.D., 
chairperson, provides caannels for residents and members- 
in-training to fully participate in APA activities; recruits resi- 
dents as members-in-training; encourages district branches 
to include residents in <heir committees; maintains liaison 
with other organizations involved in residency training; and 
prepares articles about resident training and activities for 
Psychiatric News. The committee requested authorization to 
send one of its members to the next meeting of the Canadian 
Psychiatric Association. The committee also requested 
changes in the selection process of committee members. The 
Council recommended approval of these requests but stipu- 
lated that the committee provide the Council with a written 
report on the Canadian Psychiatric Association meeting to 
help the Council evaluate the benefits of attending these 
meetings. 

The Committee to Review Psychiatric News, Lawrence C. 
Kolb, M.D., chairperson, determines whether the newspa- 
per is meeting membership needs, and formally reports to 
the Council at least every two years. The results of a recent- 
ly completed readership survey revealed that 84% of the re- 
spondents are either satisfied or very satisfied with Psychiat- 
ric News and only 5% were dissatisfied. The committee sug- 
gested that the Editor analyze the responses of dissatisfied 
members and apprise the committee of his findings. The 
committee authorized the Editor to implement some changes 
suggested by the survey -espondents, such as reducing the 
length of articles and providing a brief front-page index and 
more space for editorial comment. The committee also rec- 
ommended that the proposed nonbinding poll in Psychiatric 
News on annual meeting sites be delayed until other deci- 
sions on this issue (e.g., the ERA referendum) had been 
made by the Board of Trustees. Another recommendation 
was the appointment of an editorial advisory board for the 


newspaper, consisting of three to five APA members who 


would regularly consult with the Editor, assist the Editor in 
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selecting and assessing certain articles, and might aid in edi- 
torial comment or writing. The committee further recom- 
mended that consultants investigate the consequences af an 
advertising ceiling for Psychiatric News and the feasibility of 
APA’s acting as its own advertising representative. The 
committee encouraged efforts to improve news coverage and 
expedite circulation on the west coast. Finally, the com- 
mittee recommended increasing editorial copy from 25% of 
the content to 40% but noted that the additional editorial 
pages would incur expenses that advertising revenue would 
not offset. The additional cost per year was estimated as 
$150,000. The Council voted to recommend approval or all 
the committee’s actions but noted that the cost of increasing 
editorial copy would be very high. 

The Council heard a request from the data processing de- 
partment that it be allowed to hire immediately one of the 
two computer programmers requested in the 1980 budge: to 
work on projects that would cost considerably more if per- 
formed by outside contractors. The Council recommended 
approval of the request and also approved an advance com- 
mitment to the vendor for computer hardware upgrades. 

The APA Retirement Plan Committee, Abram M. Hoszet- 
ter, M.D., chairperson, maintains, reviews, and amends the 
existing retirement plans and adopts new retirement pro- 
grams for the membership. The committee reported that the 
Retirement Trust had been discharged in December 1978 and 
that the plan is doing well; interest of 8.75% is guaranteed for 
funds deposited in 1980. The committee plans to develop a 
kit to assist psychiatrists nearing retirement in planning tzr- 
mination of practice, disposition of records, and related mat- 
ters. The Council recommended that the committee continue 
to work on this retirement kit. 

The Council received written reports from the Commir'ee 
on Advertising, Paul Chodoff, M.D., chairperson, the Sub- 
committee on Awards for Scientific Exhibits, Lester Grin- 
spoon, M.D., chairperson, the House Committee, Morris J. 
Chalick, M.D., chairperson, the Hospital & Community 
Psychiatry Service Achievement Awards Board, James ‘W. 
Dykens, M.D., chairperson, the Task Force on Computer 
Priorities, Richard Steinhilber, M.D., chairperson, the Task 
Force on National Field Trial of Insurance Coding Project, 
Richard G. Johnson, M.D., chairperson, and the Committee 
on Annual Meeting, Linn A. Campbell, M.D., chairperscn. 
The Council received verbal reports from the Hospital & 
Community Psychiatry Institute Program Committee, Trz- 
vor D. Glenn, M.D., chairperson, and the Building Cori- 
mittee, John J. McGrath, M.D., chairperson. 

Dr. Alspach would like to express his appreciation to D-. 
Jack White, staff liaison, Mrs. Patricia Scheidemandel, ad- 
ministrative assistant, and members of the Council for their 
unflagging interest and involvement. 
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The Council on International Affairs 


ALFRED M. FREEDMAN, M.D., CHAIRPERSON 


DuniNG 1979 the Council on International Affairs mon- 
itored the activities of 6 task forces and committees. 

The Committee on Psychiatry and Foreign Affairs, Wil- 
liam Davidson, M.D., chairperson, organized a meeting in 
January 1980 of Egyptian and Israeli psychiatrists and other 
professionals, as well as representatives from other coun- 
tries, to discuss psychological barriers to international 
negotiation. The conference was supported by the Interna- 
tional Activities Office of the Alcohol, Drug Abuse, and 
Mental Health Administration. The Council hopes this will 
be the first in a series of meetings on psychological aspects 
of international affairs. 

The Social Development Department of Saudi Arabia has 
requested that APA send two psychiatrists to consult in 
regard to the mental health program needs of their country. 

The Second Pacific Congress of Psychiatry will be held in 
Manila, the Philippines, May 12-16, 1980. The Philippine 
Psychiatric Association, the Philippine Medical Association, 
the Royal Australian and New Zealand College of Psychia- 
trists, and APA will sponsor the Congress. Norman Rosen- 
zweig, M.D., chairs the task force to the International Or- 
ganizing Committee and Lindbergh Sata, M.D., supervises 
the Program Committee. The congress will bring together 
mental health professionals from developing anc developed 
nations throughout the Pacific area for scientific exchange 
and personal interaction. After the Pacific Congress, addi- 
tional trips are available to Hong Kong, Korea, and China. 

Two new task forces began working in 1979. The Task 
Force to Plan the APAIWPA Symposium in 1981 started or- 
ganizing this regional symposium, to be held in New York 
City October 30-November 3, 1981. Details of this meeting 
will appear in Psychiatric News. The organizing committee, 
Alfred M. Freedman, M.D., chairperson, consists of Robert 
Campbell, M.D, program committee chairperson; Harvey 
Blues:one, M.D., arrangements committee chairperson; 
Shervert Frazier, M.D., budget committee chairperson; and 
John Talbott, M.D., public affairs committee chairperson. 

The Committee on International Abuse and Misuse of 
Psychiatry and Psychiatrists was approved by the Board of 
Trustees in September 1979 and is now being appointed. 
This committee will study complaints from individuals and 
organizations and then report its findings to the Council and 
the Board of Trustees for appropriate action. The committee 
will serve as APA’s liaison with the World Psychiatric Asso- 
ciation's Committee to Review Charges of Political Abuse of 
Psychiatry. The Board of Trustees approved the Council's 
recommendation that APA contribute 10 percent of the pro- 
posed budget for the WPA's Committee on Ethics and Com- 
mittee to Review Charges of Political Abuse of Psychiatry. 

During 1979 telegrams were sent to Leonid Brezhnev and 
Lev Smirnov in the Soviet Union protesting the continued 
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imprisonment of Semyon Gluzman. In June a telegram was 
sent to President Carter asking him to incluce the Gluzman 
case in his discussions with Soviet leaders ir Vienna. 

The Council accepted oversight of the Task Force on Psy- 
chosocial Impacts of Nuclear Advances, Rite Rogers, M.D., 
chairperson. This task force administered questionnaires to 
different groups of people, especially school children, to ex- 
plore their attitudes about nuclear power and nuclear weap- 
ons. Many of these questionnaires were g.ven before the 
March 1979 accident at the Three-Mile Island nuclear power 
plant. A panel of task force members preserted preliminary 
findings at the APA annual meeting in Chicagc. The data will 
be further analyzed, and a report will be published soon. 

David Ratnavale, M.D., has been appointed consultant to 
the Council and will promote communication with Chinese 
colleagues. 

The Task Force on Transcultural Aspects of Ethnocentric- 
ity Among Psychiatrists, Ramon Parres, M.D., chairper- 
son, interviewed more than 100 psychiztrists about their 
training, and their cultural, religious, ard ethnic back- 
grounds. À report of these findings will be issued some time 
in 1980. 

The Inter-American Council of Psychiatiic Associations, 
composed of the Latin American Psychiatric Association, 
the Caribbean Psychiatric Association, the Canadian Psychi- 
atric Association, and APA, held two meet ngs during 1979: 
in Chicago in May during the APA znnual meeting and in 
Caracas, Venezuela, in November at the Latin American 
Psychiatric Association meeting. Raquel Cohen, M.D., was 
APA's delegate and Reginald Lourie, M.D-., the alternate. 
The Inter-American Council members, to promote informa- 
tion exchange, held a satellite conference Eetween panels of 
experts at Goddard Space Flight Center in Greenbelt, Md., 
and Kingston, Jamaica, in July 1979. The panels discussed 
mental health aspects of teenage pregnancies. Panel mem- 
bers at both locations made introductory statements; dis- 
cussion and audience participation from the Caribbean Psy- 
chiatric Association meeting in Jamaica fcllowed. The pro- 
gram, arranged by Reginald Lourie, M.D., was successful 
and will be the first in a series of satellite-cannected presen- 
tations. 

The Council supervises hosting activities for guests from 
foreign countries who attend APA's annual meeting. In 1979 
the Council recommended a policy stating that APA joint 
meetings have proved valuable and should be continued. | 
They should be planned as far in advance as possible and 
held where explicit educational objectives can be met and 
where there is a sufficient number cf res: dent psychiatrists 
to help organize the meeting. Currently under investigation 
as sites for joint meetings in 1982 and 1984 are South Amer- 
ica, Africa, and Europe. 
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The Council on Medical Education and Career Development 


PAUL J. FINK, M.D., CHAIRPERSON 


THE COUNCIL received reports from its'components and 
addressed a variety of programs and issues pertaining to edu- 
cation in all levels of the profession. The Board of Trustees 
reversed the recommendation of the Council and the Refer- 
ence Committee, votiug to nominate only one APA member 
for Director of the American Board of Psychiatry and Neu- 
rology (ABPN) whenever a vacancy occurs. The Board 
noted that identifying potential nominees was a complex pro- 
cess, and that the ABPN must be informed of the Board of 
Trustees' decision regarding rank order; an alphabetized list 
would not convey this information. The Board of Trustees 
recognized that the ABPN is an autonomous organization, 
free to accept or reject any nominees. Neither the American 
Neurologic Association nor the Academy of Neurology sub- 


mitted more than one name for Director of the ABPN. APA ` 


felt all sponsoring societies should operate in the same man- 
ner. 

APA participated in a consortium, led by the American 
College of Psychiatrists (ACP), to develop and administer a 
psychiatric residency in-service examination. The Council 
received a report on the August 1979 pilot project, involving 
more than 1,500 residents from 75 programs. The topic areas 
and percentage of questions resembled those of the ABPN 
Part I examination. A committee of the American Associa- 
tion of Directors of Psychiatric Residency Training 
(AADPRT) will evaluate the examination. A follow-up meet- 
ing is planned to determine the eventual governance of this 
examination and develop procedures for offering it on an an- 
nual basis. 

Bryce Templeton, M.D., reported on the subcommittee 
that is planning a conference on psychiatric education sched- 
uled for the mid-1980s. The conference may focus on the 
education of medical students, continuing education, or the 
problems of implementing educational programs at all levels, 
especially the residency level. The subcommittee will review 
the Council discussion and develop more specific plans for 
the proposed conference. 

Nancy C.A. Roeske, M.D., reported on the meeting of the 
editorial board for the Curriculum of Psychology of Women 
and Men. The Council congratulated the board for their effi- 
cient editing of the draft curriculum, developed by the origi- 
nal task force. The board has asked a large number of volun- 
teers who have specific areas of expertise in the topics de- 
scribed to review the final document before submitting it to 
the Council. 

Dr. Roeske suggested specifié changes to make the format 
more useful to the readers. It was anticipated that the final 
version would be available by the spring Council meeting. 

In December 1978 the Board of Trustees authorized the 
Office of Education, in collaboration with the Council on 
Medical Education and Career Development, to develop a 
consultation service for psychiatric residency training direc- 
tors. Gary Tucker, M.D., reported on the preparation of 
guidelines and forms for the proposed consultation service. 
The Office of Education will act as a broker, bringing tcgeth- 
er consultants and consultees. The Council approved the 
form developed for APA office use; a longer form for ccnsul- 
tants’ use will go directly to the consultees. The Council ap- 
proved the fee structure suggested by the committee, includ- 


t 


ing a sum for the APA Office of Education services to offset 
expenses and overhead. During the. next year the sub- 
committee will continue to oversee the project, refine the list 
of potential consultees in cooperation with Dr. Fink, and 
serve as consultant to the Office of Education director. 

The New Hampshire Board of Medical Examiners has in- 
dicated that it will issue limited licenses to practice. Original- 
ly, it was thought that limited licensures for psychiatry 
would apply to graduates of a three-year rather than a four- 
year residency program. However, Dr. Tucker reported -hat 
psychiatrists have been given limited licensure who have had 
a full year of internship (or four months of medicine as is 
now required by the ABPN). Since the ABPN will not admit 
anyone who has only a limited license to the certification 
exam, this issue poses other problems. Rhode Island and 
California are considering a "'certificate of need"' for special- 
ists and specialty training. The Council requested Dr. Tuck- 
er to monitor pending legislation that would limit a phvsi- 
cian's practice in certain areas. 

The topic of emergency room psychiatry has been on the 
agenda of the Council for approximately two years. This was 
a timely item when the possibility of a conjoint Board of 
Emergency Medicine was being considered (primarily at 
meetings of the American Board of Medical Specialties znd 
its member organizations). Psychiatry has been identified as 
a member of the approved conjoint board. Gail Barton, 
M.D., has served as APA liaison to the College of Emergen- 
cy Medicine, following the development of curricula in 
emergency medicine and the role of emergency psychiatry. 
The Council will invite Dr. Barton to discuss the current 
relationships between emergency medicine and emergency 
psychiatry, as well as the Council and components' roles in 
developing psychiatric curricula and teaching emergency 
medicine. 

Carolyn Robinowitz, M.D., distributed materials relating 
to possible recommendations of the Josiah Macy, Jr., Foun- 
dation Commission on the Present Condition and Future of 
Academic Psychiatry. Council members will review the 
document and address their responses to Dr. John Adams, 
who will coordinate this activity. 

Sanford Finkel, M.D., representing the Council on deis 
urged the Council and its components to develop activities 
related to education in geriatric psychiatry. The Council re- 
ferred this issue to the Committees on Medical Education, 
Graduate Education, Continuing Education, and Psychiatry 
and Primary Care Education. Arthur Myerson, M.D., repre- 
senting the Task Force on the Chronic Mental Patient, dis- 
cussed the task force's plans and asked for a response from . 
the Council. The Council feit the task force should not dis- 
band but work with the Committee on Medical Education 
and the Committee on Graduate Education to develop edu- 
cational activities (curricula, implementation, methodology) 
for the care of chronically mentally ill patients. 

The Council reviewed a document from the Americen 
Council on Education regarding the problems inherent in the 
recent New York law placing requirements on agencies that 
develop or use standardized tests as part of undergraduate/ 
graduate/professional school admissions. The Council was 
concerned that this law might affect the ABPN. However, 
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Dr. Templeton reported that this law applies to admissions 
only, although it may be extended to other kinds of examina- 
tions in the future. 

Four Council committees (Medical Education, Graduate 


Education, Continuing Education, and Primary Care Educa- | 


tion) met to discuss topics of mutual interest and jcint proj- 
ects. The group discussed pertinent topics such as recruit- 
ment, emergency medicine, geriatric psychiatry, and care of 
the chronically mentally ill. The committees agreed that one 
member from each component would be chosen to work on 
each particular topic. Participants supported an expanded 
EDPE (Educational Development for Psychiatric Educators) 
teaching project, to improve teaching skills in the target 
areas ouilined by the President's Commission on Mental 
Health and the NIMH Psychiatry Education Branch guide- 
lines. Participants also suggested that the project staff and 
steering committee develop learning packages to assist 
educators in planning workshop-conferences on these target 
areas. 

The Committee on Certification in Administrative Psychi- 
atry, Thomas Tourlentes, M.D., chairperson, received 120 
inquiries for the 1980 examination, in contrast to the usual 
80. The committee was concerned about additional expenses 
caused by such an increase in applicants, although the cost 
per examinee could possibly be reduced. The Council de- 
cided to defer any fiscal recommendations until after the 
1980 examination. 

The information handbook on administrative psychiatry 
certification will be updated to reflect recent changes per- 
tinent to examination procedures. For example, in Decem- 
ber 197& the Board approved a fee increase so that the exam- 
ination process could become self-supporting. The examina- 
tion structure has also been revised to include a written 
examination, given on a pilot basis in May 1979. The Council 


appointed John E. Adams, M.D., and Bryce Templeton, | 


M.D., to expedite the procedure for approval by APA. The 
Council commended Dr. Tourlentes and his committee for 
improving the entire examination process. 

The Committee on Graduate Education, Gary Tucker, 
M.D., chairperson, planned a recruitment conference for 
March 7-8, 1980, in San Antonio, Tex. The conference was 
cosponsored by the American Association of Directors of 
Psychiatric Residency Training (AADPRT) and partially 
funded by NIMH. The steering committee consisted of rep- 
resentatives from many psychiatric academic and service or- 
ganizations. The committee urged the Council to participate 
actively in the conference, feeling it will set the tone for fu- 
ture work. 

The committee recommended that APA suggest to the 
Residency Review Committee (RRC), AADPRT, and 
AACDP that each residency program develop a-written pro- 
cedure for checking the credentials of residents wishing to 
transfer from one program to another, and that the RRC in- 
clude this requirement in the Essentials and Guide for resi- 
dency training programs. 

The committee also suggested that the Office of Education 
organize a meeting to discuss the plethora of written exami- 
nations in psychiatry. Participants would discuss examina- 
tions for medical students (examinations of the National 
Board of Medical Examiners) and for residents (the in-train- 
ing examination as well as Part 1 of the American Board of 
Psychiatry and Neurology) and the Psychiatric Knowledge 
and Skills Self-Assessment Program. The Council suggested 
that such a meeting be funded by the Committee on Gradu- 
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ate Education and include representatives from the Associa- 
tion of Directors of Medical Student Educatio1 in Psychia- 
try, the Association of Chairmen of Departmen:s of Psychia- 
try, the American Association of Directors cf Psychiatric 
Residency Training, the Association for Academic Psychia- 


try, and the ABPN. 


At the request of the Council, the committee addressed 
curricular issues involving geriatric psychiatry, emergency 
room psychiatry, and programs for the chronically mentally 
ill. The committee will develop a more specific curriculum 
for these topic areas and investigate prcgrams available in 
the final postgraduate year. 

Carol Nadelson, M.D., chairperson, Committee on Medi- 
cal Education, discussed wavs to develop further liaison 
with the American Medical Studen: Association (AMSA), 
including a proposed presentation at the AMSA annual 
meeting in Philadelphia in March 1980. The committee dis- 
cussed recruitment issues, including the decreased number 
of medical students selecting psychiatry and factors in the 
experience of medical students that may relaze to specialty 
choice. The committee also noted concerns over the image 
of psychiatry, its relationship to the rest of medicine, and 
medical students’ perception of psychiatrists’ roles. 

The committee and Council recommended that the Com- 
mittee on Medical Education develop programs and materi- 
als for recruitment of medical students, collaborating witb 
the AMSA Committee on Medical Education. These would 
include program presentations on relevant topics in psychia- 
try, workshops on the impaired medical stucent (in coordi- 
nation with AMSA and the APA Task Force cn the Impaired 
Physician), videotape or slide presentations <n the role of 
psychiatrists, and a brochure on the roles of zsychiatrists in 
direct and indirect patient care, research, education, consul- 
tation, and administration. 

Although the Council anticipatec thai AMSA would con- 
tinue to appoint a representative to serve as liaison to the 
Council, it requested that APA designate an cfficial liaison to 
AMSA. 

Robert L. Leon, M.D., chairperson, Committee on Con- 
tinuing Education, pointed out that apprcximately 8,000 
members have not reported on their continuing education ac- 
tivities. The Council stressed that strategies must be devel- 
oped to assist and encourage APA members to report. Oth- 
erwise thousands of members who have already participated 
in CME activities and filed reports could be penalized. Dr. 
Fink will alert the Committee on Membership and other 
components about this problem and urge :hem to solicit 
more membership response. 

Dr. Leon has participated in several mee«ings of the Pro- 
gram Committee. CME Committee members also work with 
the Program Committee to evaluate annual meeting activi- 
ties. Approximately 4,500 members enrolied in 103 courses 
at the annual meeting in Chicago, representing one aspect of 
continuing education. 

In July 1979 the AMA voted to withdraw 7rom the Liaison 
Committee on Continuing Medica! Educaticn (LCCME) and 
resume voluntary accreditation of continuinz medical educa- 
tion through the AMA Council on Medical Education. The 
Council recommended to the APA that there continue to be 
only one accrediting body in the United States for continuing 
medical education, that the Liaison Committee on Contin- 
uing Education maintain the authority and -zsponsibility for 
this accreditation, and that the Eoard of Trustees urge the 
AMA to reconsider its withdrawal from the LCCME. 
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Approximately 11 states require physicians to participate 
in continuing medical education for reregistration of medical 
licensure. These requirements are nearly identical to APA's 
CME requirements. To avoid duplication, the committee 
and Council recommended an alternative method of CME 
reporting for APA members practicing in states where CME 
requirements for rerezistration of licensure correspond to 
the APA's CME requirements. They also recommended 
printing a list of these states on the membership dues billing 
form to be completed by members in lieu of submitting the 
official APA CME report form. 

The Board of Trustees approved all recommendations 
submitted by the Council from the Task Force to Consider 
CME Exemptions and Exceptions, Eugene Feigelson, M.D., 
chairperson. The task force will disband, with its functions 
subsumed by the Committee on Continuing Education. 

The Task Force on Self-Study Materials, Layton McCurdy, 
M.D., chairperson, improved the quality of audio tapes 
and other materials developed from the annual meetings. 
The Council approvec the suggestion that the task force 
work closely with the committee to review and develop 
self-study materials. Therefore, the task force's expanded 
responsibilities include acting as an editorial board to mon- 
itor the audio-visual materials produced from presentations 
during annual meetings; selecting and developing creative 
annual meeting programs useful for self-study, working with 
other APA components such as the Task Force on DSM-III 
Education Activities to create self-study materials; and 
working with the Committee on Continuing Education to pi- 
lot self-study programs. 

The Task Force on DSM-III] Educational Activities, Al Sil- 
verman, M.D., chairperson, met in August 1979 and en- 
dorsed APA cosponsorship of a course on DSM-HI planned 
by Columbia University for December 1979. The task force 
began plans for three conferences, to be held in various geo- 
graphical areas, to educate members and others in the use of 
DSM-III. Roche Laboratories agreed to provide APA with 
an educational grant to support these conferences. The 
Council requested that the Task Force on Self-Study Materi- 
als be invited to help prepare all self-study materials for the 
conferences. 

The Council underscored the Board of Trustees’ policy 
that the APA has exclusive ownership of materials prepared 
for, or as a result of, proposed conferences and that these 
materials are subject to review by the Task Force on Devel- 
opment of DSM-III Education Activities before distribution. 

The Committee on Psychiatry and Primary Care Educa- 
tion, F. Patrick McKegney, M.D., chairperson, works with 
family physicians and internists to develop joint programs. 
The committee discussed its previous, present, and pro- 
posed liaison activities with primary care specialty societies, 
specifically the American Academy of Family Physicians, 
the American College of Physicians, and the American 
Academy of Pediatrics. The Council approved the commit- 
tee’s recommendation that the liaison between APA and 
these organizations be officially endorsed. The committee 
wants to ensure that appropriate objectives and curricula 
concerning psychiatric content are included in primary care 
training. The committee prepared a working document for 
review by APA and AAFP that would provide the basis for a 
position paper on psychiatric aspects of primary tare and an 
action document for primary care training. The Council en- 
dorsed the committee request that APA adopt this working 
document for further discussions with the AAFP and ACP, 
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and. that the committee be authorized to collaborate with 
representatives of these organizations to develop a final 
document. 

Marc H. Hollender, M.D., chairperson, Task Force to Fa- 
cilitate Communication Between the APA and the ASPN, 
discussed recommendations derived from the APA member- 
ship survey on Board certification from the ad hoc com- 
mittee's report on implementing the 1976 referenda on psy- 
chiatry certification. -The ABPN has initiated actions which 
coincide with a number of these recommendations. The task 
force and the Council recommend that APA: encourage 
residency training programs to become more involved in the 
certification process, and ask President Stone to invite pro- 
posals from various residency education groups; ask the 
ABPN to separate the disciplines of psychiatry and neurol- 
ogy; to endorse the concept that neurology continue to be 
included in psychiatry residency training and psychiatric 
certification examinations, and that other relevant medical 
specialties also be included; suggest that the ABPN exam be 
made available during the final year of residency training (al- 
though Part I should not be a requirement before graduation 
from training) and that written descriptions of evaluation cri- 
teria be available to candidates; encourage the ABPN to pay 
strict attention to the areas of expertise and other relevant 
professional qualifications of individual examiners during the 
examiner selection process and assure that the examiners re- 
flect the varied demographic characteristics of the zan- 
didates; ask ABPN to give standardized feedback to all zan- 
didates taking Part II, not just.those who fail; ask ABPN to 
provide residency training programs with knowledge profiles 
of graduates; encourage the ABPN to inform training pro- 
gram directors of their residents’ scores while maintaining 
program confidentiality and suggest that pass-fail statistics of 
individual training programs not be made available to poten- 
tial resident applicants; ask the Committee on Continuing 
Education and the Scientific Program Committee to promote 
Board certification among APA members; affirm APA's en- 
dorsement of the concept that all psychiatrists should com- 
plete specialty certification and that psychiatric education 
and certification be relevant to clinical practice; and forward 
the report of the ad hoc committee and the Council's accom- 
panying comments to appropriate training organizations. 

Herbert Pardes, M.D., chairperson, Task Force on Re- 
certification, presented a draft proposal for recertification. 
The Council reviewed and endorsed the concept of the txo- 
track system but requested the task force to consider other 
forms of assessment that focus on patient care activities and 
directly gauge the psychiatrist’s ability to apply knowledge 
and skills on a daily basis. The Council encouraged Law- 
rence Hartmann, M.D., Assembly Liaison, to review the 
proposal with the Assembly in light of the Council's con- 
cerns. 

The task force is also considering the needs of uncertified 
psychiatrists and plans to develop guidelines for ‘‘certifi- 
cates of participation’ involving continuing medical educa- 
tion, self-assessment, and other activities for uncertified 
psychiatrists. 

The Task Force on Sex Education and Sex Therapy, Ed- 
ward Auer, M.D., chairperson, reviewed the results of a sur- 
vey sent to American Association of Directors of Residency 
Training Programs members pertaining to curriculum and 
methodology in sex education and sex therapy. The task 
force’s literature search revealed a lack of articles with cross- 
references to training and education. The task force acd 
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Council recommend developing an annually updated contin- 
uing education course on sex education and sex therapy for 
the annual meeting. 

The Council requested that Dr. Auer meet with the chairs 
of the Committees on Medical Education, Graduate Educa- 
tion, Primary Care Education, and Continuing Education to 
‘discuss possible collaboration. The task force expects to 
complete its work by May 1980. 

The Task Force on the Impaired Physician, Robert Jones, 
M.D., chairperson, expanded its purview to include sub- 
stance or alcohol abuse, mental illness, incompetency, prob- 
lems of aging, sex with patients, and other medical prob- 
lems. The Council approved plans for an interim meeting of 
this task force based on the current budget and encouraged 
the task force to work closely with the AMA. 

The task force suggested that treatment and prevention 
programs at the medical school level might lower the in- 
cidence of mental disability during medical school and in 
years of practice. The task force and Council reccommended 


The Council on Mental Health Services 
BORIS M. ASTRACHAN, M.D., CHAIRPERSON 


J.M. STUBBLEBINE, M.D., completed his term as chair- 
person. Among the notable accomplishments under his lead- 
ership was the formation of the Council on Aging. The Task 
Force on Aging, formed in 1978, recommended that a Coun- 
cil on Aging be established. The Board of Trustees approved 
this recommendation, the task force disbanded, and the new 
Council on Aging has already begun its work. 

A major concern to the membership has been the develop- 
ment of guidelines for psychiatrists working with nonmedical 
therapists. The Council has reexamined draft guidelines and 
earlier position papers, consulted APA's attorney, and will 
have modified guidelines ready for the next meeting of the 
Assembly. 

Concern has been expressed within several components of 
the Council about the Joint Commission on Accreditation of 
Hospitals standards. Currently different standards are used 
for psychiatric units in general hospitals, CMHCs, and all 
other settings. Several members believe the Consolidated 
Standards and the CMHC standards demedicalize and un- 
duly burden mental health services with red tape. The Coun- 
cil will meet with APA representatives to the JCAH profes- 
sional and technical advisory committees, Thomas Tour- 
lentes, M.D., chairperson of the Committee on Liaison with 
American Hospital Association, and others to review these 
issues and begin formulating recommendations. 

APA members are concerned about ensuring adequate 
psychiatric influence on various health delivery settings. The 
Council identified the establishment of a component on state 
hospitals as its chief current priority. This committee will find 
innovative methods to involve psychiatrists with organized 
psychiatry in operating state hospitals, assemble data on the 
nature of psychiatric services and identify psychiatric re- 
source needs within state hospitals, develop and maintain 
liaison with these and other appropriate groups, consider 
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that APA encourage the AMA, the AAMC Council of 
Deans, the Liaison Committee on Medical Education, and the 
Council of Medical Specialty Societies to establish policies 
stating that psychiatric services be provided for medical stu- 
dents as a mandated service and that adequatz health insur- 
ance coverage for outpatient and inpatient psychiatric care 
be required for the students and their dependents or that psy- 
chiatric care be provided through student heakh fees; autho- 
rize the task force to develop a questionnaire, mailed as a 
survey to district branches, on methods of identifying and 
helping impaired physicians; authorize development of tech- 
niques for hospital medical staff to aid impaired physicians, 
through cooperation with the American Hospital Associa- 
tion. 

The Task Force on Manpower Data, Jerzy M. Wiener, 
M.D., chairperson, developed a draft questiznnaire to col- 
lect demographic performance and practice data from APA 
members. Council members will review the draft question- 
naire and make recommendations to Dr. Wiezer. 


models for relating state hospitals to other elements of the 
mental health and psychiatric delivery systems, develop a 
position paper on the role of psychiatry in stzte mental hos- 
pitals, and serve as a resource to the Associétion in regard to 
issues about psychiatric services in state hcspitals. 

The AMA has published the fourth edition of the Physi- 
cian's Current Procedural Terminology and asked APA to 
assist in developing a mini-CPT-IV for psycaiatrists. In 1975 
the APA and AMA collaboratively produced a mini-CPT-Iil, 
which Leigh Roberts, M.D., working with a small group, de- 
veloped. At the Council's request, Dr. Roberts will revise 
the mini-CPT-III according to the changes made in CPT-IV. 

The Committee on Peer Review, Henry Altman, M.D., 
chairperson, has nearly finished revising the Manual of Psy- 
chiatric Peer Review. The manual has been updated, with 
few substantive changes. The criteria sets tnat appeared in 
the first edition have not been changed tezause the com- 
mittee believes that revision of the criteria should occur only 
after adequate experience. Also the introduction of DSM-III 
will require major revision of the manual in the future. The 
section on psychoanalytic review, preparec by the American 
Psychoanalytic Association, has been simplified and im- 
proved and now includes a process for evaluating ongoing 
analysis. The section from the American Academy of Child 
Psychiatry has been modified and includes a new statement 
on adolescent disorders. Sections have been added on psy- 
chopharmacologic agents, ECT, and long-term hospital 
treatment. The Joint Hospital Committee (a consortium of 
private psychiatric hospitals that provide long-term inpatient 
care) of the National Association of Private Psychiatric Hos- 
pitals developed the section on long-term hospital treatment. 
This is a valuable first step in establishing criteria for long- 
term hospitalization. 

The Committee on Federal Government Health Services, 
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Henry R. Lyons, M.D., chairperson, expressed serious con- 
cern over the Secretarv of Defense's recent budget decision 
that would lower to 23% the number of physicians in the 
uniformed services who could be involved in graduate medi- 
cal education programs. Such programs develop and retain 
physicians for the military and are necessary to maintain 
adequate levels of care. On the Council's recommendation, 
the Reference Committee referred this issue to the Council 
on Medical Education, the Joint Commission on Govern- 
ment Relations, and the APA Section Council for monitoring 
and appropriate action, 

The Committee on Financing Mental Health Care, Joseph 
English, M.D., chairperson, has stimulated various groups 
to develop information for policy makers about the cost of 
mental health services, their importance, and the need to 
equitably support such services. 

The Task Force on Community Residential Services, An- 
thony Arce, M.D., chairperson, has completed a Glossary of 
Terms for Community Residences. Dr. Arce noted that 
terms describing residential settings have very different 
-= meanings in different states. The task force will develop 
guidelines for determining which patient should receive what 
level of care in which community residential program. 

The Committee on Renabilitation, Bertram Pepper, M.D., 
chairperson, is involved in several educational areas and will 
be active in relating AFA to the International Year of the 
Disabled Person (1981). 

The Task Force on Substance Abuse, John C. Connelly, 
M.D., chairperson, will develop a data-based position paper 
on the role of psychiatrists in substance abuse programs. 


The Council on National Affairs 


BERTRAM S. BROWN, M.D., CHAIRPERSON 


A FORMER chairperson, Frank Ochberg, M.D., continues 
to serve on the Council as a member of the Committee on 
Women. The Council had a productive, if controversial, 
year. Some controversy stemmed from the Council’s in- 
volvement with minority and women’s affairs. The Council 
considered changing its rame or forming a new council to 
handle these issues but finally agreed to maintain its national 
focus and mandate without lessening efforts in minority and 
women’s affairs. 

The Task Force on Confidentiality was moved from the 
Council, and the Committee on Religion and Psychiatry was 
added. Three new task forces were formed last year: the 
Task Force on Psychiatric Aspects of Terrorism; the Task 
Force on Gay, Lesbian, and Bisexual Issues; and the Task 
Force on Cultural and Ethnic Issues in Psychiatry. The mi- 
nority committees have been active, but have not yet formed 
à caucus. 

During the fall committee meetings the entire Council dis- 
cussed the 1981 annual meeting in New Orleans. At the time, 
most members of the Council and components, speaking as 
individuals, did not plan to attend the New Orleans meeting. 
There is no unanimity among individuals or any given com- 
ponents regarding attendance in New Orleans. 
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When the task force disbands, it will suggest an appropriate 
component to study drug abuse. The Reference Committee 
has recommended that a Committee on Alcoholism be estab- 
lished to focus on issues of prevention and early -nter- 
vention; provide public education programs and make rec- 
ommendations for educating psychiatrists on alcohol issues; 
and explore problems of particular populations, such as alco- 
holic children and teenagers, children of alcoholics, and 
women with drinking problems; maintain liaison with the 
Task Force on the Impaired Physician and the Committees 
on Graduate, Medical, and Continuing Education; and de- 
velop appropriate liaison with ADAMHA, the Advisory 
Councils of NIAA and NIDA, and the appropriate JCAH 
components. 

The Task Force on Community Mental Health Programs, 
Ulysses E. Watson, M.D., chairperson, has been conce-ned 
with maintaining adequate standards of psychiatric care in 
CMHCs and the appropriate role of psychiatrists in commu- 
nity mental health. The task force is gathering data on organ- 
izational settings that foster participation of psychiatrists 
and the extent to which medical school programs use com- 
munity facilities as training sites. 

The Task Force on Psychiatric Emergency Care Issues, 
Gail Barton, M.D., chairperson, has developed psychiztric 
emergency care guidelines, sample protocols on a number of 
issues (e.g., handling the violent patient, child abuse, us2 of 
restraints), and a bibliography that is regularly updaced. 
This task force has stimulated research and engaged in mul- 
tiple training activities. A final report will be issued some 
time in 1981. 


The Council on Emerging Issues became part of the Coun- 
cil on National Affairs as the Committee on Emerging Issses 
and Perry Ottenberg, M.D., chairperson, has called the first 
meeting. The Committee on Foreign Medical Graduates 
carefully completed its initial membership structure and hzld 
its first meeting in January 1980. The Council asked this com- 
mittee to explore the education of Americans in foreign med- 
ical schools. There are nearly 15,000 Americans training in 
foreign medical schools, with the quality of the programs 
ranging from excellent to very poor. 

DSM-HI evoked wide interest throughout the Council, 
particularly in the Committee of Spanish-Speaking Psychia- 
trists, Angel Gregorio Gomez, M.D., chairperson. The com- 
mittee and the Council have recommended translation of 
DSM-III into Spanish and other languages and asked the 
Medical Director for suggestions on implementation. The 
committee will ensure that the Spanish translation of DS$M- 
III proves effective linguistically, culturally, and profession- 
ally. The Committee initiated a newsletter, printed at Baylor 
University, and prepared an updated roster of Spanish- 
speaking psychiatrists. The committee has recommended 
Spanish-speaking psychiatrists for key APA positions, 
especially on the Council on International Affairs. The com- 
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mittee has been sensitive to the necessity for Spanish- 
language patient package inserts. 

The Committee on Indian Affairs, Johanna Clevenger, 
M.D., chairperson, has been renamed the Committee of 
American Indian and Alaskan Native Psychiatris:s. Most 
members of this committee belong to the Association of 
American Indian Physicians and have been concerned dur- 
ing the past year with issues of sterilization and genocide. 
The committee, in collaboration with that physicians' associ- 
ation, is seeking funds to study the Department of Health, 
Education, and Welfare guidelines for sterilization, counsel- 
ing, and implementation of procedures for Indian people. 
Through a joint meeting with Stanford University and the 
University of California, Berkeley, the committee plans to 
visit one of several Indian health care facilities in San Jose 
and Oakland. The committee will attempt to identify Ameri- 
can Indian medical students and urge them to consider psy- 
chiatry as a specialty. The committee met again on Nov. 11, 
1979, at Warm Springs Reservation in Oregon. 

Sponsored by the Committee on Ásian-American Psychia- 
trists, Lindbergh S. Sata, M.D., chairperson, the Women's 
Research Project has begun to study Asian women psychia- 
trists. The research has proceeded slowly because of in- 
adequate financial support. The committee disseminates 
information widely through its Asian psychiatrists’ news- 
letters, and also provides professional development services 
to Asian psychiatrists needing editorial assistance to prepare 
special reports and certification examinations. The com- 
mittee has also provided many community agencies with 
Asian psychiatric resources, consultations, patient evalua- 
tion, and employment opportunities. Committee members 
have acted as consultants to several Indochinese mental 
health projects, including the Asian Mental Health Training 
Centers in Los Angeles, San Francisco, and Sacramento. 
Consultation has been provided to the Western Interstate 
Commission on Higher Education in its attempts to establish 
culturally relevant curriculum in mental health training, as 
well as identifying key resource advisory members to this 
training and evaluation project. The committee noted distri- 
bution cf a tape, mainly to non-Asian psychiatrists, on cul- 
tural aspects of Asian-Americans and Pacific Islanders, pro- 
duced by Smith, Kline and French. The committee is negoti- 
ating with Smith, Kline and French to duplicate this tape for 
psychiatric training institutions. 

The Committee on Black Psychiatrists, Esther Roberts, 
M.D., and Ezra Griffith, M.D., cochairpersons, noted that 
this is the 10th year since the Black Psychiatrists of America 
instigated dramatic changes in the structure of APA to ac- 
commodate minority interests. The committee is seeking 
funds to study the past 10 years in order to plan for the fu- 
ture. The committee has been particularly concerned with 
the APA policy toward community mental health centers 
(CMHCs). Many of its own members serve in CMHCs, the 
only system where a large segment of the minority popu- 
lation can receive care outside of institutions for the chroni- 
cally ill. 

The Task Force on Gay, Lesbian, and Bisexual Issues, 
James Paulsen, M.D., chairperson, plans to survey the APA 
membership regarding their sexual orientation. The task 
force is working on a proposed questionnaire concerning 
psychotherapy for gay individuals. The questionnaire should 
obtain data relative to the patient's sexual orientation, 
whether attempts were made to change or to become more 
comfortable with sexual orientation, gay patients’ per- 
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ceptions of psychiatrists' attitudes toward them as homosex- 
uals and toward homosexuality in general, gay patients' atti- 
tudes toward therapy, therapeutic outcome, and services 
provided to help gay patients deal with their homosexuality. 
The task force has also established formal lia.sons with the 
Committee on Women and will attempt lia.son with the 
Committee on Sex Education and the Committee on Re- 
search. The task force assisted APA in preparing responses 
to letters triggered by an Ann Landers column on recom- 
mending psychiatric help for the distressed homosexual. A 
brochure outline has been prepared for possidlz use by APA. 
The conversion of the task force to a standing committee is 
being considered. 

The Committee on Women, Elaine Hilberman, M.D., 
chairperson, continued a productive year, dealing with is- 
sues like physician discretion and the patient package insert. 
A proposal for a minority committee, endorsed by the Coun- 
cil, was presented to the Reference Committee. The Council 
also endorsed a committee proposal that no APA com- 
ponent (such as the Hospital & Community Psychiatry In- 
stitute) meet in nonratified ERA stetes. The committee and 
Council actively campaigned against the singke-issue poll on 
ERA. A referendum on the issue was later zuthorized; the 
question will appear on the annual ballot. The Committee on 
Women alerted the APA leadership and me-abership that 
there is a sizeable grassroots movement to protest the hold- 
ing of the 1981 annual meeting in New Orleans. A newsletter 
has begun, and a drive to organize a group of Women in Psy- 
chiatry is now under way. 

The Committee on Women has developed an extensive 
schedule for the San Francisco annual meezng. The com- 
mittee met with the Council on Internal Organization to clar- 
ify the policy on child care at annual meetings. Plans for pro- 
viding child care at San Francisco have been formulated, in- 
cluding an evaluation so that future child car: programs can 
be more effective and more helpfui to the wzmen members 
of APA. The committee is concerned with special insurance 
coverage issues, ranging from pregnancy and disability to 
the lack of part-time malpractice insurance, that discrimi- 
nate particularly against women. Liaison activities with 
other major organizations have begun. With the Joint Com- 
mittee on Government Relations, the committee advocated 
women's needs and concerns in regard to the new Mental 
Health Systems Act. The committee has provided the Presi- 
dent-Elect and other members with lists of cualified women 
who could serve on committees, task forces, and Councils. 
The committee has also been concerned with the lack of par- 
ticipation by qualified women in the affairs o? the American 
Journal of Psychiatry and publication of a paper that, in the 
opinion of experts, was scientifically inadequate and por- 
trayed women psychiatrists in a negative way. 

The Task Force on Terrorism, Elissa P. Benedek, M.D., 
chairperson, held a successful conrerence or: the psychiatric 
aspects of terrorism. This material may b2 gathered in a 
book, with proceeds returned to APA. An interim Task 
Force Report on the Ethical Issues of the Victim, Training of 
Law Enforcement Personnel and Research Issues is being 
prepared. The task force considered many firlure proposals, 
including development of another task force on victims and 
victimology when the current tasx force has completed its 
work. The task force also suggested that APA establish a 
resource list of psychiatrists willing to work during natural 
disasters and incidents like Chowchilla or Thr2e-Mile Island. 
The issues with which the task force concerned itself after 
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the initiation of these e:forts by the former chair of the CNA, 
Dr. Frank Ochberg, were dramatically highlighted during the 
Iranian crisis. 

The Committee on Comprehensive Health Planning, How- 
ard Gurevitz, M.D., chairperson, had a productive vear. The 
Nov. 16, 1979, issue of Psychiatric News reported the prog- 
ress of this committee in regard to the Health Planaing Act. 
The committee continued to monitor legislative changes and 
conducted four area workshops on health planning; addition- 
al funds were made available for three more workshops. The 
committee and the Council are still concerned that another 
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Council, such as the Council on Governmental Policy and 
Law, might be a more appropriate site for the Comprehen- 
sive Health Planning Committee. The committee has worked 
with the Ad Hoc Committee on the Chronic Mental Patient 
to develop standards and guidelines for facilities. The com- 
mittee is also working on the relationship between the Com- 
prehensive Health Planning Act and the Mental Health Sys- 
tems Act. 

The Committee on Religion and Psychiatry, Anzelo 
D'Agostino, M.D., chairperson, has determined its zoals 
and will meet to formulate an organized action program. 


CHARLES C THOMAS - PUBLISHER 





New! THE CHILD WITH CANCER: Clinical Approaches to 
Psychosocial Care. Research in Psychosocial Aspects edited by Jerome 
L. Schulman and Mary Jo Kupst, both of Northwestern Univ. Medical 
School, Chicago. (31 Contributors) The first section of this book outlines a 
variety of existing programs, including patient groups, family therapy, 
parent groups, sibling programs, programs for long-term survivors, con- 
tinuing involvement with families after a child's death, and support 
systems for professionals. Its research section presents studies of initial 
family reactions, family adjustment to the death of the child, and related 
subjects. '80, 256 pp., 4 il, 15 tables, $18.50 


New! PARENT EDUCATION AND INTERVENTION HANDBOOK 
edited by Richard R. Abidin, Univ. of Virginia, Charlottesville. (29 Con- 
tributors) Recognizing the crucial role that parents play in the 
psychological and educational development of their children, the con- 
tributors of this text present intervention strategies that use parents as 
the principe! therapeutic force for change in the child patient. Chapters 
cover developmental psychology as it relates to parenting; intervention 
strategies "or parents of aggressive, hyperactive, learning disabled, 
abused or neglected, emotionally disturbed, and handicapped children; 
parents of preschool children; behavioral parent training; and related 
topics. '80, 640 pp., 1 il, 7 tables, $24.50 


PRESCRIPTIONS FOR CHILDREN WITH LEARNING AND ADJUSTMENT 
PROBLEMS (6th Ptg.) by Ralph F. Blanco, /empie Univ., Philadelphia, 
Pennsylvania. Several hundred prescriptive treatments are listed 
systematically by diagnosis. The text covers such problems as withdrawn 
and aggressive behaviors, stealing, negativism, re-ardation and learning 
disabilities, underachievement, schooi phobia, rivalry, and anxiety. '80, 
320 pp., $12.50 


VALUES CLARIFICATION FOR COUNSELORS: How Counselors, Social 
Workers, Psychologists, and Other Human Service Workers Can Use 
Available Techniques by Gordon M. Hart, 7emple Univ., Philadelphia, 
Pennsylvania. The values clarification techniques presented are especial- 
ly appropriate for counseling children and adolescents. The text 
discusses the nature of values and explains how young people can be 
helped in examining their own values and behavior. Practical Skills are 
emphasized. '78, 104 pp., 4 il, $10.00 


GROUP COUNSELING AND GROUP PSYCHOTHERAPY WITH 
REHABILITATION CLIENTS edited by Milton Seligman, Univ. of Pitts- 
burgh, Pittsburgh, Pennsylvania. (18 Contributors) Group work is herein 
discussed in relation to drug and alcohol abusers, the disadvantaged, 
public offenders, stroke patients, the physically disabled, those with sen- 
sory impairments, the mentally retarded, and the terminally ill. 
Throughout the book, practical applications of group strategies are given 
particular emphasis. Topics include group methods with vocational and 
occupational goals, peer self-help phenomenon, processes that 
characterize the conduct of most groups, funding priorities, and trends in 
graduate training programs. "77, 352 pp., 3 il, 1 table, cloth-$21.00, 
paper-$16.25 


Principles and Techniques of INTERVENTION WITH HYPERACTIVE 
CHILDREN edited by Marvin J. Fine, Univ. of Kansas, Lawrence. (11 Con- 
tributors) This collection of writings on the hyperactive child includes data 
on the definition and measurement of hyperactivity, applications of 
behavior modification with hyperactive children, approaches to educa- 
tional management, and research on cognitive tempo in children, par- 
ticularly with regard to impulsivity and reflectivity. '77, 328 pp., 44 il, 
$27.50 


ANXIETY AND EMOTIONS 
Physiological Basis 
and Treatment 


By Desmond Kelly, 3i George's 
Hospital, London, Englard. Foreword 
by W. Horsley Gantt. In examining the 
way in which the mind generates emo- 
tions in health and d’sease, this mono- 
graph concentrates on thz relationship 
between subjective experience and 
changes in the limbic system of the 
brain. 


In the early chapters, the author clas- 
sifies clinical anxiety and discusses the 
rising level of heart attacks in industrial- 
ized countries and ihe mechanism of 
voodoo death in primiave cultures. 
Genetic aspects, perscrality types, 
conditioning, the endocrine system, 
stress and disease, and :he effects of 
emotional trauma are considered. 


Techniques for measuring the increase 
in muscle blood flow prccuced by ex- 
perimental stress are then described. 
The text reports information obtained 
when psychiatriz patients and normal 
controls were assessec psychological- 
ly and physiologically using this and 
other measurements. The insights 
gained will aid in the uncerstanding of 
phobic and chronic anzietv, depres- 
sion, schizophrenia, hysteria, obses- 
sional neurosis, and the capersonaliza- 
tion syndrome. 


The inducemen: of anxiety by sodium 
‘actate and by electrical stimulation. of 
the limbic system receives in-depth 
analysis. The parts of the brain respon- 
sible for anxiety, aggression, depres- 
sion, obsessions and schizophrenia, 
and the way they comrol these emo- 
tions, are detailed. 


Subsequent chapters feature reviews 
of such areas as sexua arousal pro- 
duced by electrical stimuBtion, disease 
affecting specific parts of the brain, 
and the neurophysiological mecha- 
nisms underlying sextal behavior. 
Readers will finc the concluding discus- 
sion on treatment perticu arly helpful. It 
delineates treatment with tranquilizers, 
antidepressants, beta-adrenergic block- 
ing drugs, behavior therapy, psycho- 
therapy, relaxation tecniques, and 
transcendental meditation. ‘80, 416 
pp., 46 il., 40 tables, $24 75 
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SURVEY OF PSYCHIATRY 


Presented 

-at the American Psychiatric Association 
1979 Annual meeting 

by McLean Hospital 


Course Director: 
Shervert H. Frazier, MD | 
Psychiatrist-in-Chief, McLean Hospital 


: Professor of Psychiatry 


Harvard Medical School 


` A 16-hour review of the major areas of psychiatric | 
. theory, practice, and research. This.course— 
presented by McLean Hospital at the APA 1979 
‘Annual Meeting—is now available as a convenient 
. self-study course. The SURVEY OF PSYCHIATRY 


« course provides a unique source of information, 


and offers an excellent opportunity for reinforcing 


certifying exams such as the American Board of 
Psychiatry and Neurology. 


Course components: 


`œ 14 original lectures recorded live and duplicated on 


audiocassettes 


Survey of Psychiatry 

Presented by McLean Hospital 

at the American Psychiatric Association 
1979 Annual Meeting 


Registration Fee: $100.00 
Orders outside the U.S.: "ss 00 U.S.dollars only 


Name 


finstitution. : d 


', Street 


City. 





n A study guide illustrated with tables, Hos ‘and 
graphs; plus additional references for further study 

= A test section and computerized answer sheet 
with self-addressed mailing envelope (for 
registrants desiring APA/AMA Category 1 credits) | 


‘To obtain Category 1 credits, registrants must return 
the answer sheet for scoring. A certificate of 
Category 1 credits, the scored test, and a master 
answer sheet will then be issued. I 


All components are packaged in a handsome, 
custom-designed case for easy portability and library 
Storage. - 


Credit Statement: 

As an institution accredited for continuing medical EA 
the American Psychiatric Association certifies that this 
continuing medical education offering meets the criteria for up 
to 16 credit hours in Category 1 of the Physician's Recognition 
Award of the American Medical Association provided it is used 
and completed as designed. 


Order Form : 


Prices include postage and handling 


Hf paid by institution, please attach your purchase order. 
*NY State residents please add sales tax. 


Please make checks or money orders payable to: 


SURVEY OF PSYCHIATRY 
P.O. Box 516 Wyckoff Station 
Brooklyn, NY 11237 - 


- AMD Educational Programs may be tax deductible. 


The COURSE will be available for delivery in the . 
Fall of 1979.  - 


patients 
with a profile 
of mild to moderate 
depression... 


(TRIMPRAMINE MALEATE) 


€ Proven efficacy in depression’? 
€ Prompt relief of anxiety, even before peak 
antidepressant effects are noted? 
€ Insomnia relieved in some cases as soon as 
one week after treatment? 
€ Effective in single nighttime dosage 
after initial dosage titration? 
e Low incidence of side effects * 


drinks during therapy may provoke exaggerated response. Potentiation sore throat during therapy; the 
of effects has been reported when tricyclic antidepressants were evidence of ea neutrophil depressio 
administered with sympathomimetic amines, local decongestants, Gastrointestinal — enging atti epiga 
local anesthetics containing epinephrine, atropine, or drugs with an diarrhea, peculiar taste, stomatitis, abdoming bias 
anticholinergic effect. Drugs having a parasympathetic effect, includ- Endocrine — Gynecomastia in the Md. 
ing tricyclic antidepressants, may alter ejaculatory response. torrhea in the female; oe ' 
Usage in pregnancy: Pregnancy Category C. Surmontil has shown evi- ticular swelling; elevation or de 
dence of embryotoxicity and/or increased incidence of major anoma- Other — Jaundice ( á 
lies in rats or rabbits at doses 20 times the human dose. There are no weight gain or loss; perspi 
adequate and well-controlled studies in pregnant women. Surmontil ness, dizziness, s, and. 
should be used during pregnancy only if the potential benefit justifies alopecia. 
the potential risk to the fetus. Withdrawal 
ADVERSE REACTIONS: When tricyclic antidepressants are used, each cessation of trea g 
of the following adverse reactions must be considered, although some headac he i 
have not in fact been reported with Surmontil (trimipramine maleate). — 
Cardiovascular—Hypotension, hypertension, tachycardia, palpitation, — 
ME ial infarction, arrhythmias, heart block, stroke. 
c— Confusional states (especially in the elderly) with halluci- 


ination, ataxia, tremors; peripheral neuropathy; extrapyramidal symp- , 
, seizures, alterations in EEG patterns; tinnitus. 1 
inergic— Dry mouth and, rarely, associated sublingual adenitis; 
i vision, disturbances of accommodation, mydriasis, constipa- 
alyt ic ileus; urinary retention, delayed micturition, dilation of 


ra poetae urticaria, tng, photosensttzaton d 
—Bone-marrow depression including ag osisi 

a; purpura; thrombocytopenia, Leukocyte ard dfe 
xi be pred in any patient who develops fever 
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MENSANA CLINIC 


Mens Sana in Corpore Sano 


GROVE SCHOOL 


ESTABLISHED 1934 


A residential treatment center for 
emotionally disturbed adolescent boys 


e |.Q. NORMAL & GIFTED 
e AGES: 12—18 
e GRADES: 6—12 


e 12 MONTH PROGRAM 
STATE ACCREDITED 


e DIPLOMA AWARDED 
COLLEGE ADMITTED 


e STUDENTS: 80 
e STAFF: 50 


e PSYCHIATRISTS: 6; 
PSYCHOLOGISTS: 2; 
































A private multidisciplinary clinic specializing in the 
treatment of chronic pain, headache, and stress- 







IPAE bow 5 related disorders. For the professional or executive 
r WORKER who requires quality and confidentiality in com- 






fortable surroundings. All consultants are faculty 
members of a well-known medical school. Physi- 
cian referral only. Brochure upon request. 


e 2 INDIVIDUAL THERAPY 
SESSIONS WEEKLY 

e GROUP, RELATIONSHIP, & 

MILIEU THERAPY 







Write: Phone: 
Clinical Director (301) 653-2403 
Mensana Clinic 

Greenspring Valley Road 

Stevenson, Maryland 21153 


MADISON, CONNECTICUT 
(203) 245-2778 





| Brochure upon Request 
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ALABAMA MENTAL HEALTH INSTITUTE 5 pier i 
Alabama Mental Health Department is currently recruiting E Join E . oe a n initiative in 
General Primary Care Physicians and Psychiatrists. Positions are — E — 2 d nee ite ect ij 
available in 11 locations, including Montgomery, Mobile and $ oe b : mM ers 5 
Tuscaloosa. We offer competitive salaries, 40 hour work week, a — 2 Uniform Accessibility i 
: TT , . i nd 
liberal benefits package, free health package and paid interviewing — Comprehensiveness: 5 
and relocation expenses. Alabama, with year round good 3 Prevention pa 
weather, offers excellent recreation advantages, including theatre 3 T. pcm d B 
. UE . eA Ty 

and the arts. Alabama is the place where good living and gracious $ — Wa 
. 1 - Sy i T 

manners are still the lifestyle. Our consultants can provide more — A? cim the professional % 
information on interviewing qualified candidates. To find out more & pannei enel ol qualified b 
da 2 A . 2S €— 7 , ipi 

about these exciting opportunities, call our toll-free number listed = psychiatrists. We.offer:a chive of g 
below: L e locations and programs, competitive i 
Alabama Mental Health Instititue E salaries, full benefits, and the id 
JACKSON e COKER 5 advantages of the interdisciplinary i 

j : EY team. For complete information M 

=A mail resume or call collect: y 

Suite l 040 ee Stan Nielsen, Chief N 

Atlanta, Georgia 30338 Ü Manpower Management and i 

N Devel t B h afa 

404-393-1210 5 2260 Park Towne Circle, P.O. Box 254829 $ 

è a TN Sacramento, California 95825 {4 

Call Toll Free Outside of Georgia 1-800-241-3971 2» (916) 920-7157 5 
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133rd 
ANNUAL MEETING OF THE 
AMERICAN PSYCHIATRIC 
ASSOCIATION 


Brooks Hall 
San Francisco, California 


May 3-9, 1980 


APA PLACEMENT SERVICE 
For Employers and Position Applicants 


Those wishing to announce either position openings or their availability for 
employment may register in advance by requesting a listing form bv calling 
Mrs. Patricia Anthony (202) 797-4867 or writing to her attention at APA Central 
Office, Membership Services, 1700 18th Street, N.W., Washington, D.C. 20009. 
Forms should be returned no later than April 5, 1980. Orr-site listings will also be 
accepted . However, listings received at the APA prior to April 5th will be avail- 
able from the very beginning of the Annual Meeting. There will be a placement 
booth and an interviewing area located in Brooks Hall. Listings will be accepted 
for any mental health related position vacancy availability. 


FORMS WILL BE ACCEPTED ONLY IF ACCOMPANIED BY PAYMENT. 


APPLICANTS—$5.00 for listing availability 
EMPLOYERS—$8.00 for listing job description 


Complete sets of all applicants and position listings will be available at the close of the 
meeting at $20.00 per set. 
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California's 
METROPOLITAN 


Treatment Center provides wide 
range of psychiatric services for Los 
Angeles area 


A CLIMATE OF PROFESSIONAL GROWTH 
FOR PSYCHIATRISTS... 


CME 

Potential for university 
appointment 

Research program—acute 
admissions 

Malpractice coverage 
Excellent benefit plans 
Tax-deferred investment plans 
Regular hours—limited OD 
No office overhead 

New staff Augmentations 
Near major universities and 
cultural attractions 

$48, 972-$52,836 


Stan Nielsen, Chief 

Manpower Management and 
Development Branch 

2260 Park Towne Circle, P.O. Box 254829 
Sacramento, California 95825 

(916) 920-7157 


PHYSICIANS 


The Food and Drug Administration (an Equal Oppor- 
tunity Employer) has permanent Civil Service or Com- 
missioned Corps (U.S. Public Health Service) openings 
for evaluation of new drug clinical testing and potential 
effects of drugs. Vacancies are for physicians qualified in 
psychiatry or neurology; or with related clinical pharma- 
cology training/experience; or with research experience 
in development of new drugs. 


Positions are located in Rockville, Maryland, and have 
no patient-care responsibilities. Duties require medical 
judgments, effective writing and speaking, and ability 
to organize work to meet deadlines. Grades GS-14 and 
GS-15 (salary range $42,812 to $50,112 per year, de- 
pending upon experience and qualifications). Compre- 
hensive fringe benefits available. 


Requirements: Medical degree (M.D. or Doctor of 
Osteopathy) and board eligibility in psychiatry or neu- 
rology; or equivalent experience in clinical pharmacol- 
ogy or drug research. Civil Service regulations govern 
acceptability of degree source and citizenship require- 
ments. 


Send Resume or Curriculum Vitae to: 
George Calvert 
Food and Drug Administration 
Division of Personnel Management 
5600 Fishers Lane 
Rockville, Maryland 20857 
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Lithobid” 
Slow-Release Lithium Carbonate 300 mg. 


Before prescribing, see complete prescribing information in Rowell literature. The 
following is a brief summary. 


WARNING 
Lithium toxicity is closely related to serum lithium levels, and can occur at 
doses close to therapeutic levels. Facilities for prompt and accurate serum 
lithium determinations should be available before initiating therapy. 








Indications: Treatment of manic episodes of manic-depressive illness. Maintenance 
therapy prevents or diminishes the intensity of subsequent episodes in manic- 
depressive patients with a history of mania. 


Warnings: Lithium should generally not be given to patients with significant renal or 
cardiovascular disease, severe debilitation or dehydration, sodium depletion, or to 
patients receiving diuretics. 


Lithium therapy has been reported in some cases to be associated with morphologic 
changes in the kidneys. 


Caution patient and family to watch for diarrhea, vomiting, tremor, mild ataxia, drowsi- 
ness, or muscular weakness as signs of lithium toxicity, and to discontinue therapy 
and contact a physician should they occur. Patients receiving combined therapy with 
lithium and an antipsychotic should be monitored closely for early evidence of neuro- 
logic toxicity and treatment discontinued promptly if such signs appear. Caution 
patients about activities requiring alertness (e.g., operating vehicles or machinery). 


Lithium should not be used in pregnancy, especially during the first trimester, unless 
potential benefits outweigh possible hazards. 


Not recommended for children under 12. 


Precautions: Lithium tolerance is greater during the acute manic phase and decreases 
when manic symptoms subside. 


Lithium therapy may lead to sodium depletion. Normal diet (including salt) and adequate 
fluid intake (2500-3000 ml) must be maintained, at least during initial stabilization 
period. Protracted sweating or diarrhea can decrease tolerance; in such cases, 
administer supplemental fluid and salt. 


Each tablet contains 40 mg of sodium chloride, equivalent to 15.7 mg of sodium. 


Sweating, diarrhea, and concomitant infection with elevated temperatures may require 
temporary reduction or cessation of dosage. 


Adverse Reactions: Mild to moderate toxic reactions may occur at serum lithium 
levels from 1.5 to 2.5 mEq/L, and moderate to severe reactions at levels from 2.0 to 
2.5 MEQ/L. Fine hand tremor, polyuria, and mild thirst may occur during initial therapy 
and persist. Transient and mild nausea and general discomfort also appear during 
initial therapy. These effects usually subside with continued treatment or temporary 
reduction or cessation of dosage. If persistent, discontinue dosage. 


Diarrhea, vomiting, drowsiness, muscular weakness, and lack of coordination may be 
early signs of toxicity and may occur at levels below 2.0 mEq/L. At higher levels, 
ataxia, giddiness, tinnitus, blurred vision, and a large output of dilute urine may be 
seen. Serum levels above 3.0 mEq/L may produce a complex clinical picture, involving 
multiple organs and systems. Serum levels should not exceed 2.0 mEq/L during 
acute phase. 


The following reactions appear to be related to serum lithium levels, including levels 
within the therapeutic range: Neuromuscular — tremor, muscle hyperirritability (fascicu- 
lations, twitching, clonic movements of whole limbs), ataxia, choreo-athetotic move- 
ments, hyperactive deep tendon reflex; Central Nervous System — blackout spells, 
epileptiform seizures, slurred speech, dizziness, vertigo, incontinence of urine or 
feces, somnolence, psychomotor retardation, restlessness, confusion, stupor, coma; 
Cardiovascular— cardiac arrhythmia, hypotension, peripheral circulatory collapse; 
Gastrointestinal — anorexia, nausea, vomiting, diarrhea; Genitourinary — albuminuria, 
oliguria, polyuria, glycosuria; Dermatologic — drying and thinning of hair, alopecia, 
anesthesia of skin, chronic folliculitis, exacerbation of psoriasis, xerosis cutis; 
Autonomic — blurred vision, dry mouth; Thyroid Abnormalities — euthyroid goiter and/or 
hypothyroidism (including myxedema) with lower Ts and T4. 1131 uptake may be elevated; 
EEG Changes — diffuse slowing, widening of the frequency spectrum, potentiation and 
disorganization of background rhythm; EKG Changes — reversible flattening, isoelec- 
tricity or inversion of T-waves; Miscellaneous — fatigue, lethargy, transient scotomata, 
dehydration, weight loss, tendency to sleep. 


Reactions unrelated to dosage include: transient EEG and EKG changes, leukocytosis, 
headache, diffuse nontoxic goiter with or without hypothyroidism, transient hyper- 
glycemia, generalized pruritus with or without rash, cutaneous ulcers, albuminuria, 
worsening of organic brain syndromes, excessive weight gain, edematous swelling 
of ankles or wrists, thirst or polyuria, sometimes resembling diabetes insipidus, and 
metallic taste. A single case of a syndrome resembling Raynaud's has been reported. 


Dosage and Administration: Acute Mania — 900 mg b.i.d. or 600 mg t.i.d. (1800 mg 
per day) usually will provide serum lithium levels ranging between 1.0 and 1.5 mEg/L. 
Serum levels should be determined twice per week until serum level and clinical 
condition have been stabilized. 


Long-Term Control — 900 mg to 1200 mg per day in two or three divided doses usually 
will maintain serum lithium levels at 0.6 to 1.2 mEq/L. Serum lithium levels should 
be monitored at least every two months. 


How Supplied: 300 mg peach-colored tablets, imprinted “ROWELL 7514" in red, 
are supplied in bottles of 100 and 1000. 


® 
A ROWELL 5AU0ETTE, MINN. $6623 


Do lithium 
dosage 
schedules 
keep your 
patients 
going around 
in circles? 
Lithobid 


Slow-Release Lithium 
Carbonate 300 mg. 


Now you can convert 
your lithium patients 
to this convenient, 
new b.i.d. dosage. 


Slow-Release Lithobid enables twice-a-day 
dosing as a practical route to better patient 
compliance. Patients on conventional 
lithium dosage forms can be converted to 
new Lithobid at the same daily dose, 
divided b.id. All patients on long-term 
lithium maintenance therapy will 
appreciate the convenience of this 
reduced dosage frequency. 


Conventional tablets or capsules cause 
serum lithium spikes. New Lithobid blunts 
these peaks and keeps post-absorption 
serum levels within bounds. 


® 


ROWELL 


LABORATORIES, INC 
BAUDETTE, MINN. 53623 


Please see preceding page for brief 
summary of prescribing information. 
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PSYCHIATRIST-IN-CHIEF 
and 
DIRECTOR, 
DEPARTMENT OF PSYCHIATRY 


Pennsylvania Hospital seeks a senior academic psychia- 
trist of national reputation to provide leadership for a 
well-established psychiatric program at the nation’s first 
hospital. 


The position oversees all professional psychiatric services 
of the hospital: 
as Psychiatrist-in-Chief of The Institute of Penn- 
sylvania Hospital, 219-bed psychiatric hospital 
with extensive educational and research pro- 
grams, located in University City section; 


and at the general acute care hospital and its com- 
munity mental health/mental retardation center, 
both in Society Hill. 


To be eligible for this important appointment, a candi- 
date must be an accomplished clinician, and be qualified 
to assume the rank of Professor of Psychiatry at the Uni- 
versity of Pennsylvania. 


For further information, contact Gunter R. Haase, 
M.D., Chairman, Search Committee, Director, Depart- 
ment of Neurology, Pennsylvania Hospital, 8th and 
Spruce Sts., Phila., PA. 19107, (215) 829-5163. 


Equal Opportunity Employer M/F 


ital & 
Community 





Psychiairy 


The journal for staff members of 
mental health facilities and agencies 


MAIL TO: 


Subscription Department 

Hospital & Community Psychiatry 
1700 18th Street, N.W. 
Washington, D.C. 20009 


O Enclosed is my check for $21 for a one-year sub- 
scription (12 issues) to Hospital & Community Psy- 
chiatry.* For subscriptions mailed outside the U.S. 
add $5 a year. Make checks payable to the American 
Psychiatric Association. 


Name 
Title or Discipline 
Address . — ——— on a 


Be BSÉ[ÉS[ sl ee M 


*Individual subscriptions to professional journals are 
tax-deductible. 





Brief Summary of Prescribing Information 


Indications and Usage: Symptomatic relief of anxiety, tension, agitation, irritability and 
insomnia associated with anxiety neuroses and transient situational disturbances: anxiety 
associated with depressive symptoms and as a treatment of symptoms of anxiety if such symp- 
toms are a significant feature of functional or organic disorders, particularly gastrointestinal or 
cardiovascular 

Effectiveness in long-term use, i.e., more than 4 months, has not been assessed by system- 
atic clinical studies. Reassess periodically usefulness of the drug for the individual patient. 


Contraindications: Known sensitivity to benzodiazepines or acute narrow-angle glaucoma. 


Warnings: Not recommended in primary depressive disorders or psychoses. As with all CNS- 
acting drugs. warn patients on lorazepam not to operate machinery or motor vehicles, and of 
diminished tolerance for alcohol and other CNS depressants. 

Physical and Psychological Dependence: Withdrawal symptoms like those noted with barbi- 
turates and alcohol have occurred following abrupt discontinuance of benzodiazepines 
(including convulsions, tremor, abdominal and muscle cramps, vomiting and sweating). Addic- 
tion-prone individuals. e.g. drug addicts and alcoholics, should be under careful surveillance 
when on benzodiazepines because of their predisposition to habituation and dependence. 
Withdrawal symptoms have also been reported following abrupt discontinuance of benzodi- 
azepines taken continuously at therapeutic levels for several months. 

Precautions: In depression accompanying anxiety. consider possibility for suicide. 

For elderly or debilitated patients, initial daily dosage should not exceed 2mg to avoid over- 
sedation 

Terminate dosage gradually since abrupt withdrawal of any antianxiety agent may result in 
symptoms like those being treated: anxiety, agitation, irritability, tension, insomnia and occa- 
sional convulsions 

Observe usual precautions with impaired renal or hepatic function. 

Where gastrointestinal or cardiovascular disorders coexist with anxiety, note that lorazepam 
has not been shown of significant benefit in treating gastrointestinal or cardiovascular compo- 
nent 

Esophageal dilation occurred in rats treated with lorazepam for more than 1 year at 
6mg kg day No effect dose was 1.25mg/kg/day (approximately 6 times the maximum human 
therapeutic dose of 10mg/day) Effect was reversible only when treatment was withdrawn within 
2 months of first observation. Clinical significance is unknown; but use of lorazepam for pro- 
longed periods and in geriatric patients requires caution and frequent monitoring for symptoms 
of upper G |. disease 

Safety and effectiveness in children under 12 years have not been established 


ESSENTIAL LABORATORY TESTS: Some patients have developed leukopenia; some have had 
elevations of LDH. As with other benzodiazepines, periodic blood counts and liver function tests 
are recommended during long-term therapy 


CLINICALLY SIGNIFICANT DRUG INTERACTIONS: Benzodiazepines produce CNS depressant 
effects when administerec with such medications as barbiturates or alcohol. 


CARCINOGENESIS AND MUTAGENESIS: No evidence of carcinogenic potential emerged in 
rats during an 18-month study. No studies regarding mutagenesis have been performed. 


PREGNANCY: Reproductive studies were performed in mice, rats, and 2 strains of rabbits. 
Occasional anomalies (reduction of tarsals, tibia, metatarsals, malrotated limbs, gastroschisis, 
malformed skull and microphthalmia) were seen in drug-treated rabbits without relationship to 
dosage. Although all these anomalies were not present in the concurrent control group, they 
have been reported to occur randomly in historical controls. At 40mg/kg and higher, there was 
evidence of fetal resorption and increased fetal loss in rabbits which was not seen at lower 
doses. Clinical significance of these findings is not known. However, increased risk of congeni- 
tal malformations associated with use of minor tranquilizers (chlordiazepoxide, diazepam and 
meprobamate) during first trimester of pregnancy has been suggested in several studies. 
Because use of these drugs is rarely a matter of urgency. use of lorazepam during this period 
should almost always be avoided. Possibility that a woman of child-bearing potential may be 
pregnant at institution of therapy should be considered. Advise patients if they become preg- 
nant to communicate with their physician about desirability of discontinuing the drug 

In humans. blood levels from umbilical cord blood indicate placental transfer of lorazepam 
and its glucuronide 
NURSING MOTHERS It is not known if oral lorazepam is excreted in human milk like other 
benzodiazepines. As a general rule, nursing should not be undertaken while on a drug since 
many drugs are excreted in milk. 


Adverse Reactions, if they occur, are usually observed at beginning of therapy and generally 
disappear on continued medication or on decreasing dose. In a sample of about 3,500 anxious 
patients. most frequent adverse reaction is sedation (15.996), followed by dizziness (6.996). 
weakness (4.2%) and unsteadiness (3.4%). Less frequent are disorientation, depression, nau- 
sea. change in appetite. headache. sleep disturbance, agitation, dermatological symptoms, eye 
function disturbance. various gastrointestinal symptoms and autonomic manifestations. Inci- 
dence of sedation and unsteadiness increased with age. Small decreases in blood pressure 
have been noted but are not clinically significant, probably being related to relief of anxiety. 

Overdosage: |n management of overdosage with any drug, bear in mind that multiple agents 
may have been taken. Manifestations of overdosage include somnolence, confusion and coma. 
Induce vomiting and/or undertake gastric lavage followed by general supportive care, monitor- 
ing of vital signs and close observation. Hypotension, though unlikely, usually may be controlled 
with Levarterenol Bitartrate Injection U.S.P. Usefulness of dialysis has not been determined 


Ativan 
For,((orazepam) 





Dosage: Individualize for maximum beneficial effects. Increase dose 
gradually when needed, giving higher evening dose before increasing 
daytime doses. Anxiety, usually 2-3mg/day given b.i.d. or t.i.d.; dosage 
may vary from 1 to 10mg/day in divided doses. For elderly or debili- 
tated, initially 1-2mg/day; insomnia due to anxiety or transient situa- 
tional stress, 2-4mg h.s. 


How Supplied: 0.5, 1.0 and 2.0mg tablets. 


Wyeth Laboratories 


Philadelphia, PA 19101 
Copyright © 1979, Wyeth Laboratories 
Div. of AHPC, N.Y., N.Y. All rights reserved 








WHEN 
DEPRESSION 
EXPRESSES 
ITSELF 


SINEQUAN 


(DOXEPIN HCI) 


numa ANTIDEPRESSANT 
EE EFFECTIVENESS 
E oft she flame of life. with convenierf 


My energies ebbed, 


my will to live decreased, Once -a-day 


and | found myself retreating 


from the activities of life to a h . * 
more introverted existence.” S. OSQAQE 


150O-MG 
CAPSULE’ 


Also available in: 

100-mg, 75-mg, 50-mg, 25-ma, 10-mg 
CAPSULES and ORAL CONCENTRATE, 

10 mg/ml, in 120-ml (4-oz) bottles 


*The total daily dosage of Sinequan, uo to 150 mg. may be 
administered on a once-a-day schedule without loss cf 
effectiveness. 

t The 150-mg copsule strength is intended for 
maintenance therapy only and is not recommenced 
for initiation of treatment. 



















5ee Drief Summary on next page for information on 
contraindications, warnings, precautions and adverse 
reactions. 





ANTIDEPRESSANT 
EFFECTIVENESS 


CONVENIENT ONCE-A-DAY A. s. DOSAGE 


which may improve patient compliance. The total 
daily dosage, up to 150 mg per day, may be given 
on a once-a-day schedule without loss of effec- 


tiveness. Sinequan may also be given ona 





SINEQUAN 


(DOXEPIN HCI) 
150-mg 
CAPSULE 





divided dosage schedule, up to 300 mg per day. 
PROMINENT SEDATIVE EFFECT 


which may help to relieve the difficulty in falling 
and staying asleep, and the early-morning 
awakening often associated with depression. 


ESTABLISHED ANTIANXIETY ACTIVITY 


to help alleviate the anxiety which often accom- 
panies clinical depression. 


USUALLY WELL TOLERATED 


At doses up to 150 mg per day, Sinequan does not 
generally affect the antihypertensive activity of 


guanethidine and related compounds. Tachy- 
cardia and hypotension have been reported 
occasionally. Drowsiness is the most commonly ob- 
served side effect. Dry mouth, blurred vision, consti- 
pation and urinary retention have been reported. 


EXTENDED RANGE 


*The 150-mg capsule strength is intended for 
maintenance therapy only and is not recommended 
for initiation of treatment. 


OF DOSAGE STRENGTHS 
for flexibility in individualizing therapy. 





BRIF SUMMARY 

SINEQUAN* (doxepin HCI) Capsules/Oral Concentrate 

Contraindications. Contraindicated in individuals who have shown hypersensitivity to the drug, 
and in patients with glaucoma or a tendency to urinary retention. These disorders should be ruled 
out, particularly in older patients. Possibility of cross sensitivity with other dibenzoxepines should 
be kept in mind. 

Warnings. The once-a-day dosage regimen of SINEQUAN (doxepin HCI) in patients with inter- 
current illness or patients taking other medications should be carefully adjusted. This is 
especially important in patients receiving other medications with anticholinergic effects. 

Usage in Geriatrics: The use of SINEQUAN on a once-a-day dosage regimen in geriatric 
patients should be adjusted carefully based on the patient's condition. 

Usage in Pregnancy: Reproduct.on studies performed in animals have shown no evidence of 
harm to the animal fetus. Since there is no experience in pregnant women receiving this drug, 
safety in pregnancy has not been established. There are no data with respect to the secretion of 
the drug in human milk and its effect on the nursing infant. 

Usage in Children: Usage in children under 12 years of age is not recommended because 
safe conditions for its use have not been established. 

MAO Inhibitors: Serious side effects and even death have been reported following the 
concomitant use of certain drugs with MAO inhibitors. Therefore, MAO inhibitors should be 
discontinued at least two weeks prior to the cautious initiation of therapy with this drug. The exact 
length of time may vary and is dependent upon the particular MAO inhibitor being used, the 
length of time it has been administered and the dosage involved. 

Usage with Alcohol: it should be borne in mind that alcohol ingestion may increase the 
danger inherent in any intentional or unintentional SINEQUAN overdosage. This is especially 
important in patients who may use aicohol excessively. 

Precautions. Since drowsiness may occur with the use of this drug, patients should be warned of 
that possibility and cautioned against driving a car or operating dangerous machinery while 
taking this drug. 

Patients should also be cautioned that their response to alcohol may be potentiated. 

Since suicide is an inherent risk in any depressed patient, and may remain so until significant 
improvement has occurred, patients should be closely supervised during the early course of 
therapy. Prescriptions should be written for the smallest feasible amount 

Should increased symptoms of psychosis or shift to manic symptomatology occur, it may be 

necessary to reduce dosage or add a major tranquilizer to the dosage regimen. 
Adverse Reactions. NOTE: Some of the adverse reactions noted below have not been 
specifically reported with SINEQUAN use. However, due to the close pharmacological 
similarities among fhe tricyclics, the reactions should be considered when prescribing 
SINEQUAN. 

Anticholinergic Effects: Dry mouth, blurred vision, constipation, and urinary retention have 
been reported. If they do not subside with continued therapy, or become severe, it may be 
necessary to reduce the dosage. 

Central Nervous System Effects: Drowsiness is the most commonly noticed side effect. This 
tends to disappear as therapy is continued. Other infrequently reported CNS side effects are 
confusion, disorientation, hallucinat.ons, numbness, paresthesias, ataxia, and extrapyramidal 
Symptoms and seizures. 

Cardiovascular: Cardiovascular effects including hypotension and tachycardia have been 
reported occasionally. 

Allergic: Skin rash, edema, photosensitization, and pruritus have occasionally occurred. 

Hematologic: Eosinophilia has been reported in a few patients. There have been occasional 
reports of bone marrow depression manifesting as agranulocytosis, leukopenia, thrombo- 
cytopenia, and purpura. 

Gastrointestinal: Nausea, vomiting, indigestion, taste disturbances, diarrhea, anorexia, and 
aphthous stomatitis have been reported. (See anticholinergic effects.) 

Endocrine: Raised or lowered libido. testicular swelling, gynecomastia in males, enlargement 
of breasts and galactorrhea in the female, raising or lowering of blood sugar levels have been 
reported with tricyclic administration. 

Other: Dizziness, tinnitus, weight cain, sweating, chills, fatigue, weakness, flushing, jaundice, 
alopecia, and headache have been occasionally observed as adverse effects. 
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Dosage and Administration. For most patients with illness of mild to moderate severity, à 
starting daily dose of 75 mg is recommended. Dosage may subsequently be increased o 
decreased at appropriate intervals and according to individual response. The usual optimun 
dose range is 75 mg/day to 150 mg/day. 

In more severely ill patients higher doses may be required with subsequent gradual increase tt 
300 mg/day if necessary. Additional therapeutic effect is rarely to be obtained by exceeding : 
dose of 300 mg/day. 

In patients with very mild symptomatology or emotional symptoms accompanying organic 
disease, lower doses may suffice. Some of fhese patients have been controlled on doses as lov 
as 25-50 mg/day. 

The total daily dosage of SINEQUAN (doxepin HC!) may be given on a divided or once-a-da 
dosage schedule. If the once-a-day schedule is employed the maximum recommended dose i 
150 mg/day. This dose may be given at bedtime. The 150 mg capsule strength is intended fo 
maintenance therapy only and is not recommended for initiation of treatment. 

Antianxiety effect is apparent beforethe antidepressant effect. Optimal antidepressant effec 
may not be evident for two to three weeks. 

Overdosage. 
A. Signs and Symptoms 

1. Mild: Drowsiness, stupor, blurred vision, excessive dryness of mouth. 

2. Severe: Respiratory depression, hypotension, coma, convulsions, cardiac arrhythmias anc 
tachycardias 

Also: urinary retention (bladder atony), decreased gastrointestinal motility (paralytic ileus) 
hyperthermia (or hypothermia), hypertension, dilated pupils, hyperactive reflexes 
B. Management and Treatment 

1. Mild: Observation and supportive therapy is all that is usually necessary. 

2. Severe: Medical management of severe SINEQUAN overdosage consists of aggressive 
supportive therapy. If the patient is conscious, gastric lavage, with appropriate precautions tc 
prevent pulmonary aspiration, should be performed even though SINEQUAN is rapidly absorbed 
The use of activated charcoal has been recommended, as has been continuous gastric lavage 
with saline for 24 hours or more. An adequate airway should be established in comatose patient: 
and assisted ventilation used if necessary EKG monitoring may be required for several days 
since relapse after apparent recovery has been reported. Arrhythmias should be treated with the 
appropriate antiarrhythmic agent. It has been reported that many of the cardiovascular and CNS 
symptoms of tricyclic antidepressant poisoning in adults may be reversed by the slow intra 
venous administration of 1 mg to 3 mg of physostigmine salicylate. Because physostigmine is 
rapidly metabolized, the dosage should be repeated as required. Convulsions may respond tc 
standard anticonvulsant therapy; however, barbiturates may potentiate any respiratory depres 
sion. Dialysis and forced diuresis generally are not of value in the management of overdosage 
due to high tissue and protein binding of SINEQUAN 
Supply. SINEQUAN is available as capsules containing doxepin HCI equivalent to: 10 mg, 75 mg 
and 100 mg doxepin: bottles of 100, 1000, and unit-dose packages of 100 (10 x 10's). 25 mg anc 
50 mg doxepin: bottles of 100, 1000, 5000, and unit-dose packages of 100 (10 x 10's). 150 mc 
doxepin: bottles of 50, 500, and unit-dose packages of 100 (10 x 10's). SINEQUAN Ora 
Concentrate (10 mg/ml) is available in 120 ml bottles with an accompanying dropper calibratec 
at 5 mg, 10 mg, 15 mg, 20 mg, and 25 mg. Each ml contains doxepin HC! equivalent to 10 mc 
doxepin. Just prior to administration, SINEQUAN Oral Concentrate should be diluted witt 
approximately 120 ml of water, whole or skimmed milk, or orange, grapefruit, tomato, prune o 
pineapple juice. SINEQUAN Oral Concentrate is not physically compatible with a number o 
carbonated beverages. For those patients requiring antidepressant therapy who are or 
methadone maintenance, SINEQUAN Oral Concentrate and methadone syrup can be mixec 
together with Gatorade*, lemonade, orange juice, sugar water, Tang®, or water; but not witF 
grape juice. Preparation and storage of bulk dilutions is not recommended. 


More detailed professional information available on request 


LABORATORIES DIVISION 


PFIZER INC. 





UR ANALYSIS MAY BE JUST 
WHAT YOUR PATIENT NEEDS. 


OPTIMUM PATIENT REMISSION THROUGH BLOOD LEVEL 
DETERMINATION FOR ALL MAJOR PSYCHOACTIVE DRUGS. 


When it comes to psychoactive drug therapy, it’s 
important to know p patient's exact therapeutic 
plasma level for each psychoactive drug in order to 
obtain optimum remission. 

This is where National Psychopharmacology 
Laboratory can be of real service to you...and 
your patients. 

Under the supervision of our Clinical Director 
H. Dekirmenjian, Ph.D., NPL uses methods specifi- 
cally designed to monitor therapeutic levels with the 
highest degree of accuracy, specificity and sensitivity. 

NPL can make these blood level determina- 
tions for all the major psychoactive drugs listed 
below, as well as many others. 
acra auis M MEUM COD MEN IC C EE 
ANTIPSYCHOTICS ANTIANXIETY ANTIDEPRESSANTS 
Acetophenazine Chlordiazepoxide Amitriptyline” 
Butaperazine Clorazepate Clomipramine* 
Chlorpromazine as Desmethyldiazapam | Desmethylclomipramine 
Chlorprothixene Diazapam* Desipramine 
Fluphenazine- Oxazepam Desmethyldoxepin 

decanoate LITHIUM Doxepin* 
Fluphenazine .2HCI Plasma Lithium Imipramine* 
Haloperidol RBC Lithium Nortriptyline 
Loxapine MHPG Protriptyline 
Mesoridazine )-methoxy-4- OTHERS 
Perphenazine hydroxy-phenethylene 
Piperacetazine glycol 
Thioridazine 
Thiothixene *The secondary amines automatically assayed 
Trifluoperazine with no extra charge. 


With the analysis our tests provide, you can 
often reduce unwanted side effects while maintain- 
ing good remission levels. 

In most cases, test results are returned to you 
within twenty-four hours. 

For detailed information write National 
Psychopharmacology Laboratory, Inc., 9401 Park- 
west Boulevard, Knoxville, Tennessee 3792 3. 

Or phone 1-800-251-9492. 





INSOMNIA OFTEN DOES NC 
BUT IT ALMOST ALWAYS STANLE 


A focus on this somatic complaint may hinder 
exploration into underlying psychopathology’ 
Patients with insomnia often find it difficult to express and/or 
control their aggressive feelings. Sleep is seen as a loss of control and 
remaining awake helps alleviate this fear. Such patients frequently 
tend to focus on their insomnia, rejecting or denying the possibility 

of existing psychopathology. 

Psychotherapy, therefore, may be made more 
productive by the addition of a sleep medication 
for the insomnia. 


For relief of insomnia, 

sleep laboratory studies have proven 
Dalmane'(flurazepamHCl/Roche) effective for 
just one night and effective through at least 
28 consecutive nights of administration.’ 


Results of six separate sleep laboratory studies have shown that Dalmane was 
significantly effective in improving sleep induction and maintenance during short, 
intermediate and longer-term use? Although the prolonged administration 
of Dalmane is seldom necessary, prolonged use should be accompanied by the 
appropriate patient evaluations, such as periodic blood counts and liver 
and kidney function tests. 


A double-blind study has proven Dalmane: (flurazepamHCI/Roche) 
effective for psychiatric patients with insomnia’ 
Forty-nine hospitalized male patients received either Dalmane or placebo. 


Compared to placebo, Dalmane reduced the time needed to fall asleep, reduced 
the number of awakenings and increased total sleep time? 
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Please see next page for a summary of product information. 


WHEN YOU DECIDE A SLEEP 
MEDICATION IS INDICATED 


DALMANEc 
flurazepam HCI Roch 


30-MG AND 15-MG CAPSULES 


MORE PROVEN NIGHTS OF EFFICACY 


THAN ANY OTHER MEDICATION TESTED 
FOR INSOMNIA 








DALMANE¢ 
flurazepam HCl /Roche 


One 30-mg capsule h.s.—usual adult dosage 

(15 mg may suffice in some patients). 

One 15-mg capsule h.s.— recommended initial dosage 
for elderly or debilitated patients. 


A WIDER MARGIN OF SAFETY 


Dalmane offers a safety profile comparably higher than many other sleep 
medications. There have been no reports of physical or psychological 
dependence when taken at recommended dosages. In controlled studies 
involving 2115 patients, the majority of side effects reported were of the 





sedative-type generally expected with asleep medication. As with all medications 
in its class, Dalmane should be administered with caution to patients who are 
addiction-prone. Patients should also be cautioned about possible combined 
effects with alcohol and other CNS depressants. 


References: 


1. Kales A, Kales JD, Humphry FJ Il: Sleep and dreams, chap. 2.3, in Comprehensive 
Textbook of Psychiatry/ll, edited by Freedman AM, Kaplan HI, Sadock BJ, ed 2. 
Baltimore, The Williams & Wilkins Company, vol 1, 1976, pp. 114-128 

2. Kales A, et al: Clin Pharmacol Ther 19:576-583, May 1976 

3. Jacobson A, et al: Psychophysiology 7:345, Sep 1970 

4. Data on file, Medical Department, Hoffmann-La Roche Inc., Nutley NJ 


Before prescribing Dalmane (flurazepam 
HCI/Roche), please consult complete 
product information, a summary of which 
follows: 
Indications: Effective in all types of insom- 
nia characterized by difficulty in falling 
asleep, frequent nocturnal awakenings 
and/or early morning awakening; in pa- 
tients with recurring insomnia or poor 
sleeping habits; in acute or chronic medical 
situations requiring restful sleep. Objec- 
tive sleep laboratory data have shown 
effectiveness for at least 28 consecutive 
nights of administration. Since insomnia 
is often transient and intermittent, pro- 
longed administration is generally not 
necessary or recommended. 
Contraindications: Known hypersensitivity 
to flurazepam HCI. 
Warnings: Caution patients about possible 
combined effects with alcohol and other 
CNS depressants. Caution against hazard- 
ousoccupationsrequiring complete mental 
alertness (e.g., operating machinery, 
driving). 
Usage in Pregnancy: Several studies 
of minor tranquilizers (chlordiaze- 
poxide, diazepam, and meproba- 
mate) suggest increased risk of 
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congenital malformations during 
the first trimester of pregnancy. 
Dalmane (flurazepam HCI/Roche), 
a benzodiazepine, has not been 
studied adequately to determine 
whether it may be associated with 
such an increased risk. Because use 
of these drugs is rarely a matter of 
urgency, their use duringthis period 
should almost always be avoided. 
Consider possibility of pregnancy 
when instituting therapy; advise 
patients to discuss therapy if they 
intend to or do become pregnant. 


Not recommended for usein personsunder 
15 years of age. Though physical and 
psychological dependence have not been 
reported on recommended doses, use 
caution in administering to addiction- 
prone individuals or those who might 
increase dosage. 

Precautions: In elderly and debilitated 
patients, it is recommended that the dos- 
age be limited to 15 mg to reduce risk of 
oversedation, dizziness, confusion and/or 
ataxia. Consider potential additive effects 
with other hypnotics or CNS depressants. 
Employ usual precautions in patients who 
are severely depressed, or with latent 


ROCHE PRODUCTS INC. 
Manati, Puerto Rico 00701 


depression or suicidal tendencies, or with 
impaired renal or hepatic function. 
Periodic blood counts and liver and kidney 
function tests are advised during repeated 
therapy. 

Adverse Reactions: Dizziness, drowsiness, 
lightheadedness, staggering, ataxia and 
falling have occurred, particularly in 
elderly or debilitated patients. Severe 
sedation, lethargy, disorientation and 
coma, probably indicative of drug intoler- 
ance or overdosage, have been re- 
ported. Also reported: headache, heart- 
burn, upset stomach, nausea, vomiting, 
diarrhea, constipation, Gl pain, nervous- 
ness, talkativeness, apprehension, 
irritability, weakness, palpitations, chest 
pains, body and joint pains and GU 
complaints. There have also been rare 
occurrences of leukopenia, granulocy- 
topenia, sweating, flushes, difficulty in 
focusing, blurred vision, burning eyes, 
faintness, hypotension, shortness of 
breath, pruritus, skin rash, dry mouth, 
bitter taste, excessive salivation, anorexia, 
euphoria, depression, slurred speech, 
confusion, restlessness, hallucinations, 
paradoxical reactions, e.g., excitement, 
stimulation and hyperactivity, and elevated 
SGOT, SGPT, total and direct bilirubins 
and alkaline phosphatase. 

Dosage: Individualize for maximum 
beneficial effect. 

Adults: 30 mg usual dosage; 15 mg may 
suffice in some patients. E/derly or debili- 
tated patients: 15 mg recommended ini- 
tially until response is determined. 
Supplied: Capsules containing 15 mg or 
30 mg flurazepam HCI. 
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MOVING? 


PLEASE NOTIFY US 
6 WEEKS IN ADVANCE 


MEMBERS: This notification will change 
your address (and/or name) for the 
AMERICAN JOURNAL OF PSYCHIATRY, 
PSYCHIATRIC NEWS, and all member- 
wide APA mailings. 


SUBSCRIBERS: Please notify each 
publication separately. 


FORMER ADDRESS: 


PASTE LABEL HERE 





NEW ADDRESS and/or NAME: 


NAME 
DEPARTMENT 


ORGANIZATION 


STREET 
CITY STATE ZIP 
APA MEMBERS MAIL TO: 


APA Division of Membership Services 

and Studies 

AMERICAN PSYCHIATRIC ASSCCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 


SUBSCRIBERS MAIL TO: 


APA Circulation Department 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 


Brief Summary 


LOXITANE® Loxapine Succinate Capsules 
LOXITANE® C Loxapine Hydrochloride Oral Concentrate 
LOXITANE® IM Loxapine Hydrochloride 


INDICATIONS: Manifestations of schizophrenia. 


CONTRAINDICATIONS: Comatose or severely depressed 
states; hypersensitivity to the drug. 


WARNINGS: Safe use during pregnancy or lactation has not 
been established; weigh potential benefits against possible 
hazards. Not recommended for use in children under 16. May 
impair mental and/or physical abilities especially during early 
therapy; warn ambulatory patients about activities requiring alert- 
ness and concomitant use of alcohol or other CNS depressants. 
Not recommended for management of behavioral complications 
in mentally retarded patients. 


PRECAUTIONS: Use with extreme caution in patients with a his- 
tory of convulsive disorders; use with caution in patients with 
cardiovascular disease or in those with glaucoma or a tendency 
to urinary retention particularly when on concomitant anti- 
cholinergic medication. Loxapine has an antiemetic effect in 
animals which might occur in man masking signs of overdosage 
of toxic drugs and obscuring intestinal obstruction or brain tumor. 
Since possible ocular toxicity cannot be excluded, observe care- 
fully for pigmentary retinopathy and lenticular pigmentation. 
Slightly higher incidence of extrapyramidal effects possible 
following IM administration. 


ADVERSE REACTIONS: CNS effects, other than extrapyrami- 
dal, infrequent. Mild drowsiness may occur at beginning of 
therapy or upon dosage increase, usually subsides with contin- 
ued therapy. Sedation, dizziness, faintness, staggering gait, 
muscle twitching, weakness and confusional states have been 
reported. Extrapyramidal reactions often occur early in treatment, 
manifested by Parkinson-like symptoms (tremor, rigidity, exces- 
sive salivation, masked facies, akathisia); controllable by dosage 
reduction or antiparkinson drugs at usual dosages. Dystonic and 
dyskinetic reactions. while less frequently occurring, may be 
more severe, requiring dosage reduction or temporary withdrawal 
plus appropriate counteractive drugs. Persistent Tardive Dys- 
kinesia may appear during prolonged therapy or following dis- 
continuance, the risk greater in the elderly, especially females, on 
high dosage. Symptoms, persistent and in some patients appar- 
ently irreversible, are characterized by rhythmical involuntary 
movement of the tongue, face, mouth and jaw sometimes accom- 
panied by involuntary movement of extremities. Since there is no 
known effective treatment, discontinue all antipsychotic drugs if 
symptoms appear. Reinstitution of treatment, increased dosage, 
or switching to another agent may mask syndrome. The syn- 
drome may not develop if medication is stopped when fine ver- 
micular movements of the tongue first appear. Cardiovascular 
Effects: Tachycardia, hypotension, hypertension, lightheaded- 
ness and syncope. ECG changes, not known to be related to 
loxapine use, have been reported. Skin: Dermatitis. edema of 
face, pruritus, seborrhea. Possible photosensitivity and/or photo- 
toxicity; skin rashes of unknown etiology seen in a few patients in 
hot summer months. Anticholinergic: Dry mouth, nasal conges- 
tion, constipation, blurred vision (more likely to occur with con- 
comitant use of antiparkinson agents). Other: Nausea, vomiting, 
weight gain or loss, dyspnea, ptosis, hyperpyrexia, flushed 
facies, headache, paresthesia, polydipsia. Rarely, galactorrhea 
and menstrual irregularity of unknown etiology. 


LEDERLE LABORATORIES 
ec A Division of American Cyanamic Company 
Wayne, New Jersey 07470 





“EXPLOSIVE 
BEHAVIOR” 








Rapid management of excitement and 
agitation in the acute schizophrenic episo 


Calming of schizophrenic agitation may be 
apparent 30 minutes after initial injection of 12.5 m 
(0.25 ml) to 50 mg (1 ml) LOXITANE IM. Dependin: 
on patient response, repeat injections may be 
given within the same dosage range. Dosage shot 
not exceed 250 mg/day. 


*Data on file, Clinical Research Department, Lederle Laboratories 


HYDROCHLORIDE 
INTRAMUSCULAR / 


50 mg base/ml 
Each ml contains the equivalent of 50 mg Loxapine base as the HCI. 


| 
| 


| 





me favorable side effects profile as oral Milligram-for-milligram equivalency with 
ms of LOXITANE oral forms of LOXITANE 

renal, ocular or phototoxicity noted to date with Smooth transition at the same dosage level or 

/ form of LOXITANE. Sexual side effects such upward titration when switching frem LOXITANE IM 
painful ejaculation and urine containing sperm to either capsules or oral concentrate allows 

/e not been reported. Endocrine disturbances continuing management cf psychctic symptoms. 


;h as galactorrhea and menstrual irregularities 
rare. Other sexual side effects and CNS effects 
er than extrapyramidal effects are infrequent. 


e effects which are usually mild to moderate, 
sient and easily managed include: initial 

; i Note: LOXITANE should be used with extreme caution in 
WSINESS, dry mouth, nasal congestion, patients with a history of convulsive disorders since. like 
istipation, blurred vision, extrapyramidal effects, certain other neuroleptics, it lowers the convulsive threshold. 
1ycardia, hypotension, hypertension, (LOREM onc uocénn E 
theadedness and syncope. 


LOXITANE* C Loxapine Hydrochloride Cral Concentrate 
©1979 425-8 





In marked agitation with depression 
symptomatic relief may make the patient 
more accessible and responsive. 


Rapid relief of marked agitation in many patients 

The tranquilizer component alleviates symptoms of agitation and anxiety within a few days, 
without apparent dulling of mental acuity. Hypnotic effects from the tranquilizer component 
appear to be minimal, particularly in patients permitted to remain active. However, TRIAVIL 
may impair mental and/or physical abilities required for performance of hazardous tasks. 


Highly effective antidepressant action 

The antidepressant component relieves symptoms of depression such as poor concentration 
and feelings of hopelessness as well as early morning awakening; adequate relief of symptoms 
may take a few weeks or even longer. 


Helps break barriers to psychotherapy 
As symptoms are relieved, many patients often communicate more effectively, become more 
cooperative, and are able to return to normal daily activities. 


More prescribing convenience 

There are now five tablet strengths of TRIAVIL for ease of dosage adjustment. For man 
patients with agitation and depression, you can now initiate therapy with one TRIAVIL" 4-50, 
containing 4 mg perphenazine and 50 mg amitriptyline HCI, b.i.d. The regimen is simple, 
economical, and may well enhance patient compliance. 


Treatment with TRIAVIL— a balanced view: 
TRIAVIL is contraindicated in CNS depression from drugs, in the presence of evidence of 
bone marrow depression, and in patients hypersensitive to phenothiazines or amitriptyline. 
It should not be used during the acute recovery phase following myocardial infarction or 

in patients who have received an MAOI within two weeks. Patients with cardiovascular 
disorders should be watched closely. Not recommended in children or during pregnancy. 
TRIAVIL may impair mental and/or physical abilities required for performance of hazardcus 
tasks and may enhance the response to alcohol. Antiemetic effect may obscure toxicity 
due to overdosage of other drugs or mask other disorders. The possibility of suicide in 
depressed patients remains until significant remission occurs. Such patients should not 
have access to large quantities of the drug. Hospitalize as soon as possible any patient 
suspected of having taken an overdose. 


For marked 
agitation with depression 


Triávi 


containing perphenazine and amitriptyline HCI 
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More dosage strengths 
than any other formulation containing 
a tranquilizer and an antidepressant 


Triavil 


containing perphenazine and amitriptyline HCI 


Available: 

TRIAVIL® 2-25: Each tablet contains 

2 mg perphenazine and 25 mg amitriptyline HCI. 
TRIAVIL® 2-10: Each tablet contains 

2 mg perphenazine and 10 mg amitriptyline HCI. 
TRIAVIL® 4-50: Each tablet contains 

4 mg perphenazine and 50 mg amitriptyline HCl. 
TRIAVIL® 4-25: Each tablet contains 

4 mg perphenazine and 25 mg amitriptyline HCI. 
TRIAVIL® 4-10: Each tablet contains 

4 mg perphenazine and 10 mg amitriptyline HCI. 


CONTRAINDICATIONS: Central nervous system depression from drugs (bar- 
biturates, alcohol, narcotics, analgesics, antihistamines); evidence of bone mar- 
row depression; known hypersensitivity to phenothiazines or amitriptyline. Should 
not be given concomitantly with a monoamine oxidase inhibitor since hyperpyretic 
crises, severe convulsions, and deaths have occurred from such combinations. 
When used to replace a monoamine oxidase inhibitor, allow a minimum of 14 days 
to elapse before initiating therapy with TRIAVIL. Therapy should then be initiated 
cautiously with gradual increase in dosage until optimum response is achieved. 
Not recommended for use during acute recovery phase following myocardial 
infarction. 

WARNINGS: TRIAVIL should not be given concomitantly with guanethidine or 
similarly acting compounds since TRIAVIL may block the antihypertensive action 
of such compounds. Use cautiously in patients with history of urinary retention, 
angle-closure glaucoma, increased intraocular pressure, or convulsive disorders. 
Dosage of anticonvulsive agents may have to be increased. In patients with 
angle-closure glaucoma, even average doses may precipitate an attack. Patients 
with cardiovascular disorders should be watched closely. Tricyclic antidepres- 
sants, including amitriptyline HCI, have been reported to produce arrhythmias, 
sinus tachycardia, and prolongation of conduction time, particularly in high doses. 
Myocardial infarction and stroke have been reported with tricyclic antidepressant 
drugs. Close supervision is required for hyperthyroid patients or those receiving 
thyroid medication. May impair mental and/or physical abilities required for 
performance of hazardous tas«s, such as operating machinery or driving a motor 
vehicle. In patients who use alcohol excessively, potentiation may increase the 
danger inherent in any suicide attempt or overdosage. Not recommended in 
children or during pregnancy. 

PRECAUTIONS: Suicide is a possibility in depressed patients and may remain 
until significant remission occurs. Such patients should not have access to large 
quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use with caution in patients 
who have previously exhibited severe adverse reactions to other phenothiazines. 
Likelihood of some untoward actions is greater with high doses. Closely supervise 
with any dosage. The antiemetic effect of perphenazine may obscure signs of 
toxicity due to overdosage of other drugs or make more difficult the diagnosis of 
disorders such as brain tumor or intestinal obstruction. A significant, not otherwise 
explained, rise in body temperature may suggest individual intolerance to 
perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed, as its action is 
blocked and partially reversed by perphenazine. Phenothiazines may potentiate 
the action of central nervous system depressants (opiates, analgesics, antihis- 
tamines, barbiturates, alcohol) and atropine. In concurrent therapy with any of 
these, TRIAVIL should be given in reduced dosage. May also potentiate the action 
of heat and phosphorous insecticides. There is sufficient experimental evidence to 
conclude that chronic administration of antipsychotic drugs which increase 
prolactin secretion has the potential to induce mammary neoplasms in rodents 
under the appropriate conditions. There are recognized differences in the 
physiological role of prolactin between rodents and humans. Since there are, at 
present, no adequate epidemiological studies, the relevance to human mammary 
cancer risk from prolonged exposure to perphenazine and other antipsychotic 
drugs is not known. 

Amitriptyline: In manic-depressive psychosis, depressed patients may experi- 
ence a shift toward the manic phase if they are treated with an antidepressant. 
Patients with paranoid symptomatology may have an exaggeration of such 
symptoms. The tranquilizing effect of TRIAVIL seems to reduce the likelihood of this 
effect. When amitriptyline HCI is given with anticholinergic agents or sympatho- 
mimetic drugs, including epinephrine combined with local anesthetics, close 
supervision and careful adjustment of dosages are required. Paralytic ileus may 
occur in patients taking tricyclic antidepressants in combination with anticholiner- 


gic-type drugs. 
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Caution is advised if patients receive large doses of ethchlorvynol concurrently. 
Transient delirium has been reported in patients who were treated with 1 g of 
ethchlorvynol and 75-150 mg of amitriptyline HCI. 

Amitriptyline HCI may enhance the response to alcohol and the effects of 
barbiturates and other CNS depressants. 

Concurrent administration of amitriptyline HCI and electroshock therapy may 
increase the hazards associated with such therapy. Such treatment should be 
limited to patients for whom it is essential. Discontinue several days before elective 
surgery if possible. Elevation and lowering of blood sugar levels have both been 
reported. Use with caution in patients with impaired liver function. 


ADVERSE REACTIONS: Similar to those reported with either constituent alone. 

azine: Extrapyramidal symptoms (opisthotonus, oculogyric crisis, 
hyperreflexia, dystonia, akathisia, acute dyskinesia, ataxia, parkinsonism) have 
been reported and can usually be controlled by the concomitant use of effective 
antiparkinsonian drugs and /or by reduction in dosage, but sometimes persist after 
discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term therapy or may 
occur after drug therapy with phenothiazines and related agents has been 
discontinued. The risk appears to be greater in elderly patients on high-dose 
therapy, especially females. Symptoms are persistent and in some patients appear 
to be irreversible. The syndrome is characterized by rhythmical involuntary 
movements of the tongue, face, mouth, or jaw. Involuntary movements of the 
extremities sometimes occur. There is no known treatment for tardive dyskinesia; 
antiparkinsonism agents usually do not alleviate the symptoms. It is advised that all 
antipsychotic agents be discontinued if the above symptoms appear. If treatment is 
reinstituted, or dosage of the particular drug increased, or another drug substi- 
tuted, the syndrome may be masked. Fine vermicular movements of the tongue 
may be an early sign of the syndrome. The full-blown syndrome may not develop 
if medication is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, erythema, 
urticaria, eczema, up to exfoliative dermatitis); other allergic reactions (asthma, 
laryngeal edema, angioneurotic edema, anaphylactoid reactions); peripheral 
edema; reversed epinephrine effect; hyperglycemia; endocrine disturbances 
(lactation, galactorrhea, gynecomastia, disturbances of menstrual cycle); altered 
cerebrospinal fluid proteins; paradoxical excitement; hypertension, hypotension, 
tachycardia, and ECG abnormalities (quinidine-like effect); reactivation of psy- 
chotic processes; catatonic-like states; autonomic reactions, such as dry mouth 
or salivation, headache, anorexia, nausea, vomiting, constipation, obstipation, 
urinary frequency or incontinence, blurred vision, nasal congestion, and a change 
in pulse rate; other adverse reactions reported with various phenothiazine 
compounds, but not with perphenazine, include grand mal convulsions, cerebral 
edema, polyphagia, pigmentary retinopathy, photophobia, skin pigmentation, and 
failure of ejaculation. 

The phenothiazine compounds have produced blood dyscrasias (pancyto- 
penia, thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophilia); 
and liver damage (jaundice, biliary stasis). 

Pigmentation of the cornea and lens has been reported to occur after long-term 
administration of some phenothiazines. Although it has not been reported in 
patients receiving TRIAVIL, the possibility that it might occur should be considered. 

Hypnotic effects, lassitude, muscle weakness, and mild insomnia have also 
been reported. 

Amitriptyline: Note: Listing includes a few reactions not reported for this drug, but 
which have occurred with other pharmacologically similar tricyclic antidepressant 
drugs and must be considered when amitriptyline is administered. Cardiovascu- 
lar: Hypotension; hypertension; tachycardia; palpitation; myocardial infarction; 
arrhythmias; heart block; stroke. CNS and Neuromuscular: Confusional states; 
disturbed concentration; disorientation; delusions; hallucinations; excitement; 
anxiety; restlessness; insomnia; nightmares; numbness, tingling, and paresthesias 
of the extremities; peripheral neuropathy; incoordination; ataxia; tremors; sei- 
zures; alteration in EEG patterns; extrapyramidal symptoms; tinnitus; syndrome of 
inappropriate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth; 
blurred vision; disturbance of accommodation; increased intraocular pressure; 
constipation; paralytic ileus; urinary retention; dilatation of urinary tract. Allergic: 
Skin rash; urticaria; photosensitization; edema of face and tongue. Hematologic: 
Bone marrow depression including agranulocytosis; leukopenia; eosinophilia; 
purpura; thrombocytopenia. Gastrointestinal: Nausea; epigastric distress; vomit- 
ing; anorexia; stomatitis; peculiar taste; diarrhea; parotid swelling; black tongue. 
Rarely hepatitis (including altered liver function and jaundice). Endocrine: Testic- 
ular swelling and gynecomastia in the male; breast enlargement and galactorrhea 
in the female; increased or decreased libido; elevated or lowered blood sugar 
levels. Other: Dizziness, weakness; fatigue; headache; weight gain or loss; 
increased perspiration; urinary frequency; mydriasis; drowsiness; alopecia. With- 
drawal Symptoms: Abrupt cessation after prolonged administration may produce 
nausea, headache, and malaise. These are not indicative of addiction. 

OVERDOSAGE: All patients suspected of having taken an overdosage should be 
admitted to a hospital as soon as possible. Treatment is symptomatic and 
supportive. However, the intravenous administration of 1-3 mg of physostigmine 
salicylate is reported to reverse the symptoms of tricyclic antidepressant poison- 
ing. Because physostigmine is rapidly metabolized, the dosage of physostigmine 
should be repeated as required particularly if life-threatening signs such as 
arrhythmias, convulsions, and deep coma recur or persist after the initial dosage of 
physostigmine. On this basis, in severe overdosage with perphenazine-amitrip- 
tyline combinations, symptomatic treatment of central anticholinergic effects with 
physostigmine salicylate should be considered. J8TR32 (DC6613215) 


MSD 
For more detailed information, consult your MSD Representative MERCK 
or see full Prescribing Information. Merck Sharp & Dohme, Division VAR 
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Anxiety symptoms dispelled, yet not drowsy by day. 





Tranxene c 


(CLORAZEPATE DIPOTASSIUM) 4306cB 
CAPSULES, 3.75, 7.5, and 15 mg 
TRANXENE-SD SINGLE DOSE TABLETS, 
11.25 and 22.5 mg 


Brief Summary 





INDICATIONS — TRANXENE is indicated for the 
symptomatic relief of anxiety associated with anxiety 
neurosis, in other psychoneuroses in which anxiety 
symptoms are prominent features, and as an adjunct 
in disease states in which anxiety is manifested. 


TRANXENE is indicated for the symptomatic relief 
of acute alcohol withdrawal. 


The effectiveness of TRANXENE in long-term use, 
that is, more than 4 months, has not been assessed 
by systematic clinical studies. The physician should 
reassess periodically the usefulness of the drug for 
the individual patient. 


CONTRAINDICATIONS — TRANXENE is contraindi- 
cated in patients with a known hypersensitivity to the 
drug, and in those with acute narrow angle glaucoma. 


WARNINGS — TRANXENE is not recommended for 
use in depressive neuroses or in psychotic reactions. 


Patients on TRANXENE should be cautioned against 
engaging in hazardous occupations requiring mental 
alertness, such as operating dangerous machinery 
including motor vehicles. 


Since TRANXENE has a central nervous system 
depressant effect, patients should be advised against 
the simultaneous use of other CNS-depressant drugs, 
and cautioned thet the effects of alcohol may be 
increased. 


Because of the lack of sufficient clinical experi- 
ence, TRANXENE is not recommended for use in 
patients less than 18 years of age. 


Physical and Psychological Dependence: 
Withdrawal symptcms (similar in character to those 
noted with barbiturates and alcohol) have occurred 
'ollowing abrupt discontinuance of clorazepate. Symp- 
toms of nervousness, insomnia, irritability, diarrhea, 
muscle aches and memory impairment have followed 
abrupt withdrawal efter long-term use of high dosage. 


Caution should 5e observed in patients who are 
considered to have a psychological potential for drug 
dependence. 


Evidence of drug dependence has been observed in 
dogs and rabbits which was characterized by convul- 
sive seizures when the drug was abruptly withdrawn 
or the dose was reduced; the syndrome in dogs could 
be abolished by administration of clorazepate. 


Usage in Pregnancy: 

An increased risk of congenital malformations asso- 
ciated with the use of minor tranquilizers (chlordia- 
zepoxide, diazepam, and meprobamate) during the 
first trimester of pregnancy has been suggested in 
several studies. TRANXENE, a benzodiazepine deriva- 
tive, has not been studied adequately to determine 
whether it, too, may be associated with an increased 


risk of fetal abnormality. Because use of these drugs 
is rarely a matter of urgency, their use during this 
period should almost always be avoided. The possi- 
bility that a woman of childbearing potential may be 
pregnant at the time of institution of therapy should 
be considered. Patients should be advised that if they 
become pregnant during therapy or intend to become 
pregnant they should communicate with their physi- 
cian about the desirability of discontinuing the drug. 


Usage during Lactation: 

TRANXENE should not be given to nursing mothers 
since it has been reported that nordiazepam is ex- 
creted in human breast milk. 


PRECAUTIONS — n those patients in which a degree 
of depression accompanies the anxiety, suicidal 
tendencies may be present and protective measures 
may be required. The least amount of drug that is 
feasible should be available to the patient. 

Patients on TRANXENE for prolonged periods 
should have blood counts and liver function tests 
periodically. The usual precautions in treating patients 
with impaired renal or hepatic function should also 
be observed. 

In elderly or debilitated patients, the initial dose 
should be small, and increments should be made 
gradually, in accordance with the response of the 
patient, to preclude ataxia or excessive sedation. 


ADVERSE REACTIONS — The side effect most fre- 
quently reported was drowsiness. Less commonly 
reported (in descending order of occurrence) were: 
dizziness, various gastrointestinal complaints, ner- 
vousness, blurred vision, dry mouth, headache, and 
mental confusion. Other side effects included in- 
somnia, transient skin rashes, fatigue, ataxia, geni- 
tourinary complaints, irritability, diplopia, depression 
and slurred speech. 

There have been reports of abnormal liver and 
kidney function tests and of decrease in hematocrit. 

Decrease in systolic blood pressure has been 
observed. 


DOSAGE AND ADMINISTRATION 
For the symptomatic relief of anxiety: 
TRANXENE is administered orally. The capsules may 
be given in divided doses. The usual daily dose is 30 
mg. The dose should be adjusted gradually within the 
range of 15 to 60 mg daily in accordance with the 
response of the patient. In elderly or debilitated 
patients it is advisable to initiate treatmcnt at a daily 
dose of 7.5 to 15 mg. 

TRANXENE capsules may also be administered as 
a single dose daily at bedtime; the recommended 
initial dose is 15 mg. After the initial dose, the 
response of the patient may require adjustment of 
subsequent dosage. Lower doses may be indicated in 
the elderly patient. Drowsiness may occur at the 
initiation of treatment and with dosage increment. 

TRANXENE-SD tablets (22.5 mg) may be admin- 
istered as a single dose every 24 hours. This tablet 
is intended as an alternate dosage form for the con- 
venience of patients stabilized on a dose of 7.5 mg 
capsules three times a day. TRANXENE-SD tablets 





should not be used to initiate therapy. 


TRANXENE-SD FALF STRENGTH tablets (11.25 
mg) may be administered as a single dose every 24 
hours. 


For the symptomatic relief of 

acute alcohol withdrawal: 

Recommended scheauie: ist 24 hours, 30 mg 
TRANXENE initially, followed by 30 to 60 mg in 
divided doses; 2nd 24 hours, 45 to 90 mg in divided 
doses; 3rd 24 hours. 22.5 to 45 mg in divided doses; 
4th day, 15 to 30 mg in divided doses. Thereafter 
gradually reduce to 7.5 to 15 mg daily, and discon- 
tinue as soon as condition is stable. Maximum daily 
dose is 90 mg. Avoid excessive reductions in total 
drug on successive days. 


DRUG INTERACTIONS — If TRANXENE is to be 
combined with other drugs actirg on the central 
nervous system, careful consiceration should be 
given to the pharmacology of the agents to be em- 
ployed. Animal experience indicates that TRANXENE 
prolongs the sleeping time after hexobarbital or after 
ethyl alcohol, increases the inhibitory effects of 
chlorpromazine, but does not exhibit monoamine 
oxidase inhibition. Clinica! studies have shown in- 
creased sedation with concurrent hypnotic medica- 
tions. The actions cf the benzodiazepines may be 
potentiated by barbiturates, narcotics, phenothiazines, 
monoamine oxidase inhibitors or other antidepres- 
sants. 

If TRANXENE is used to treat anxiety associated 
with somatic disease states, careful attention must 
be paid to possible drug interaction with concomitant 
medication. 


MANAGEMENT OF OVERDOSAGE — Overdosage is 
usually manifested by varving decrees of CNS de- 
pression ranging from slight sedation to coma. As in 
the management of overdosage with any drug, it 
should be borne in mind that multiple agents may 
have been taken. 

There are ro specific antidotes for the benzodiaze- 
pines. The treatment of overdosage should consist of 
the general measures employed in the management of 
overdosage of any CMS depressant. Gastric evacua- 
tion either by the induction of emesis, lavage, or 
both, should be performed immediately. General sup- 
portive care, including frequent monitoring of the 
vital signs ard close observation of the patient, is 
indicated. Hypotension, though rarely reported, may 
occur with large overdoses. In such cases the use of 
agents such as Levophed® Bitartrate (levarterenol 
bitartrate injection, USP) or Aramine® Injection 
(metaraminol bitartrate injection, JSP) should be 
considered. 

While reports indicate that indiv duals have sur- 
vived overdoses of TRANXENE (clorazepate dipotas- 
sium) as high as 450 to 675 mg, these doses are not 
necessarily an accurate indication of the amount of 
drug absorbed since the time interval between inges- 
tion and the institution of treatment was not always 
known. Sedation in varying degrees was the most 
common physiological manifestation of TRANXENE 
overdosage. Deep coma when it occurred was usually 
associated with the’ ingestion of other drugs in 
addition to TRANXENE. 9073314 
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ranxene c 


3.75, 7.5, and 

15 mg capsules 
11.25 and 22.5 mg 
single-dose tablets 







Lets you calm most patients 
without oversedating them. 


As with all benzodiazepines, patients should be cautioned against hazardous 
tasks requiring mental alertness. See overleaf for brief summary. 


Vol. 137, No. 5 May 1980 


THE AMERICAN JOURNAL 
OF PSYCHIATRY 


In this issue 


The Clinical Application of 
the Biopsychosocial Model 


By George L. Engel 


Toward a Rational 
Pharmacotherapy of Depression 
By Stephen L. Stern, 

A. John Rush, and J. Mendels 





OFFICIAL JOURNAL OF THE 
AMERICAN PSYCHIATRIC ASSOCIATION 








brand of 





Back among friends— an important source 
of much-needed support. She went into 
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Previous presentation. If the paper has been presented 
orally, please give the name of the meeting, the place, and 
inclusive dates. 

Author affiliations. Provide the department. institution, 
city, and state where the work was done If multiple loca- 
tions and authors were involved, indicate in parentheses 
which authors were affiliated with each insti-ution. Provide a 
full address for the author who is to receive reprint requests. 

Acknowledgments. Acknowledgments should be in a sep- 
arate paragraph on the title page. Grant support should in- 
clude the full name of the granting agency as well as the grant 
number. Individual acknowledgments should be as brief as 
possible. Acknowledgments of companies that supplied 
drugs are used only in the case of experimental drugs or 
those unavailable in this country. 

Other requirements. The number of words, tables, and fig- 
ures should appear in the upper right corner and a phone 
number for the corresponding author in the lower right. 


Précis 


The précis should be up to 100 words for regular articles 
and Brief Communications. (No précis is used in the Clinical 
and Research Reports section.) The précis s10uld be a single 
paragraph using complete, connected sentences, active 
verbs, and the third person. In most cases, the précis re- 
places a summary. 


Text 


Headings and subheadings should be inserted at reason- 
able intervals in all types of papers. Footnotes to text materi- 
al should be typed on a separate page at the end of the manu- 
script. Summaries are rarely desirable, zlthcugh a final 
“Comment” or "Conclusions" section may be used. The 
body of the paper should be written in the active voice and 
first person where appropriate. 

Statistics. Authors should be sure that statistics used are 
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both necessary and appropriate. Statistical tests should be 
described and a reference citation given if the tests are not 
generally known. It is not sufficient to say "'differences be- 
tween the groups were significant.’’ In cases of lengthy com- 
plicated analyses, the authors may summarize results and 
indicate that details are available from them on request. 

Abbreviations. All abbreviations (other than those for met- 
ric units) should be explained the first time they are used. 
Idiosyncratic abbreviations should be avoided: overuse of 
abbreviations may hinder rather than facilitate readability. 

Drugs. Generic rather than trade names of drugs should be 
used; trade names may be given parenthetically if necessary. 

Units of measurement. All measurements should be in met- 
ric units; standard abbreviations are used. 


References 


References should be restricted to closely pertinent mate- 
rial: a complete review of the literature is rarely desirable. 
Accuracy of citation is the author’s responsibility. References 
should conform exactly to the original spelling, accents, 
punctuation, etc. Authors should be sure that all references 
listed have been cited in text; no bibliographies can be used. 

References are numbered and listed by their order of ap- 
pearance in text; the text citation is followed by the appro- 
priate reference number in parentheses. Do not arrange the 
list alphabetically. 

Personal communications, unpublished manuscripts, man- 
uscripts submitted but not yet accepted, and similar unpub- 
lished items should not appear in the reference list. Such ci- 
tations may be noted in text or in a footnote. It is the au- 
thor’s responsibility to obtain permission to refer to another 
individual's unpublished observations. Manuscripts that are 
actually *'in press’’ may be cited as such in the reference list: 
the name of the journal must be included. 

Type references in the style shown below, double-spaced 
throughout (not just a line between references). List up to 
three authors; designate one or more authors past the third 
"et al." Abbreviations of journal names should conform to 
the style used in /ndex Medicus; journals not indexed there 
should not be abbreviated. 


l. Berne E: Principles of Group Treatment. New York, Oxford 
University Press, 1966, p 26 

2. Blackwell B, Marley E, Price J, et al: Hypertensive interactions 
between monoamine oxidase inhibitors and foodstuffs. Br J 
Psychiatry 113:349-365, 1967 

3. Jones AB: Long-term administration of tricyclic antidepres- 
sants: three-year follow-up. Am J Psychiatry (in press) 

4. Smythe JCW (ed): Psychiatry and Human Values. Springfield, 
Ill, Charles C Thomas, 1971 

5. Brosin H: Communication systems of the consultation process, 
in The Psychiatric Consultation. Edited by Mendel W, Solomon 
P. New York, Grune & Stratton, 1968 


Tables 


Tables should be self-explanatory and should supplement 
rather than duplicate text. Authors may be asked to delete 
tables that present data which could be given succinctly in 
text or repeat information in the Results section. Tables are 
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generally reserved for data presentation and not used as lists 
or charts. They should be double-spaced and no wider than 
120 typewriter characters, including spaces. Consult recent 
issues of the Journal for table style. Please note that no verti- 
cal rules or internal horizontal rules are used. It is usually 
desirable to give both numbers and percentages where appli- 
cable. All units of measurement must be specified within the 
table. Metric measurements are used in tables and through- 
out the text. Each table should be identified numerically and 
include a concise but descriptive title. 


Figures 


Figures should be used only for data that cannot be ade- 
quately presented in text or tabular form. Figures should be 
submitted as glossy prints with one photocopy attached to 
each manuscript copy. The author’s name and the title of the 
paper should appear on a gummed label affixed to the back of 
each glossy. All figures should be able to withstand reduc- 
tion to about 8 cm (3'/4 inches). Authors are urged to consid- 
er carefully the necessity of figures; they may be asked to 
delete figures that repeat information availabile in text. It is 
often advisable to obtain professional assistance in the prep- 
aration of figures. | 


PROCESSING OF ACCEPTED MANUSCRIPTS 


Authors will be notified of acceptance of their papers; pa- 
pers will then be edited and sent to the first-named (or corre- 
sponding) author for corrections and answers to editorial 
queries. No galley proofs are sent to authors, so the edited 
manuscript should be read with extreme care. Prompt return 


- of edited manuscripts is essential. Authors who expect to be 


away from their offices for a long period or who change ad- 
dress after notification of acceptance should so inform the 
Journal office. 

Manuscripts are accepted with the understanding that the 
Editor has the right to make revisions aimed at greater con- 
ciseness, clarity, and conformity with Journal style. 


PERMISSION TO REPRINT 


Written permission to reprint material published in the 
Journal must be secured from the APA Publications Serv- 
ices Division, 1700 Eighteenth St., N.W., Washington, D.C. 
20009; there is usually a charge for such permission, except 
in cases of nonprofit classroom or library reserve use by in- 
structors and educational institutions, or of authors who 
wish to reprint their own material. Requests will be facilitat- 
ed if they are accompanied by written permission from the 
author of the material. 


REPRINTS 


No reprints are furnished gratis. An order form for re- 
prints will be sent to authors prior to publication of their pa- 
pers. Reprints are usually mailed to authors about six weeks | 
after publication of the article. 
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32nd Institute 
on 
Hospital & 
Community 
Psychiatry 


September 15 to 18, 1980 
Boston, Massachusetts 


Walter J. Tardy, M.D. 
Chairman, 
Program Committee 


Theme: 
Q. The Patient: Where? 
A. Lost in the Mental Health System 


Registration Fee: $125 
$40 one day 


Additional information available from: 


Alice Conde Martinez 
Institutes on Hospital & 
Community Psychiatry 
American Psychiatric Association 
1700 18th Street, N.W. 
Washington, D.C. 20009 


Over 20 hours of continuing medical 
education credits will be awarded. 
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of your choice: 
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QUALITY CONTROL 

e UNIFORM DOSAGE (Available in 125 mg, 
250 mg, 500 mg scored tablets) 

e LEADING SUPPLIERS FOR 
L-TRYPTOPHAN RESEARCH 

e 20 YEARS EXPERIENCE IN SUPFLYING 
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e PREFERRED BY MOST HOSPITAL AND 
UNIVERSITY PROJECTS 

e LISTED IN 1980 PHYSICIANS 
DESK REFERENCE (PDR) 

AVAILABLE ON DIRECT BASIS ORTHRU YOUR 

HOSPITAL OR COMMUNITY PHARMACY 


PHONE ORDERS ACCEPTED 
CALL TOLL FREE 1-800-243-5000 Ext. 201 


VISIT OUR BOOTH F-20 APA CONV. MAY 5-8 


OLC Laboratories, Inc. 


99 N. W. Miami Gardens Drive 
Miami, Florida 33769 


Tryptacin is a registered trademark of OLC Laboratones, Inc 
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Navane (thiothixene ) has proved to be dr UC s 
benefit at each phase in rehabilitation ofthe patien 
with psychotic symptoms: from admission, throught 
discharge, and beyond. 


a rapid return to the community... s 


symptoms and facilitates early discharge for most 
patients. In CHOIR agitated psychotic patients, 


minimal imponat after three hours, and X 
paratively brief hospitalization for most patients. E 


and continued long-term improvement 5. cu : T je : 

On an outpatient basis, Navane exerts a significall 

5 x 

long-term beneficial effect on patient functioning, 
especially in the areas of social and vocational mm. 
adjustment in the community. Initial improvements ^ 
maintained with Navane and has been shown to 
increase over time. 


rarely compromised by adverse reactions... E 
With Navane, effectiveness is rarely compromised es Pe x 
by oversedation or drowsiness. FY potepsive Crises 
and other cardiovascular reactions“ ‘are seldom “== 
reported. Anticholinergie'Side cffects siichras dry- 
mouth or constipation are rare if extrapyramidal 
symptoms occur they are usually readily controlled 
by dosage adjustments or antiparkinson- agehts. 


For a brief summary of Navanc prescribing information, ineluding adverse reactions gm contradic i 
please see last page of this advertisement. A 
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Rapid return to the community 
Navane’ (thiothixene) (thiothixene hydrochloride) 


Capsules: 1 mg, 2 mg, 5 mg, 10mg, 20 mg Concentrate: 5 mg/ml Intramuscular: 2 mg/ml 


BRIEF SUMMARY OF 

PRESCRIBING INFORMATION 

Navane* (thiothixene) 

Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20 mg 

(thiothixene hydrochloride) Concentrate: 5 mg/ml, 
Intramuscular: 2 mg/ml 

Contraindications. Navane (thiothixene) is contraindicated in 
patients with circulatory collapse, comatose states, central nervous 
system depression due to any cause. and blood dyscrasias. Navane 
is contraindicated in individuals who have shown hypersensitivity 
to the drug. It is not known whether there is a cross-sensitivity 
between the thioxanthenes and the phenothiazine derivatives, but 
this possibility should be considered. 

Warnings. Usage in Pregnancy—Safe use of Navane during 
pregnancy has not been established. Therefore, this drug should be 
given to pregnant patients only when, in the judgment of the 
physician, the expected benefits from the treatment exceed the 
possible risks to mother and fetus. Animal reproduction studies and 
clinical experience to date have not demonstrated any teratogenic 
effects. 

In the animal reproduction studies with Navane, there was some 
decrease in conception rate and litter size, and an increase in 
resorption rate in rats and rabbits, changes which have been 
similarly reported with other psychotropic agents. After repeated 
oral administration of Navane to rats (5 to 15 mg/kg/day), rabbits 
(3to 50 mg/kg/day), and monkeys(1 to3 mg/kg/day) before and 
during gestation, no teratogenic effects were seen. (See Precau- 
tions.) 

Usage in Children—The use of Navane in children under 12 
years of age is not recommended because safety and efficacy in the 
pediatric age group have not been established. 

As is true with many CNS drugs, Navane may impair the mental 
and/or physical abilities required for the performance of poten- 
tially hazardous tasks such as driving a car or operating machinery, 
especially during the first few days of therapy. Therefore, the 
patient should be cautioned accordingly. 

As in the case of other CNS-acting drugs, patients receiving 
Navane should be cautioned about the possible additive effects 
(which may include hypotension) with CNS depressants and with 
alcohol. 

Precautions. An antiemetic effect was observed in animal studies 
with Navane; since this effect may also occur in man; it is possible 
that Navane may mask signs of overdosage of toxic drugs and may 
obscure conditions such as intestinal obstruction and brain tumor. 

In consideration of the known capability of Navane and certain 
other psychotropic drugs to precipitate convulsions, extreme 
caution should be used in patients with a history of convulsive 
disorders or those in a state of alcohol withdrawal since it may 
lower the convulsive threshold. Although Navane potentiates the 
actions of the barbiturates, the dosage of the anticonvulsant therapy 
should not be reduced when Navane is administered concurrently. 

Caution as well as careful adjustment of the dosage is indicated 
when Navane is used in conjunction with other CNS depressants 
other than anticonvulsant drugs. 

Though exhibiting rather weak anticholinergic properties, 
Navane should be used with caution in patients who are known or 
suspected to have glaucoma, or who might be exposed to extreme 
heat, or who are receiving atropine or related drugs. 

Use with caution in patients with cardiovascular disease. 

Also, careful observation should be made for pigmentary 
retinopathy, and lenticular pigmentation (fine lenticular pigmenta- 
tion has been noted in a small number of patients treated with 
Navane for prolonged periods). Blood dyscrasias (agranulocyto- 
sis, pancytopenia, thrombocytopenic purpura), and liver damage 
(jaundice, biliary stasis) have been reported with related drugs. 

Undue exposure to sunlight should be avoided. Photosensitive 
reactions have been reported in patients on Navane. 

Intramuscular Administration — As with all intramuscular prep- 
arations, Navane Intramuscular should be injected well within the 
body of a relatively large muscle. The preferred sites are the upper 
outer quadrant of the buttock (i.e., gluteus maximus) and the 
mid-lateral thigh. 

The deltoid area should be used only if well developed, such as in 

certain adults and older children, and then only with caution to 
avoid radial nerve injury. Intramuscular injections should not be 
made into the lower and mid-thirds of the upper arm. As with all 
intramuscular injections, aspiration is necessary to help avoid 
inadvertent injection into a blood vessel. 
Adverse Reactions. Nore: Not all of the following adverse 
reactions have been reported with Navane (thiothixene). However, 
since Navane has certain chemical and pharmacologic similarities 
to the phenothiazines, all of the known side effects and toxicity 
associated with phenothiazine therapy should be borne in mind 
when Navane is used. 

Cardiovascular effects: Tachycardia, hypotension, lightheaded- 
ness, and syncope. In the event hypotension occurs, epinephrine 
should not be used as a pressor agent since a paradoxical further 
lowering of blood pressure may result. Nonspecific EKG changes 
have been observed in some patients receiving Navane. These 
changes are usually reversible and frequently disappear on 
continued Navane therapy. The incidence of these changes is lower 
than that observed with some phenothiazines. The clinical 
significance of these changes is not known. 

CNS effects: Drowsiness, usually mild, may occur although it 
usually subsides with continuation of Navane therapy. The 


incidence of sedation appears similar to that of the piperazine group 
of phenothiazines, but less than that of certain aliphatic 
phenothiazines. Restlessness, agitation and insomnia have been 
noted with Navane (thiothixene). Seizures and paradoxical exacer- 
bation of psychotic symptoms have occurred with Navane 
infrequently. 

Hyperreflexia has been reported in infants delivered from 
mothers having received structurally related drugs. 

In addition, phenothiazine derivatives have been associated 
with cerebral edema and cerebrospinal fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo-parkinsonism, 
akathisia. and dystonia have been reported. Management of these 
extrapyramidal symptoms depends upon the type and severity. 
Rapid relief of acute symptoms may require the use of an injectable 
antiparkinson agent. More slowly emerging symptoms may be 
managed by reducing the dosage of Navane and/or administering 
an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: As with all antipsychotic agents 
tardive dyskinesia may appear in some patients on long term 
therapy or may occur after drug therapy has been discontinued. The 
risk seems to be greater in elderly patients on high-dose therapy. 
especially females. The symptoms are persistent and in some 
patients appear to be irreversible. The syndrome is characterized 
by rhythmical involuntary movements of the tongue, face, mouth 
or jaw (e. g., protrusion of tongue, puffing of cheeks, puckering of 
mouth, chewing movements). Sometimes these may be accompa- 
nied by involuntary movements of extremities. 

There is no known effective treatment for tardive dyskinesia: 
antiparkinsonism agents usually do not alleviate the symptoms of 
this syndrome. It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment, or increase the 
dosage of the agent, orswitch to a different antipsychotic agent, the 
syndrome may be masked. 

It has been reported that fine vermicular movements of the 
tongue may be an early sign of the syndrome and if the medication 
is stopped at that time, the syndrome may not develop. 

Hepatic effects: Elevations of serum transaminase and alkaline 
phosphatase, usually transient, have been infrequently observed in 
some patients. No clinically confirmed cases of jaundice attribut- 
able to Nzvane have been reported. 

Hematologic effects: As is true with certain other psychotropic 
drugs, leukopenia and leukocytosis, which are usually transient, 
can oecur occasionally with Navane. Other antipsychotic drugs 
have been associated with agranulocytosis. eosinophilia, hemo- 
lytic anemia, thrombocytopenia and pancytopenia. 

Allergic redactions: Rash, pruritus, urticaria, photosensitivity 
and rare cases of anaphylaxis have been reported with Navane. 
Undue exposure to sunlight should be avoided. Although not 
experienced with Navane, exfoliative dermatitis and contact 
dermatitis (in nursing personnel) have been reported with certain 
phenothiazines. 

Endocrine disorders: Lactation, moderate breast enlargement 
and amenorrhea have occurred in a small percentage of females 
receiving Navane. If persistent, this may necessitate a reduction in 
dosage or the discontinuation of therapy. Phenothiazines have been 
associated with false positive pregnancy tests, gynecomastia, 
hypoglycemia, hyperglycemia, and glycosuria. 

Autonomic effects: Dry mouth, blurred vision, nasal conges- 
tion, constipation, increased sweating, increased salivation, and 
impotence have occurred infrequently with Navane therapy. 
Phenothiazines have been associated with miosis, mydriasis, and 
adynamic ileus. 

Other adverse reactions: Hyperpyrexia, anorexia, nausea. 
vomiting, diarrhea, increase in appetite and weight, weakness or 
fatigue, polydipsia and peripheral edema. 

Although not reported with Navane, evidence indicates there is a 
relationship between phenothiazine therapy and the occurrence of 
a systemic lupus erythematosus-like syndrome. 

NOTE: Sudden deaths have occasionally been reported in 

patients who have received certain phenothiazine derivatives. In 
some cases the cause of death was apparently cardiac arrest or 
asphyxia due to failure of the cough reflex. In others, the cause 
could not be determined nor could it be established that death was 
due to phenothiazine administration. 
Dosage and Administration. Dosage of Navane should be 
individually adjusted depending on the chronicity and severity of 
the condition. In general, small doses should be used initially and 
gradually increased to the optimal effective level, based on patient 
response. 

Some patients have been successfully maintained on once-a-day 
Navane therapy. 

Usage in children under 12 years of age is not recommended 
because safe conditions for its use have not been established. 

Navane Intramuscular Solution— For Intramuscular Use Only. 
Where more rapid control and treatment of acute behavior is 
desirable, the intramuscular form of Navane may be indicated. It is 
also cf benefit where the very nature of the patient's sympto- 
matology, whether acute or chronic, renders oral administration 
impractical or even impossible. 

For treatment of acute symptomatology or in patients unable or 
unwilling to take oral medication, the usual dose is 4 mgof Navane 
Intramuscular administered 2 to 4 times daily. Dosage may be 
increased or decreased depending on response. Most patients are 
controlled on a total daily dosage of 16 to 20 mg. The maximum 


recommended dosage is 30 mg/day. An oral form should supplant 
the injectable form as soon as possible. It may be necessary to 
adjust the dosage when changing from the intramuscular to oral 
dosage forms. Dosage recommendations for Navane (thiothixene) 
Capsules and Concentrate appear in the following paragraphs. 

Navane Capsules; Navane Concentrate — In milder conditions, 
an initial dose of 2 mg three times daily. If indicated, a subsequent 
increase to 15 mg/day total daily dose is often effective. 

[n more severe conditions, an initial dose of 5 mg twice daily. 

The usual optimal dose is 20 to 30 mg daily. If indicated, an 

increase to 60 mg/day total daily dose is often effective. Exceed- 
ing a total daily dose of 60 mg rarely increases the beneficial 
response. 
Overdosage. Manifestations include muscular tw itching, drowsi- 
ness, and dizziness. Symptoms of gross overdosage may include 
CNS depression, rigidity, weakness, torticollis, tremor, salivation, 
dysphagia, hypotension, disturbances of gait, or coma. 

Treatment: Essentially symptomatic and supportive. For Navane 
oral, early gastric lavage is helpful. For Navane oral and 
Intramuscular, keep patient under careful observation and maintain 
an open airway, since involvement of the extrapyramidal system 
may produce dysphagia and respiratory difficulty in severe 
overdosage. If hypotension occurs, the standard measures for 
managing circulatory shock should be used (I.V. fluids and/or 
vasoconstrictors), 

If a vasoconstrictor is needed, levarterenol and phenylephrine 
are the most suitable drugs. Other pressor agents, including 
epinephrine, are not recommended, since phenothiazine deriva- 
tives may reverse the usual pressor action of these agents and cause 
further lowering of blood pressure. 

If CNS depression is present, recommended stimulants include 
amphetamine, dextroamphetamine, or caffeine and sodium ben- 
zoate. Stimulants that may cause convulsions (e.g. picrotoxin or 
pentylenetetrazol) should be avoided. Extrapyramidal symptoms 
may be treated with antiparkinson drugs. 

There are no data on the use of peritoneal or hemodialysis, but 
they are known to be of little value in phenothiazine intoxication. 
How Supplied. Navane (thiothixene) is available as capsules 
containing | mg, 2 mg, 5 mg, and 10 mg of thiothixene in bottles 
of 100, 1,000, and unit-dose pack of 100(10 x 10's). Navane is also 
available as capsules containing 20 mg of thiothixene in bottles of 
100, 500, and unit-dose pack of 100 (10 x 10's) 

Navane (thiothixene hydrochloride) Concentrate is available in 
120 ml (4 oz.) bottles with an accompanying dropper calibrated at 
2 mg, 4 mg, 5 mg, 6 mg, 8 mg, and 10 mg, and in 30 ml(102.) 
bottles with an accompanying dropper calibrated at 2 mg, 4 mg, 
and 5 mg. Each ml contains thiothixene hydrochloride equivalent 
to 5 mg of thiothixene. Contains alcohol, U.S.P. 7.0% v/v (small 
loss unavoidable). 

Navane (thiothixene hydrochloride) Intramuscular solution is 
available ina2 ml amber glass vial in packages of 10 vials. Each ml 
contains thiothixene hydrochloride equivalent to 2 mg of thiothix- 
ene, dextrose 5% w/v, benzyl alcohol 0.9% w/v, and propyl 
gallate 0.02% w/v. 


References: 1. Rickels K, Norstad N, Downing R: The acutely 
decompensated schizophrenic patient, presented as a scientific 
exhibit at the American Psychiatric Association 28th Institute on 
Hospital and Community Psychiatry, September 20-22, 1976, 
Atlanta, Ga. 2. Stotsky BA: Relative efficacy of parenteral 
haloperidol and thiothixene for the emergency treatment of acutely 
excited and agitated patients. Dis Nerv Syst 38:967-973, Dec 1977. 
3. Sloan RB, Razani J, Maloney MP, et al: Premorbid adjustment, 
cognition and outcome in schizophrenia, presented as a scientific 
exhibit at the 128th Annual Meeting of the American Psychiatric 
Association, May 5-9, 1975, Anaheim, California. 4. Engelhardt 
DM, Rudorfer L, Rosen B: Haloperidol and thiothixene in the 
long-term treatment of chronic schizophrenic outpatients in an 
urban community: Social and vocational acjustment. J Clin 
Psychiatry 39:834-840, Dec 1978. 5. Itil TM, Unverdi C, 
Wohlrabe J, et al: Drug therapy of psychosis associated with 
organic brain syndrome, presented as a scientific exhibit at the 
American Public Health Association Centennial, Atlantic City, 
New Jersey, Nov 12-16, 1972. 6. Brauzer B, Goldstein BJ: 
Comparative effects of intramuscular thiothixene and trifluopera- 
zine in psychotic patients: J Clin Pharmacol 8:400-403, Nov-Dec 
1968. 7. Dillenkoffer RL, Gallant DM, George RB, et al: 
Electrocardiographic evaluations of schizophrenic patients, pre- 
sented as a scientific exhibit at the 125th Annual Meeting of the 
American Psychiatric Association, Dallas, Texas, May 1-4, 1972. 
8. Data on file at Roerig. 9. Goldstein B, Weiner D, Banas F: 
Clinical evaluation of thiothixene in chronic ambulatory schizo- 
phrenic patients, in Lehmann HE, Ban TA (eds) Modern Problems 
in Pharmacopsychiatry. Basel, S Karger, 1969, vol 2, pp 45-52. 


For additional information on Navane, 
please consult your Roerig representative or 
write to: Roerig Medical Department, 235 East 
42nd Street, New York, NY 10017. 
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C/ChTIAL TILES 


New 
The Interface between the 
Psychodynamic and 


Behavioral Therapies 


edited by Judd Marmor, M.D. 

and Sherwyn M. Woods, M.D., Ph.D. 

University of Southern California School of Medicine 
and Southern California Psychiatric Institute 


“Itis clearly just as insufficient for the dynamic 
psychotherapist to ignore the rich literature on behavioral 
learning as for the behavioral therapist to ignore the 
manner in which unconscious processes and conflicts 
shape such learning.” —from the Editor’s Preface 


e Includes twenty-five classic theoretical and clinical 
papers on this topic € Offers incisive commentary on 
each paper by the editors 


A volume in Critical Issues in Psychiatry. 398 pp., illus., 
1980, $22.50 


New 
Law in the Practice of 
Psychiatry 


A Handbook for Clinicians 


by Seymour L. Halleck, M.D. 
University of North Carolina, Chapel Hill 


"Dr. Halleck presents a global and comprehensive scope 
of the regulation of psychiatric practice ...a book that I 
wish | could have written... that should be read by all 
psychiatric residents and all psychiatrists who have 
anything at all to do with the treatment of patients, with all 
the ramifications and regulations involved." 

—Robert L. Sadoff, M.D., University of 

Pennsylvania School of Law 


A volume in Critical Issue in Psychiatry. approx. 300 pp., 
illus., 198C, $21.50 


A major text 


The Patient 

Biological, Psychological, and 
Social Dimensions of 

Medical Practice 

by Hoyle Leigh, M.D. 

Yale University School of Medicine, Yale-New Haven 
Hospital, end Yale Center for Research and Education in 
Behavioral Medicine 

and Morton F. Reiser, M.D. 

Yale University School of Medicine and Yale-New Haven 
Hospital 


"From their professional familiarity with conventional 
psychiatry as well as their extensive experience in 
medical liaison work, Drs. Leigh and Reiser have 
integrated the biological aspects of the soma with the 
psycholocical and social attributes of the psyche.... This 
book should be especially worthwhile for medical 
students end for house staff ... will also appeal to both 
psychiatric and medical practitioners whose main clinical 
concerns are with helping patients." 


—from the Foreword by Alvan R. Feinstein, M.D., 


F.A.C.P., Yale University School of Medicine 
approx. 350 pp. illus., 1980, $19.50 


The Rape Crisis 
Intervention Handbook 


A Guide to Victim Care 

edited by Sharon L. McCombie 

Rape Crisis Intervention Program, Beth Israel Hospital, 
Boston 


A comprehensive resource, covering medical, legal, and 
counseling needs of the rape victim. An essential 
handbook for all professionals involved in providing 
crisis intervention to rape victims. approx. 250 pẹ., illus., 
1980, $19.50 


Men Who Rape 


The Psychology of the Offender 


by A. Nicholas Groth, Ph.D. 

Director, Sex Offender Program, Connecticut 
Correctional Institution at Somers 

with H. Jean Birnbaum 


Based on over 15 years of extensive clinica experience 
with more than 500 sexual offenders, Men Who Rape 
reveals rape to be a pseudosexual ac: adcressi^g issues 
of hostility (anger) and control (power), more than passion 
(sexuality), and offers guidelines for the identification, 
diagnostic assessment, and treatment of cftenders. 

246 pp. illus., 1979, $15.00 


The Use and Misuse of 
Sleeping Pills 
A Clinical Guide 


by Wallace B. Mendelson, M.D. 
National Institute of Mental Health, Bethesda, Maryland 


The Use and Misuse of Sleeping Pills provides a 
comprehensive examination of hypnotics, cove" ng 
virtually every major area, and describing their c inical 
use. Emphasizing the potential hazards of these drugs, 
the volume combines the latest technical data with 
necessary background information and a practical 
viewpoint. approx. 225 pp., illus., 1980, $22.50 


Women's Sexual 
Development 


Outer Form and Inner Space 
edited by Martha Kirkpatrick, M.D. 


Some of the topics covered in tnis importert new work 
include femininity, the misnamed female sex orzan, 
lesbian bisexual identity, sex roles and sexuality, role of 
the father, and young women and the sexual revolution. A 
volume in Women in Context: Development and Stresses. 
approx. 350 pp. illus., 1980, $25.00 


PUBLISHING CORPORATION 





227 West 17th Street, New York, N.Y. 1001 1 
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The. more logical 
choice for 

mixed depression 
and anxiety 


o provides the well established 
antidepressant —amitriptyline — 
to relieve the depressive symptoms 
o provides the action of Librium ® 
(chlordiazepoxide HCI/Roche) 
—an antianxiety agent—not an 
antipsychotic—to relieve the 
anxious symptoms 
—d benzodiazepine with an out- 
standing safety record—not a 
phenothiazine 
o achieves rapid response and 
sustains it 


PI ou 
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The choice withoul 
phenothiazine 
drawbacks 


Minimizes risk of tardive dys- 
kinesia and other extrapyramidal 
side effects. The causal relationst 
between the phenothiazines and 
extrapyramidal side efiects, inclu 
ing tardive dyskinesia, is well estc 
lished. In contrast, the incidence 
these adverse reactions with 
Limbitrol or either of its compone 
is extremely rare. 


For a complete listing of side effects 
reported with Limbitrol, consult full 
disclosure. 


S&S 


JEPRESSED PATIENTS ARE ALSO 
pe D ' I| B ANXIOUS... 


ben 
In moderate depression 
and anxiety 


! What better reason 
lo switch from 
a phenothiazine 
combination and start prescribing 


| imbitrok e 


Tablets 5-12.5 each containing 5 mg chlordiazepoxide and 12.5 mg amitriptyline 
(as the hydrochloride salt) 

Tablets 10-25 each containing 10 mg chlordiazepoxide and 25 mg amitriptyline 
(as the hydrochloride salt) 


The nonphenothiazine formulation for 
the nonpsychotic patient 


Please see summary of product information on following page. 





LIMBITROL * TABLETS Tranquilizer-Antidepressant 


Before prescribing, please consult complete product information, a summary of which follows: 
Indications: Relief of moderate to severe depression associated with moderate to severe anxiety. 
Contraindications: Known hypersensitivity to benzodiazepines or tricyclic antidepressants. Do not 
use with monoamine oxidase (MAO) inhibitors or within 14 days following discontinuation of MAO 
inhibitors since hyperpyretic crises, severe convulsions and deaths have occurred with concom- 
itant use; then initiate cautiously, gradually increasing dosage until optima! response is achieved. 
Contraindicated during acute recovery phase following myocardial infarction. 
Warnings: Use with great care in patients with history of urinary retention or angle-closure 
glaucoma. Severe constipation may occur in patients taking tricyclic antidepressants and 
anticholinergic-type drugs. Closely supervise cardiovascular patients. (Arrhythmias, sinus 
tachycardia and prolongation of conduction time reported with use of tricyclic antidepressants, 
especially high doses. Myocardial infarction and stroke reported with use of this class of drugs.) 
Usage in Pregnancy: Use of minor tranquilizers during the first trimester should 
almost always be avoided because of increased risk of congenital malformations as 
suggested in several studies. Consider possibility of pregnancy when instituting 
therapy; advise patients to discuss therapy if they intend to or do become pregnant. 
Since physical and psychological dependence to chlordiazepoxide have been reported rarely, use 
caution in administering Limbitrol to addiction-prone individuals or those who might increase 
dosage; withdrawal symptoms following discontinuation of either component alone have been 
reported (nausea, headache and malaise for amitriptyline; symptoms [including convulsions | 
similar to those of barbiturate withdrawal for chlordiazepoxide). 
Precautions: Use with caution in patients with o history of seizures, in hyperthyroid patients or 
those on thyroid medication, and in patients with impaired renal or hepatic function. Because of 
the possibility of suicide in depressed patients, do not permit easy access to large quantities in 
these patients. Caution patients about possible combined effects with alcohol and other CNS 
depressants and against hazardous occupations requiring complete mental alertness (e.g., 
operating machinery, driving). Periodic liver function tests and blood counts are recommended 
during prolonged treatment. Amitriptyline component may block action of guanethidine or similar 
antihypertensives. Concomitant use with other psychotropic drugs has not been evaluated: seda- 
tive effects may be additive. Discontinue several days before surgery. Limit concomitant adminis- 
tration of ECT to 
essential treat- 
ment. See Warn- 
ings for precau- 


How fo initiate and 
maintain therapy 


Select dosage strength appropriate for each patient 


O Limbitrol 5-12.5 is recommended to minimize drows- 
iness and for elderly patients 

O Limbitrol 10-25 may be indicated for patients who 
tolerate medication without undue side effects 


Specify daily dosage based on symptom severity 

O An initial dosage of three tablets is recommended 

O Dosage may be increased to six tablets or decreased 
to two tablets daily as necessary 

O Once a satisfactory response is obtained, patients 
should be continued on the smallest dose required to 
maintain remission 


Utilize dosage options to best accommodate indi- 
vidual patient needs 

C1 T.I.D. or Q.I.D., familiar regimens most suited for 
patients who tolerate medication without undue drowsi- 
ness 

O Two tablets one hour before bedtime and one tablet 
midday may minimize daytime drowsiness and help 
relieve a common target symptom — insomnia 

O Entire dosage h.s. to take maximum advantage of 
the sedative effect 


== Your guide to patient management... 


should not be 
taken during the 
nursing period. 
Not recommend- 
ed in children 
uncer 12. 

In the elderly and debilitated, limit to smallest effective dosage to preclude ataxia, oversedation, 
confusion or anticholinergic effects. 

Adverse Reactions: Most frequently reported are those associated with either component alone: 
drowsiness, dry mouth, constipation, blurred vision, dizziness and bloating. Less frequently 
occurring reactions include vivid dreams, impotence, tremor, confusion and nasal congestion. 
Many depressive symptoms including anorexia, fatigue, weakness, restlessness and lethargy 
hove been reported as side effects of both Limbitrol and amitriptyline. Granulocytopenia, jaundice 
and hepatic dysfunction have been observed rarely. 

This list includes adverse reactions not reported with Limbitrol but requiring consideration because 
they have been reported with one or both components or closely related drugs: 

Cardiovascular: Hypotension, hypertension, tachycardia, palpitations, myocardial infarction, ar- 
rhythmias, heart block, stroke. 

Psychiatric: Euphoria, apprehension, poor concentration, delusions, hallucinations, hypomania 
and increased or decreased libido. 

Neurologic: Incoordination, ataxia, numbness, tingling and paresthesias of the extremities, ex- 
trapyramidal symptoms, syncope, changes in EEG patterns. 

Anticholinergic: Disturbance of accommodation, paralytic ileus, urinary retention, dilatation of 
urinary tract. 

Allergic: Skin rash, urticaria, photosensitization, edema of face and tongue, pruritus 
Hematologic: Bone marrow depression including agranulocytosis, eosinophilia, purpura, throm- 
bocytopenia. 

Gastrointestinal: Nausea, epigastric distress, vomiting, anorexia, stomatitis, peculiar taste, 
diarrhea, black tongue 

Endocrine: Testicular swelling and gynecomastia in the male, breast enlargement, galactorrhea 
and minor menstrual irregularities in the female and elevation and lowering of blood sugar levels. 
Other: Headache, weight gain or loss, increased perspiration, urinary frequency, mydriasis, jaun- 
dice, alopecia, parotid swelling. 

Overdosage: Immediately hospitalize patient suspected of having taken an overdose. Treatment is 
symptomatic and supportive. IV. administration of 1 to 3 mg p salicylate has been 
reported to reverse the symptoms of amitriptyline poisoning. See complete product information for 
manifestation and treatment. 

Dosage: Individualize according to symptom severity and patient response. Reduce to smallest 
effective dosage when satisfactory response is obtained. Larger portion of daily dose may be taken 
at bedtime. Single h.s. dose may suffice for some patients. Lower dosages are recommended for 
the elderly. Tii 

Limbitrol 10-25, initial dosage of three to four tablets daily in divided doses, increased up to six 
tablets or decreased to two tablets daily as required. Limbitrol 5-12.5, initial dosage of three to four 
tablets daily in divided doses, for patients who do not tolerate higher doses. 

How Supplied: White, film-coated tablets, each containing 10 mg chlordiazepoxide and 25 mg 
amitriptyline (as the hydrochloride salt) and blue, film-coated tablets, each containing 5 mg 
chlordiazepoxide and 12.5 mg amitriptyline (as the hydrochloride salt) — bottles of 100 and 500; 
Tel-E-Dose * packages of 100, available in trays of 4 reverse-numbered boxes of 25, and in boxes 
containing 10 strips of 10, Prescription Paks of 50. 


ROCHE PRODUCTS INC. 
Manati, Puerto Rico 00701 


when you decide medication is needed 


How to make each patient an 
informed patient 


l. Discuss with patients the probability that they will 
experience drowsiness, especially during the first week. 
2. Reassure your patients that drowsiness is one indica- 
tion that the medication is working and that it mcy help 
alleviate their insomnia. 

3. Encourage patients to report if drowsiness becomes 
troublesome so that, if necessary, dosage schedule can 
be adjusted. 

4. Caution patients about the combined effects with 
alcohol or other CNS depressants. Let them know that 
the additive effects may produce a harmful level of seda- 
tion and CNS depression. 

5. Caution patients about activities requiring complete 
mental alertness, such as operating machinery or driv- 
ing a car. 

6. Warn pregnant patients and patients of childbearing 
age that the safety of Limbitrol in pregnancy has not yet 
been established. 

Please see complete product disclosure for other pertinent information. 


Limbitrol should not be used under the 
following circumstances: = 


1. Hypersensitivity to benzodiazepines 
or tricyclic antidepressants. 

2. Concomitantly with an MAO 
inhibitor. To replace an MAO in- 
hibitor with Limbitrol, discontinue 
MAO inhibitor for a minimum of 14 = ies 
days before cautiously initiating . ees 






Limbitrol therapy. | od ale L0 
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In moderate depression and anxiety 


Limbitrole 


Relief without a phenothiazine 


Nucleus of your working library... 
the most current, most comprehensive 
psychiatric text you can own. 


COMPREHENSIVE 
TEXTBOOK OF 
PSYCHIATRY/III 


HAROLD I. KAPLAN, MD 


Professor of Psychiatry, New York 
University School of Medicine, New York, New York 


ALFRED M. FREEDMAN, MD 


£3 Professor of Psychiatry and Chairman, Department 
Q of Psychiatry, New York Medical College, Valhal a, New York 


S 
BENJAMIN J. SADOCK, MD 
Professor of Psychiatry, New York 
University School of Medicine, New York, New York 


With 235 contributors 


Bara 


IU 


iow 
RR 
> pr "a 


"Aa 

wpe 
uxyde wy 
Ake qs 


kat 


A SOME 
Ht VC S 
eu pay 


Sees 
NER p 


T Seeman 


3t Qf 1X3 
3^AISN3HAJAdiNOS 


NOSSA VOR 


a5 


wh 


CASA 


LE TE Med eO: 


2 tA ROTI OP HD T IUIS Nt rt enr rn aer 
IE DIS d a OA A SS rir an e 


2 
0 
Z 


_ gO WOOS1X31 
SAISNSH Sudo) 


= 


A /AXAANX | ADA: 
20 RO 


VA ao ) CCS 


EVA KL 
= Bk, 


eit athe oW 


i3 Ok 


» 
b a R 
1 M 





IE /AM Aw 


Lass 2 — CRM i 








Now, the only current, comprehensive, and definitive "Crisis Intervention” by Peter Sifneos... 

reference to all of psychiatry is the new Comprehensive And John Davis covering all that’s significant in psych> 
Textbook of Psychiatry/III. pharmacology. 

CTP/III is wholly new. Because the NEW official DSM- Also ... new organizing overviews for schizophrenia by 

III terminology and nosology are incorporated into every Robert Cancro and affective disorders by Gera d Kleeman, 
one of the 263 sections and 57 chapters that make up this ...À new section on "Personality Disorders” by George 
massive, contemporary library of information. Vaillant and Christopher Perry 


. the definitive statement on affective disorders of cFil- 
dren from Leon Cytryn & Donald Mcknew of NIMH 
. a completely new education chapter that teaches, 
for the first time, how to take objective board 
PEST n exams... 
The new edition is 42% bigger. It's added almost 1,200 And Ralph Slovenko's new contribution on ` Law & Psychiatry: 
pages of new material, so CTP/III bears little relation to the * Partial lisfine on hy 
old edition. And it's now bound in 3 volumes instead of 2 EN d 
for more convenient use and handling. 


CTP/III gives you NEW chapters... and NEW contributors 


The new CTP/III belongs on your working bookshelf. And 
because you won 1 make another professional investment 
this year that equals this one in importance. you need the 
rest of the facts. 


June 1980/about 4,000 pages in 3 volumes 
(with slipcase)/621 illustrations/$168.95 








n p r 
(see “Highlights of the New CTP/ TII"). And every article CJ | wish to reserve my copy of CTP/III (4520-2) for free 20-day examination. 
I p 
from the second edition has been updated and revised .. . i O Check enclosed. Publisher pays all postage and handling. “ull réund privilege. 
most have been completely rewritten to reflect the most D | wish to take advantage of rive & Wilkins extended payment plan. 
: ri ; Six ay: arryi arge; mini rent $30 00. 
modern thinking. Each section now represents the most i sis months 0 pay NO. CONS Se TM " Eu 
UA We Fia biec He fand antal i O Please charge to my VISA or Master Charge account. | understand that 
up-to-date exposition of that subject to be found anywhere i | may return CTP/III within 20 days of receipt and receive a full refund 
in print! | for $168.95 if I am not completely satisfied. 
o VIS O Master Charg 
HIGHLIGHTS OF THE NEW CTP/III * | M tee 

"The Life Cycle," new from Theodore Lidz... | ane s expiration date 
David Elkind on Piaget ... New content for topics like name 

"Aggression " and “Grief and Mourning `... [addres 
Anc important, relevant data on taking a patient history city state zap 

and the mental status exam. | OR, CALL US FREE 1-800-638-0072 berween 9 AM ind 4 PM. 
Anc that's not all. You'll find that every section l Mele resides cat a e t 

explains the official DSM Ill terminology both | Price slightly higher outside US. Residents of California. Maryland. and Virginia, please add sues tax 

* t A d | ot T x 

pros and cons | Williams & Wilkins 

Plus Allen Enelow discussing consultation-liaison psychiatry — 1 Dept. 347, P.O. Box 1496, Balto.. MD 21203 
l 
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How do you 
choose a minor 


Á" 





tranquilizer? 





^y^ 


TIME IN WEEKS 


LORAZEPAM PLASMA LEVELS (ng/m) 


7^ Each point represents the mean of 8 subjects. - 


Pharmacokinetics 

Ativan (lorazepam) is eliminated more rapidly 
than other benzodiazepines; generates no 
Clinically active metabolites. The half-life of 
free lorazepam is about 12 hours; steady-state 
blood levels are attained in 2-3 days. 
(Comparable data for diazepam: 20-50 hours 
and at least 7-10 days.) Ativan shows no 
evidence of accumulation, even when given in 
high doses for as long as 6 months. 

(The pharmacokinetic profile of a drug can 
define such characteristics as absorption, 
distribution, metabolism and elimination but 
Cannot, at present, be directly related to its 
therapeutic effectiveness. ) 


Copyright © 1979, Wyeth Labcratories Div of AHPC, N Y., N Y. Ali rights reserved 


Anxiety neuroses 


In many nationwide studies involving 
thousands of patients with anxiety neuroses, 
Ativan (lorazepam) consistently provided 
significant relief of anxiety, tension, agitation 
and irritability as measured by standard 
Hamilton, Global (physician rated) 

and 35-Item (patient self-rated) scales. 





v 


'hey're all about the same, aren't they? Until recently, that seemed to sum up 

he prevalent attitude about the benzodiazepines. After all, they all work similarly 
ind all are effective anxiolytics. With seven of these compounds now available, 
Yowever, differences have begun to emerge. Foremost among them: | 
lifferent metabolic pathways, which distinguish the relatively short-acting Ativan 
lorazepam) from long-acting diazepam, clorazepate and chlordiazepoxide. 

At the same time, your choice can be made with confidence in the clinical record 
>f Ativan, which confirms its value in anxiety neuroses and in significant anxiety 
issociated with functional or organic disorders, as well as in older patients. 


-onsider the record of Ativan: 





Anxiety in Anxiety in Anxiety in 

cardiovascular disorders gastrointestinal disorders the aging patient 

\tivan (lorazepam) has been specifically So far, nine common protocol, double-blind Because its simple metabolism is not readily 
»valuated and fourd effective in seven studies of Ativan have focused on anxious impaired with advancing age, and 

;:ommon protocol, double-blind studies patients with functional or organic accumulation is not likely to present a 
nvolving 423 patients (211 on Ativan) gastrointestinal complaints (457 patients, problem, Ativan is a good choice for older 
Nhose anxiety was related to organic 234 on Ativan). Ativan was clearly effective patients. Those who have trouble swallowing 
ind functional cardiovascular disorders. in reducing the anxiety of these patients. solid medication appreciate the small Ativan 
‘he cardiovascular component The gastrointestinal component has not, tablet, which is tasteless and disintegrates 
1as not, of course, been shown to be of course, been shown to be significantly within seconds in water or fruit juice. 


significantly benefited by such therapy. 


benefited by such therapy. 


FK, (lorazepam) 





See important information on following page. 


Indications and Usage: Symptomatic relief of anxiety, tension, agitation, irritability and 
insomnia associated with anxiety neuroses and transient situational disturbances; anxiety 
associated with depressive symptoms and as a treatment of symptoms of anxiety if such symp- 
toms are a significant feature of functional or organic disorders, particularly gastrointestinal or 
cardiovascular. 

Effectiveness in long-term use, i.e., more than 4 months, has not been assessed by system- 
atic clinical studies. Reassess periodically usefulness of the drug for the individual patient. 


Contraindications: Known sensitivity to benzodiazepines or acute narrow-angle glaucoma. 


Warnings: Not recommended in primary depressive disorders or psychoses. As with all CNS- 
acting drugs. warn patients on lorazepam not to operate machinery or motor vehicles, and of 
diminished tolerance for alcohol and other CNS depressants. 

Physical and Psychological Dependence: Withdrawal symptoms like those noted with barbi- 
turates and alcohol have occurred following abrupt discontinuance of benzodiazepines 
(including convulsions, tremor, abdominal and muscle cramps, vomiting and sweating). Addic- 
tion-prone individuals, e.g. drug addicts and alcoholics, should be under careful surveillance 
when on benzodiazepines because of their predisposition to habituation and dependence. 
Withdrawal symptoms have also been reported following abrupt discontinuance of benzodi- 
azepines taken continuously at therapeutic levels for several months. 


Precautions: In depression accompanying anxiety, consider possibility for suicide 

For elderly or debilitated patients, initial daily dosage should not exceed 2mg to avoid over- 
sedation 

Terminate dosage gradually since abrupt withdrawal of any antianxiety agent may result in 
symptoms like those being treated: anxiety, agitation, irritability, tension, insomnia and occa- 
sional convulsions. 

Observe usual precautions with impaired renal or hepatic function. 

Where gastrointestinal or cardiovascular disorders coexist with anxiety, note that lorazepam 
has not been shown of significant benefit in treating gastrointestinal or cardiovascular compo- 
nent 

Esophageal dilation occurred in rats treated with lorazepam for more than 1 year at 
6mg. kg. day. No effect dose was 1.25mg/kg/day (approximately 6 times the maximum human 
therapeutic dose of 10mg / day). Effect was reversible only when treatment was withdrawn within 
2 months of first observation. Clinical significance is unknown; but use of lorazepam for pro- 
longed periods and in geriatric patients requires caution and frequent monitoring for symptoms 
of upper G.I. disease. 

Safety and effectiveness in children under 12 years have not been established 


ESSENTIAL LABORATORY TESTS: Some patients have developed leukopenia; some have had 
elevations of LDH. As with other benzodiazepines, periodic blood counts and liver function tests 
are recommended during long-term therapy. 


CLINICALLY SIGNIFICANT DRUG INTERACTIONS: Benzodiazepines produce CNS depressant 
effects when administered with such medications as barbiturates or alcohol 


CARCINOGENESIS AND MUTAGENESIS: No evidence of carcinogenic potential emerged in 
rats during an 18-month study. No studies regarding mutagenesis have been performed. 


PREGNANCY: Reproductive studies were performed in mice, rats, and 2 strains of rabbits. 
Occasional anomalies (reduction of tarsals, tibia, metatarsals, malrotated limbs, gastroschisis, 
malformed skull and microphthalmia) were seen in drug-treated rabbits without relationship to 
dosage. Although all these anomalies were not present in the concurrent control group, they 
have been reported to occur randomly in historical controls. At 40mg/kg and higher, there was 
evidence of fetal resorption and increased fetal loss in rabbits which was not seen at lower 
doses. Clinical significance of these findings is not known. However, increased risk of congeni- 
tal malformations associated with use of minor tranquilizers (chlordiazepoxide, diazepam and 
meprobamate) during first trimester of pregnancy has been suggested in several studies. 
Because use of these drugs is rarely a matter of urgency, use of lorazepam during this period 
should almost always be avoided. Possibility that a woman of child-bearing potential may be 
pregnant at institution of therapy should be considered. Advise patients if they become preg- 
nant to communicate with their physician about desirability of discontinuing the drug. 

In humans, blood levels from umbilical cord blood indicate placental transfer of lorazepam 
and its glucuronide 
NURSING MOTHERS: It is not known if oral lorazepam is excreted in human milk like other 
benzodiazepines. As a general rule, nursing should not be undertaken while on a drug since 
many drugs are excreted in milk 


Adverse Reactions, if they occur, are usually observed at beginning of therapy and generally 
disappear on continued medication or on decreasing dose. In a sample of about 3,500 anxious 
patients, most frequent adverse reaction is sedation (15.996), followed by dizziness (6.996), 
weakness (4.2%) and unsteadiness (3.4%). Less frequent are disorientation, depression, nau- 
sea, change in appetite. headache. sleep disturbance, agitation, dermatological symptoms, eye 
function disturbance, various gastrointestinal symptoms and autonomic manifestations. Inci- 
dence of sedation and unsteadiness increased with age. Small decreases in blood pressure 
have been noted but are not clinically significant, probably being related to relief of anxiety. 


Overdosage: in management of overdosage with any drug, bear in mind that multiple agents 
may have been taken. Manifestations of overdosage include somnolence, confusion and coma. 
Induce vomiting and/or undertake gastric lavage followed by general supportive care, monitor- 
ing of vital signs and close observation. Hypotension, though unlikely, usually may be controlled 
with Levarterenol Bitartrate Injection U.S.P Usefulness of dialysis has not been determined. 


"Ativan:: 





Dosage: Individualize for maximum beneficial effects. Increase dose 
gradually when needed, giving higher evening dose before increasing 
daytime doses. Anxiety, usually 2-3mg/day given b.i.d. or Li.d.; dosage 
may vary from 1 to 10mg/day in divided doses. For elderly or debili- 
tated, initially 1-2mg/day; insomnia due to anxiety or transient situa- 
tional stress, 2-4mg h.s. 


How Supplied: 0.5, 1.0 and 2.0mg tablets. 


Wyeth Laboratories 


| | Pre PA 19101 


™ 


Copyright © 1979, Wyeth Laboratories 
Div. of AHPC, N.Y., N Y. All rights reserved 
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He has 

five years 

to fight for 
your life 














He is an American Heart Association 


Established Investigator, funded for five 
years to work on some phase of car- 
diovascular disease. He and his asso- 
ciates are researching ways to recognize 
a heart attack before severe damage 
Occurs. 

His ultimate goal is to decrease the 
present toll from cardiovascular diseases. 
Of the four Americans that die every 
minute this year from all causes, two will 
die from these diseases. 

He is one of over 1,400 scientists sup- 
ported by the American Heart Association 
who are fighting for your life. 

But we need more money for more 
research that may produce earlier detec- 
tion and better methods of treatment and 
prevention of cardiovascular diseases. 

When a Heart Association volunteer 
asks for your money, think of the 1,400 
scientific invesiigators. Help them fight 
for your life. 


Please give generously to the 
American Heart Association $ 


WE’RE FIGHTING FOR YOUR LIFE 


patients & 
with a profile % 
of mild to moderate 
depression... 


(TRIMPRAMINE MALEATE) 


@ Proven efficacy in depression’? 


€ Prompt relief of anxiety, even before peak 
antidepressant effects are noted? 


e Insomnia relieved in some cases as soon as 


€ Effective in single nighttime dosage 
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one week after treatment? 
after initial dosage titration? — 


e Low incidence of side effects* E 


drinks during therapy may provoke exaggerated response. Potentiation 
of effects has been reported when tricyclic antidepressants were — 
administered with sympathomimetic amines, local decongestants, - 
local anesthetics containing epinephrine, atropine, or drugs with an 
anticholinergic effect. Drugs having a parasympathetic effect, includ- 
ing tricyclic antidepressants, may alter ejaculatory response. 

Usage in pregnancy: Pregnancy Category C. Surmontil has shown evi- 
dence of embryotoxicity and/or increased incidence of major anoma- 
lies in rats or rabbits at doses 20 times the human dose. There are no 
adequate and well-controlled studies in pregnant women. Surmontil 
should be used during pregnancy only if the potential benefit justifies 
the potential risk to the fetus. 

ADVERSE REACTIONS: When tricyclic antidepressants are used, each 
of the following adverse reactions must be considered, although some 
have not in fact been reported with Surmontil (trimipramine maleate). 
Cardiovascular— Hypotension, hypertension, tachycardia, palpitation, 


s uL ocardial infarction, arrhythmias, heart block, stroke. 


iatric— Confusional states (especially in the elderly) with halluci- 
B disorientation, delusions; anxiety, restlessness, agitation; 
a and nightmares; hypomania; exacerbation of psychosis. 
Mlogic— Numbness, tingling, paresthesias of extremities; incoor- 
Fation, ataxia, tremors; peripheral neuropathy; extrapyramidal symp- 
&; seizures, alterations in EEG patterns; tinnitus. 
ergic— Dry mouth and, rarely, associated sublingual adenitis; 
ision, disturbances of accommodation, mydriasis, constipa- 
lytic ileus; urinary retention, delayed micturition, dilation of 
j tract. 
Skin rash, petechiae, urticaria, itching, NONSE ae 
ace and tongue. 
Bone-marrow depression including agranulocytosis, 4 
purpura; thrombocytopenia. Leukocyte and differentia 
d be performed in any patient who develops fever and 


as 


sore throat m therapy; the 


evidence of pathologic neutrophil depression 
Gastrointestinal — Nausea and vomit ng, anorezia, epic Tore 
diarrhea, peculiar taste, stomatitis, abdominal crag ps blac ; 
Endocrine— Gynecomastia in the male; wa 

torrhea in the female; increased or decre 

ticular swelling: elevation or depression ga 
Other—Jaundice (simulating obstg 

weight gain or loss; perspirafà 

ness, dizziness, weakne 

alopecia. - 

Withdrawal 

cessation of treatment 

headache, ang, paid 


SUPE 
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The journal for staff 
members of mental health 
facilities and agencies 


Mail to: 


Subscription Department 
Hospital & Community 
Psychiatry 

1700 18th Street, N.W. 
Washington, D.C. 20009 


O Enclosed is my check for a 
one-year subscription (12 
issues) to Hospital & 
Community Psychiatry .* 
($15 a year for members of 
the American Psychiatric 
and American Psychological 
Associations; $18 for other 
subscribers. For |. 
subscriptions mailed outside 


the U.S. add $4 a year. Make 


checks payable to the 
American Psychiatric 
Association.) 


Name 
Title or Discipline 


Address 
City 


| SY S|, 


*Individual subscriptions to pro- 
fessional journals are tax-de- 
ductible. 


Lithobid ; 
Slow-Release Lithium Carbonate 300 mg. 


Before prescribing, see complete prescribing information in Rowell literature. The 
following is a brief summary. 





WARNING 

Lithium toxicity is closely related to serum lithium levels, and can occur at 
doses close to therapeutic levels. Facilities for prompt and accurate serum 
lithium determinations should be available before initiating therapy. 





Indications: Treatment of manic episodes of manic-depressive illness. Maintenance 
therapy prevents or diminishes the intensity of subsequent episodes in manic- 
depressive patients with a history of mania. 


Warnings: Lithium should generally not be given to patients with significant renal or 
cardiovascular disease, severe debilitation or dehydration, sodium depletion, or to 
patients receiving diuretics. 


Lithium therapy has been reported in some cases to be associated with morphologic 
changes in the kidneys. 


Caution patient and family to watch for diarrhea, vomiting, tremor, mild ataxia, drowsi- 
ness, or muscular weakness as signs of lithium toxicity, and to discontinue therapy 
and contact a physician should they occur. Patients receiving combined therapy with 
lithium and an antipsychotic should be monitored closely for early evidence of neuro- 
logic toxicity and treatment discontinued promptly if such signs appear. Caution 
patients about activities requiring alertness (e.g., operating vehicles or machinery). 


Lithium should not be used in pregnancy, especially during the first trimester, unless 
potential benefits outweigh possible hazards. 


Not recommended for children under 12. 


Precautions: Lithium tolerance is greater during the acute manic phase and decreases 
when manic symptoms subside. 


Lithium therapy may lead to sodium depletion. Normal diet (including salt; and adequate 
fluid intake (2500-3000 ml) must be maintained, at least during initial stabilization 
period. Protracted sweating or diarrhea can decrease tolerance; in such cases, 
administer supplemental fluid and salt. 


Each tablet contains 40 mg of sodium chloride, equivalent to 15.7 mg of sodium. 


Sweating, diarrhea, and concomitant infection with elevated temperatures may require 
temporary reduction or cessation of dosage. 


Adverse Reactions: Mild to moderate toxic reactions may occur at serum lithium 
levels from 1.5 to 2.5 mEq/L, and moderate to severe reactions at levels from 2.0 to 
2.5 MEQ/L. Fine hand tremor, polyuria, and mild thirst may occur during initial therapy 
and persist. Transient and mild nausea and general discomfort also appear during 
initial therapy. These effects usually subside with continued treatment or temporary 
reduction or cessation of dosage. If persistent, discontinue dosage. 


Diarrhea, vomiting, drowsiness, muscular weakness, and lack of coordination may be 
early signs of toxicity and may occur at levels below 2.0 mEq/L. At higher levels, 
ataxia, giddiness, tinnitus, blurred vision, and a large output of dilute urine may be 
Seen. Serum levels above 3.0 mEq/L may produce a complex clinical picture, involving 
multiple organs and systems. Serum levels should not exceed 2.0 mEq/L during 
acute phase. 


The following reactions appear to be related to serum lithium levels, including levels 
within the therapeutic range: Neuromuscular — tremor, muscle hyperirritadility (fascicu- 
lations, twitching, clonic movements of whole limbs), ataxia, choreo-athetotic move- 
ments, hyperactive deep tendon reflex; Central Nervous System—blackout spells, 
epileptiform seizures, slurred speech, dizziness, vertigo, incontinence of urine or 
feces, somnolence, psychomotor retardation, restlessness, confusion, stupor, coma: 
Cardiovascular—cardiac arrhythmia, hypotension, peripheral circulatory collapse: 
Gastrointestinal—anorexia, nausea, vomiting, diarrhea; Genitourinary — albuminuria, 
oliguria, polyuria, glycosuria; Dermatologic — drying and thinning of hair, alopecia, 
anesthesia of skin, chronic folliculitis, exacerbation of psoriasis, xerosis cutis: 
Autonomic — blurred vision, dry mouth; Thyroid Abnormalities — euthyroid goiter and/or 
hypothyroidism (including myxedema) with lower Ta and T4. 1131 uptake may be elevated: 
EEG Changes — diffuse slowing, widening of the frequency spectrum, potentiation and 
disorganization of background rhythm; EKG Changes — reversible flattening, isoelec- 
tricity or inversion of T-waves; Miscellaneous — fatigue, lethargy, transient scotomata, 
dehydration, weight loss, tendency to sleep. 


Reactions unrelated to dosage include: transient EEG and EKG changes, leukocytosis, 
headache, diffuse nontoxic goiter with or without hypothyroidism, transient hyper- 
glycemia, generalized pruritus with or without rash, cutaneous ulcers. albuminuria, 
worsening of organic brain syndromes, excessive weight gain, edematous swelling 
of ankles or wrists, thirst or polyuria, sometimes resembling diabetes insipidus, and 
metallic taste. A single case of a syndrome resembling Raynaud's has been reported. 


Dosage and Administration: Acute Mania — 900 mg b.i.d. or 600 mg t.i.d. (1800 mg 
per day) usually will provide serum lithium levels ranging between 1.0 and 1.5 mEg/L. 
Serum levels should be determined twice per week until serum leve! and clinical 
condition have been stabilized. 


Long-Term Control — 900 mg to 1200 mg per day in two or three divided doses usually 
will maintain serum lithium levels at 0.6 to 1.2 mEq/L. Serum lithium levels should 
be monitored at least every two months. 


How Supplied: 300 mg peach-colored tablets, imprinted "ROWELL 7514" in red, 
are supplied in bottles of 100 and 1000. 


A ROWEL 


LABORATORIES, INC. 
BAUDETTE, MINN. 56623 


Do lithium 
dosage 
schedules 
keep your 
patients 
going around 
in circles? 
Lithobid 


Slow-Release Lithium 
Carbonate 300 mg. 


Now you can convert 
your lithium patients 
to this convenient, 
new b.i.d. dosage. 


Slow-Release Lithobid enables twice-a-day 
dosing as a practical route to better patient 
compliance. Patients on conventional 
lithium dosage forms can be converted to 
new Lithobid at the same daily dose, 
divided b.i.d. All patients on long-term 
lithium maintenance therapy will 
appreciate the convenience of this 
reduced dosage frequency. 


Conventional tablets or capsules cause 
serum lithium spikes. New Lithobid blunts 
these peaks and keeps post-absorption 
serum levels within bounds. 


& 
ROWELL 


LABORATORIES, INC 
BAUDETTE, MINN. 56623 


Please see preceding page for brief 
summary of prescribing information. 





specific for schizophrenia 





Specifically 
for the 
differences 








Prolixin® Injection 

Fluphenazine Hydrochloride Injection USP 
for crisis control individualized 

rapid action, short duration, less medication. 
Allows titration for patient differences. 


Prolixin® Tablets 
Fluphenazine Hydrochloride Tablets USP 


for the maintenance of “dependable” patients 
affords simplified therapy individualized with four 
potencies available for titration. 


Prolixin® Elixir 

Fluphenazine Hydrochloride Elixir USP 

for patients who "cheek" or resist solid 
medication 

assures compliance and individualized therapy 
with the same titration flexibility as the tablets. 


Prolixin Decanoate® 
Fluphenazine Decanoate Injection 


for the long-term management of the drug- 
reluctant patient and poor absorbers of oral 
medications 

delivers medication as prescribed; facilitates 
absorption where orals sometimes fail; enables 
you to tailor therapy to contact need. 
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Chronic Drug Defaulters 


Prolixin Decanoate* 
Fluphenazine Decanoate Injection 
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Prolixin Decanoate® 
Fluphenazine Decanoate Injection 





Paranoid Schizophrenics 


Prolixin Decanoate® 
Fluphenazine Decanoate Injection 











Right for schizophrenia Prolixin 


Right from the start Fluphenazine 


Please see next page for brief summaries. 





PROLIXIN® (Fluphenazine Hydrochloride) 

TABLETS/ELIXIR/INJECTION 

Prolixin Tablets (Fluphenazine Hydrochloride Tablets USP) provide 1, 2.5, 5 or 10 mg 
fluphenazine hydrochloride per tablet. Prolixin 2.5, 5, and 10 mg tablets contain FD&C Yellow 
No. 5 (tartrazine). Prolixin Elixir (Fluphenazine Hydrochloride Elixir USP) provides 0.5 mg 
fluphenazine hydrochloride per ml (2.5 mg per 5 ml teaspoonful) with 14% alcohol by volume. 
Prolixin Injection (Fluphenazine Hydrochloride Injection USP) provides 2.5 mg fluphenazine 
hydrochloride per mi; it contains 0.1% methylparaben and 0.01% propylparaben as 
preservatives. 

CONTRAINDICATIONS: In presence of suspected or established subcortical brain damage. In 
patients who have a blood dyscrasia or liver damage, or who are receiving large doses of hyp- 
notics, or who are comatose or severely depressed. In patients who have shown hypersen- 
sitivity to fluphenazine; cross-sensitivity to phenothiazine derivatives may occur. 

WARNINGS: Mental and physical abilities required for driving a car or operating heavy 
machinery may be impaired by use of this drug. Potentiation of effects of alcohol may occur. 
Safety and efficacy in children have not been established because of inadequate experience in 
use in children. 

Usage in Pregnancy: Safety for use during pregnancy has not been established; weigh 
possible hazards against potential benefits if administering this drug to pregnant patients. 
PRECAUTIONS: Caution must be exercised if another phenothiazine compound caused 
cholestatic jaundice, dermatoses or other allergic reactions because of the possibility of cross- 
sensitivity. Prolixin Tablets (Fluphenazine Hydrochloride Tablets USP) 2.5, 5, and 10 mg con- 
tain FD&C Yellow No. 5 (tartrazine) which may cause allergic-type reactions (including bron- 
chial asthma) in certain susceptible individuals. Although the overall incidence of FD&C Yellow 
No. 5 (tartrazine) sensitivity in the general population is low, it is frequently seen in patients 
who also have aspirin hypersensitivity. When psychotic patients on large doses of a pheno- 
thiazine drug are to undergo surgery, hypotensive phenomena should be watched for; less 
anesthetics or central nervous system depressants may be required. Because of added anti- 
cholinergic effects, fluphenazine may potentiate the effects of atropine. 

Use fluphenazine cautiously in patients exposed to extreme heat or phosphorus insec- 
ticides; in patients with a history of convulsive disorders since grand mal convulsions have 
occurred; and in patients with special medical disorders such as mitral insufficiency or other 
cardiovascular diseases, and pheochromocytoma. Bear in mind that with prolonged therapy 
there is the possibility of liver damage, pigmentary retinopathy, lenticular and corneal deposits, 
and development of irreversible dyskinesia. 

There is sufficient experimental evidence to conclude that chronic administration of anti- 
psychotic drugs which increase prolactin secretion has the potential to induce mammary 
neoplasms in rodents under the appropriate conditions. There are recognized differences in 
the physiological role of prolactin between rodents and humans. Since there are, at present, no 
adequate epidemiological studies, the relevance to human mammary cancer risk from pro- 
longed exposure to fluphenazine hydrochloride and other antipsychotic drugs is not known. 

Periodic checking of hepatic and renal functions and blood picture should be done. Monitor 
renal function of patients on long-term therapy; if BUN becomes abnormal, discontinue 
fluphenazine. "Silent pneumonias” are possible. 

Abrupt Withdrawal: In general, phenothiazines do not produce psychic dependence. 
However, gastritis, nausea and vomiting, dizziness, and tremulousness have been reported 
following abrupt cessation of high dose therapy; reports suggest that these symptoms can be 
reduced if concomitant antiparkinsonian agents are continued for several weeks after the 
phenothiazine is withdrawn. 

ADVERSE REACTIONS: Central Nervous System—Extrapyramidal symptoms are most fre- 
quently reported. Most often these symptoms are reversible, but they may be persistent. They 
include pseudoparkinsonism, dystonia, dyskinesia, akathisia, oculogyric crises, opisthotonos, 
hyperreflexia. The incidence and severity of such reactions will depend more on individual 
patient sensitivity, but dosage level and patient age are also determinants. As these reactions 
may be alarming, the patient should be forewarned and reassured. These reactions can usuall 
be controlled by administration of an anti-parkinsonian drug such as benztropine mesylate an 
by subsequent reduction in dosage. 

Persistent Tardive Dyskinesia: As with all antipsychotic agents, persistent and sometimes 
irreversible tardive dyskinesia may appear in some patients on long-term therapy or may occur 
after discontinuation of drug. The risk seems greater in elderly patients, especially females, on 
high dosages. The syndrome is characterized by rhythmical involuntary movements of tongue, 
face, mouth, or jaw (e.g., protrusion of tongue, puffing of cheeks, puckering of mouth, chewing 
movements) and may be accompanied by involuntary movements of extremities. There is no 
known effective therapy for tardive dyskinesia; usually the symptoms are not alleviated by anti- 
parkinsonism agents. If the symptoms appear, discontinuation of all antipsychotic agents is 
suggested. The syndrome may be masked if treatment is reinstituted, or drug dosage increased, 
or a different antipsychotic agent used. Reports are that fine vermicular movements of the 
tongue may be an early sign of the syndrome which may not develop if medication is stopped at 
that time. 

Phenothiazine derivatives have been known to cause restlessness, excitement, or bizarre 
dreams; reactivation or aggravation of psychotic processes may be encountered. If 
drowsiness or lethargy occur, the dosage may need to be reduced. Dosages, far in excess of 
the recommended amounts, may induce a catatonic-like state. 

Autonomic Nervous System— Hypertension and fluctuations in blood pressure have been 
reported. Although hypotension is rarely a problem, patients with pheochromocytoma, cerebral 
vascular or renal insufficiency or severe cardiac reserve deficiency such as mitral insufficiency 
appear to be particularly prone to this reaction and should be observed carefully. Supportive 
measures including intravenous vasopressor drugs should be instituted immediately should 
severe hypotension occur; Levarterenol Bitartrate Injection is the most suitable drug; 
epinephrine should not be used since phenothiazine derivatives have been found to reverse its 
action. Nausea, loss of appetite, salivation, polyuria, perspiration, dry mouth, headache and 
constipation may occur. Reducing or temporarily discontinuing the dosage will usually control 
these effects. Blurred vision, glaucoma, bladder paralysis, fecal impaction, paralytic ileus, 
tachycardia, or nasal congestion have occurred in some patients on phenothiazine derivatives. 

Metabolic and Endocrine— Weight change, peripheral edema, abnormal lactation, 
gynecomastia, menstrual irregularities, false results on pregnancy tests, impotency in men 
and increased libido in women have occurred in some patients on phenothiazine therapy. 

Allergic Reactions—Itching, erythema, urticaria, seborrhea, photosensitivity, eczema and 
exfoliative dermatitis have been reported with phenothiazines. The possibility of anaphylactoid 
reactions should be borne in mind. 

Hematologic—Blood dyscrasias including leukopenia, agranulocytosis, thrombocytopenic 
or nonthrombocytopenic purpura, eosinophilia, and pancytopenia have been observed with 
phenothiazines. If soreness of the mouth, gums or throat or any symptoms of upper respiratory 
infection occur and confirmatory leukocyte count indicates cellular depression, therapy should 
be discontinued and other appropriate measures instituted immediately. 

Hepatic—Liver damage manifested by cholestatic jaundice, particularly during the first 
months of therapy, may occur. treatment should be discontinued. A cephalin flocculation 
increase, sometimes accompanied by alterations in other liver function tests, has been 
reported in patients who have nad no clinical evidence of liver damage. 

Others—Sudden deaths have been reported in hospitalized patients on phenothiazines. 
Previous brain damage or seizures may be predisposing factors. High doses should be avoided 
in known seizure patients. Shortly before death, several patients showed flare-ups of psychotic 
behavicr patterns. Autopsy findings have usually revealed acute fulminating pneumonia or 
pneumonitis, aspiration of gastric contents, or intramyocardial lesions. Although not a general 
feature of fluphenazine, potentiation of central nervous system depressants such as opiates, 
analgesics, antihistamines, barbiturates, and alcohol may occur. 

Systemic lupus erythematosus-like syndrome, hypotension severe enough to cause fatal 
cardiac arrest, altered electrocardiographic and electroencephalographic tracings, altered 
cerebrcspinal fluid proteins, cerebral edema, asthma, laryngeal edema, and angioneurotic 
edema; with long-term use, skin pigmentation and lenticular and corneal opacities have 
occurred with phenothiazines. 

For full prescribing information, consult package inserts. 

HOW SUPPLIED: 7ablets—1 mg in bottles of 50 and 500; 2.5 mg and 5 mg in bottles of 50 and 
500 and in Unimatic® cartons of 100; 10 mg in bottles of 50 and 500. E/ixir—in bottles of 

473 ml (1 pint) and in 60 ml dropper-assembly bottles with dropper calibrated at 0.5 ml (0.25 
mg), 1 ml (0.5 mg), 1.5 ml (0.75 mg), and 2 ml (1 mg). /njection—in multiple-dose vials of 10 ml. 
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PROLIXIN DECANOATE® 

Fluphenazine Decanoate Injection -" 
Prolixin Decanoate (Fluphenazine Decanoate Injection) provides 25 mg fluphenazine 
decanoate per ml in a sesame oil vehicle with 1.2% (w/v) benzyl alcohol as a preservative. 
CONTRAINDICATIONS: In presence of suspected or established subcortical brain damage. In 
patients who have a blood dyscrasia or liver damage, or who are receiving large doses of hyp- 
notics, or who are comatose or severely depressed. In patients who have shown hypersen- 
sitivity to fluphenazine; cross-sensitivity to phenothiazine derivatives may occur. 

Not intended for use in children under 12. 

WARNINGS: Menta! and physical abilities required for driving a car or operating heavy 
machinery may be impaired by use of this drug. Physicians should be alert tc the possibility 
that severe adverse reactions may occur which require immediate medical attention. Potentia 
tion of effects of alcohol may occur. Safety and efficacy in children have not been established 
because of inadequate experience in use in children. 

Usage in Pregnancy: Safety for use during pregnancy has not been established; weigh 
possible hazards against potential benefits if administering this drug to pregnant patients. 
PRECAUTIONS: Caution must be exercised if another phenothiazine compound caused 
cholestatic jaundice, dermatoses or other allergic reactions because of the possibility of cros: 
sensitivity. When psychotic patients on large doses of a phenothiazine drug are to undergo 
surgery, hypotensive phenomena should be watched for; less anesthetics or central nervous 
system depressants may be required. Because of added anticholinergic effects, fluphenazine 
may potentiate the effects of atropine. 

Use fluphenazine decanoate cautiously in patients exposed to extreme heat or phosphorus 
insecticides; in patients with a history of convulsive disorders since grand mal convulsions 
have occurred; and in patients with special medical disorders such as mitral insufficiency or 
other cardiovascular diseases, and pheochromocytoma. Bear in mind that with prolonged 
therapy there is the possibility of liver damage, pigmentary retinopathy, lenticular and corneal 
deposits, and development of irreversible dyskinesia. 

Fluphenazine decanoate should be administered under the direction of a physician 
experienced in the clinical use of psychotropic drugs. Periodic checking of nepatic and renal 
functions and blooc picture should be done. Renal function of patients on long-term therapy 
should be monitored; if BUN becomes abnormal, treatment should be discontinued. ''Silent 
pneumonias” are possible. 

There is sufficient experimental evidence to conclude that chronic administration of antipsy 
chotic drugs which increase prolactin secretion has the potential to induce mammary 
neoplasms in rodents under the appropriate conditions. There are recognized differences in th 
physiological role of prolactin between rodents and humans. Since there are, at present, no 
adequate epidemiological studies, the relevance to human mammary cancer risk from pro- 
longed exposure to fluphenazine decanoate and other antipsychotic drugs is not known. 
ADVERSE REACTIONS: Central Nervous System—Extrapyramidal symptoms are most fre- 
quently reported. Most often these symptoms are reversible, but they may be persistent. They 
include pseudoparkinsonism, dystonia, dyskinesia, akathisia, oculogyric crises, opisthotonos, 
hyperreflexia. Muscle rigidity sometimes accompanied by hyperthermia has Deen reported 
following use of fluphenazine decanoate. One can expect a higher incidence of such reaction: 
with fluphenazine decanoate than with less potent piperazine derivatives or straight-chain 
phenothiazines. The incidence and severity will depend more on individual patient sensitivity, 
but dosage level and patient age are also determinants. As these reactions may be alarming, 
the patient should be forewarned and reassured. These reactions can usually be controlled by 
administration of an antiparkinsonian drug such as benztropine mesylate anc by subsequent 
reduction in dosage. 

Persistent Tardive Dyskinesia: As with all antipsychotic agents, persistent and sometimes 
irreversible tardive dyskinesia may appear in some patients on long-term therapy or may occt 
after discontinuation of drug. The risk seems greater in elderly patients, especially females, oi 
high dosages. The syndrome is characterized by rhythmical involuntary movements of tongue 
face, mouth, or jaw (e.g., protrusion of tongue, puffing of cheeks, puckering of mouth, chewin: 
movements) and may be accompanied by involuntary movements of extremities. There is no 
known effective therapy for tardive dyskinesia; usually the symptoms are not alleviated by ant 
parkinsonism agents. If the symptoms appear, discontinuation of all antipsychotic agents is 
suggested. The syndrome may be masked if treatment is reinstituted, or drug dosage increase 
or a different antipsychotic agent used. Reports are that fine vermicular movements of the 
tongue may be an early sign of the syndrome which may not develop if medication is stopped a 
that time. 

Phenothiazine derivatives have been known to cause restlessness, excitement, or bizarre 
dreams; reactivation or aggravation of psychotic processes may be encountered. If 
drowsiness or lethargy occur, the dosage may need to be reduced. Dosages. far in excess of 
the recommended amounts, may induce a catatonic-like state. 

Autonomic Nervous System—Hypertension and fluctuations in blood pressure have been 
reported. Although hypotension is rarely a problem, patients with pheochromocytoma, cerebr: 
vascular or renal insufficiency or severe cardiac reserve deficiency such as mitral insufficienc 
appear to be particularly prone to this reaction and should be observed caretully. Supportive 
measures including intravenous vasopressor drugs should be instituted immediately should 
severe hypotension occur; Levarterenol Bitartrate Injection is the most suitable drug; 
epinephrine should not be used since phenothiazine derivatives have been found to reverse it 
action. Nausea, loss of appetite, salivation, polyuria, perspiration, dry mouth, headache and 
constipation may occur. Reducing or temporarily discontinuing the dosage will usually contro 
these effects. Blurred vision, glaucoma, bladder paralysis, fecal impaction, paralytic ileus, 
tachycardia, or nasal congestion have occurred in some patients on phenothiazine derivative: 

Metabolic and Endocrine—Weight change, peripheral edema, abnormal lactation, 
gynecomastia, menstrual irregularities, false results on pregnancy tests, impotency in men 
and increased libido in women have occurred in some patients on phenothiazine therapy. 

Allergic Reactions—\tching, erythema, urticaria, seborrhea, photosensitivity, eczema and 
exfoliative dermatitis have been reported with phenothiazines. The possibility of anaphylactoi 
reactions should be borne in mind. 

Hematologic—Blood dyscrasias including leukopenia, agranulocytosis, thrombocytopenic 
or nonthrombocytopenic purpura, eosinophilia, and pancytopenia have been observed with 
phenothiazines. If soreness of the mouth, gums or throat or any symptoms of upper respiratory 
infection occur and confirmatory leukocyte count indicates cellular depression, therapy shoul 
be discontinued and other appropriate measures instituted immediately. 

Hepatic—Liver damage manifested by cholestatic jaundice, particularly during the first month 
of therapy, may occur; treatment should be discontinued. A cephalin flocculation increase, 
sometimes accompanied by alterations in other liver function tests, has beem reported in 
patients who have had no clinical evidence of liver damage. 

Others—Sudden deaths have been reported in hospitalized patients on phenothiazines. 
Previous brain damage or seizures may be predisposing factors. High doses should be avoide 
in known seizure patients. Shortly before death, several patients showed flare-ups of psychoti 
behavior patterns. Autopsy findings have usually revealed acute fulminating pneumonia or 
pneumonitis, aspiration of gastric contents, or intramyocardial lesions. Although not a genera 
feature of fluphenazine, potentiation of central nervous system depressants such as opiates, 
analgesics, antihistamines, barbiturates, and alcohol may occur. 

Systemic lupus erythematosus-like syndrome, hypotension severe enough to cause fatal 
cardiac arrest, altered electrocardiographic and electroencephalographic tracings, altered 
cerebrospinal fluid proteins, cerebral edema, asthma, laryngeal edema, and angioneurotic 
edema; with long-term use, skin pigmentation and lenticular and corneal opacities have 
occurred with phenothiazines. Local tissue reactions occur only rarely with injections of 
fluphenazine decanoate. 

For full prescribing information, consult package insert. 

HOW SUPPLIED: 1 ml Unimatic® single-dose preassembled syringes and certridge-needle 
units and 5 ml vials. 
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‘The Priceless Ingredient of every product 
is the honor and integrity of its maker. "^ 


SQUIBB 


OUR ANALYSIS MAY BE JUST 
WHAT YOUR PATIENT NEEDS. 


OPTIMUM PATIENT REMISSION THROUGH BLOOD LEVEL 
DETERMINATION FOR ALL MAJOR PSYCHOACTIVE DRUGS. 


When it comes to psychoactive drug therapy, it’s 
important to know oe patient’s exact therapeutic 
plasma level for each psychoactive drug in order to 
obtain optimum remission. 

This is where National Psychopharmacology 
Laboratory can be of real service to you...and 
your patients. 

Under the supervision of our Clinical Director 
H. Dekirmenjian, Ph.D., NPL uses methods specifi- 
cally designed to monitor therapeutic levels with the 
highest degree of accuracy, specificity and sensitivity. 

NPL can make these blood level determina- 
tions for all the major psychoactive drugs listed 
below, as well as many others. 

ANTIPSYCHOTICS ANTIANXIETY ANTIDEPRESSANTS 

Acetophenazine Chlordiazepoxide Amitriptyline” 

Butaperazine Clorazepate Clomipramine* 

Chlorpromazine as Desmethyldiazapam Desmethylclomipramine 

Chlorprothixene Diazapam* Desipramine 

Fluphenazine- Oxazepam Desmethyldoxepin 
decanoate LITHIUM Doxepin® 

Fluphenazine .2HC1 Plasma Lithium Imipramine” 

Haloperidol RBC Lithium Nortriptyline 

Loxapine MHPG Protriptyline 

Mesoridazine )-methoxy-4- OTHERS 

Perphenazine hydroxy-phenethylene 

Piperacetazine glycol 

Thioridazine 

Thiothixene *The secondary amines automatically assayed 

Trifluoperazine with no extra charge. 


With the analysis our tests provide, you can 
often reduce unwanted side effects while maintain- 
ing good remission levels. 

In most cases, test results are returned to you 
within twenty-four hours. 

For detailed information write National 
Psychopharmacology Laboratory, Inc., 9401:Park- 
west Boulevard, Knoxville, Tennessee 3792 3. 

Or phone 1-800-251-9492. 


NPL 


NATIONAL PSYCHOPHARMACOLOGY LABORATORY, INC. 











WHEN 
DEPRESSION 
EXPRESSES 
ITSELF 


SINEQUAN 


(DOXEPIN HCI) 


Artist Leonard Leff uses ANTI DEPIAESSANT 
E = EFFECTIVENESS 
Pete uf the fame of life. with Convenient 


My energies ebbed, 


my will to live decreased, once -Q-day 


and | found myself retreating 


from the activities of life to a h 0 * 
more introverted existence.” S. OSQQC 


15O-MG 
CAPSULE 


Also available in: 

100-mg, 75-mg, 50-mg, 25-mg, 12-mg 
CAPSULES and ORAL CONCENTRATE, 
10 mg/ml, in 120-ml (4-oz) bottles 


*The total daily dosage of Sinequan, up to 150 mg, may be 
administered on a once-a-day schedule without loss of 
effectiveness. 

t The 150-mg copsule strength is intended fo 
maintenance therapy only and is not recommended 
for initiation of treatment. 




















See Brief Summary on next page for information on 
contraindications, warnings, precautions and adverse 
reactions. 


ANTIDEPRESSANT 
EFFECTIVENESS 


CONVENIENT ONCE-A-DAY A. s. DOSAGE , : 


which may improve potient compliance. The total 
daily dosage, up to 150 mg per day, may be given 
on a once-a-day schedule without loss of effec- 


tiveness. Sinequan may also be given on a 





SINEQUAN 


(DOXEPIN HCI) 
150-mg 
CAPSULE 





divided dosage schedule, up to 300 mg per day. 
PROMINENT SEDATIVE EFFECT 


which may help to relieve the difficulty in falling 
and staying asleep, and the early-morning 
awakening often associated with depression. 


ESTABLISHED ANTIANXIETY ACTIVITY 


to help alleviate the anxiety which often accom- 
panies clinical depression. 


USUALLY WELL TOLERATED 


At doses up to 150 mg per day, Sinequan does not 
generally affect the antihypertensive activity of 


guanethidine and related compounds. Tachy- 
cardia and hypotension have been reported 
occasionally. Drowsiness is the most commonly ob 
served side effect. Dry mouth, blurred vision, consti- 
pation and urinary retention have been reported. 


EXTENDED RANGE 


*The 150-mg capsule strength is intended for 
maintenance therapy only and is not recommended 
for initiation of treatment. 


OF DOSAGE STRENGTHS 
for flexibility in individualizing therapy. 





BRF SUMMARY 

SINEQUAN* (doxepin HCI) Capsules/Oral Concentrate 

Contraindications. Contraindicated in individuals who have shown hypersensitivity to the drug, 
and in patients with glaucoma or a tendency to urinary retention. These disorders should be ruled 
out, particularly in older patients. Possibility of cross sensitivity with other dibenzoxepines should 
be kept in mind 

Warnings. The once-a-day dosage regimen of SINEQUAN (doxepin HCI) in patients with inter- 
current illness or patients tak ng other medications should be carefully adjusted. This is 
especially important in patients receiving other medications with anticholinergic effects. 

Usage in Geriatrics: The use of SINEQUAN on a once-a-day dosage regimen in geriatric 
patients should be adjusted carefully based on the patient's condition. 

Usage in Pregnancy: Reproduction studies performed in animals have shown no evidence of 
harm to the animal fetus. Since there is no experience in pregnant women receiving this drug, 
safety in pregnancy has not been established. There are no data with respect to the secretion of 
the drug in human milk and its effect on the nursing infant. 

Usage in Children: Usage ir children under 12 years of age is not recommended because 
safe conditions for its use have not been established. 

MAO Inhibitors: Serious side effects and even death have been reported following the 
concomitant use of certain drugs with MAO inhibitors. Therefore, MAO inhibitors should be 
discontinued at least two weeks prior to the cautious initiation of therapy with this drug. The exact 
length of time may vary and is dependent upon the particular MAO inhibitor being used, the 
length of time it has been administered and the dosage involved. 

Usage with Alcohol: it should be borne in mind that alcohol ingestion may increase the 
danger inherent in any intentional or unintentional SINEQUAN overdosage. This is especially 
important in patients who may use alcohol excessively. 

Precautions. Since drowsiness may occur with the use of this drug, patients should be warned of 
that possibility and cautioned against driving a car or operating dangerous machinery while 
taking this drug 

Patients should also be cautioned that their response to alcohol may be potentiated. 

Since suicide is an inherent risk in any depressed patient, and may remain so until significant 
improvement has occurred, patients should be closely supervised during the early course of 
therapy. Prescriptions should be written for the smallest feasible amount 

Should increased symptoms of psychosis or shift to manic symptomatology occur, it may be 

necessary to reduce dosage or add a major tranquilizer to the dosage regimen. 
Adverse Reactions. NOTE: Some of the adverse reactions noted below have not been 
specifically reported with SINEQUAN use. However, due to the close pharmacological 
Similarities among the tricyclics, the reactions should be considered when prescribing 
SINEQUAN. 

Anticholinergic Effects: Dry mouth, blurred vision, constipation, and urinary retention have 
been reported. If they do not subside with continued therapy, or become severe, it may be 
necessary to reduce the dosage 

Central Nervous System Effects: Drowsiness is the most commonly noticed side effect. This 
tends to disappear as therapy is continued. Other infrequently reported CNS side effects are 
confusion, disorientation, hallucinations, numbness, paresthesias, ataxia, and extrapyramidal 
symptoms and seizures. 

Cardiovascular: Cardiovascular effects including hypotension and tachycardia have been 
reported occasionally. 

Allergic: Skin rash, edema, photosensitization, and pruritus have occasionally occurred. 

Hematologic: Eosinophilia has been reported in a few patients. There have been occasional 
reports of bone marrow depression manifesting as agranulocytosis, leukopenia, thrombo- 
cytopenia, and purpura. 

Gastrointestinal: Nausea, vomiting, indigestion, taste disturbances, diarrhea, anorexia, and 
aphthous stomatitis have been reported. (See anticholinergic effects.) 

Endocrine: Raised or lowered libido, testicular swelling, gynecomastia in males, enlargement 
of breasts and galactorrhea in the female, raising or lowering of blood sugar levels have been 
reported with tricyclic administration. 

Other: Dizziness, tinnitus, weight gain, sweating, chills, fatigue, weakness, flushing, jaundice, 
alopecia, and headache have been occasionally observed as adverse effects. 
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Dosage and Administration. For most patients with iliness of mild to moderate severity, : 
starting daily dose of 75 mg is recommended. Dosage may subsequently be increased o 
decreased at appropriate intervals and according to individual response. The usual optimun 
dose range is 75 mg/day to 150 mg/day. 

In more severely ill patients higher doses may be required with subsequent gradual increase tt 
300 mg/day if necessary. Additional therapeutic effect is rarely to be obtained by exceeding i 
dose of 300 mg/day. 

In patients with very mild symptomatology or emotional symptoms accompanying organit 
disease, lower doses may suffice. Some of these patients have been controlled on doses as lov 
as 25-50 mg/day. 

The total daily dosage of SINEQUAN (doxepin HC!) may be given on a divided or once-a-da 
dosage schedule. If the once-a-day schedule is employed the maximum recommended dose i: 
150 mg/day. This dose may be given at bedtime. The 150 mg capsule strength is intended fo 
maintenance therapy only and is not recommended for initiation of treatment. 

Antianxiety effect is apparent before the antidepressant effect. Optimal antidepressant effec 
may not be evident for two to three weeks. 

Overdosage. 
A. Signs and Symptoms 

1. Mild: Drowsiness, stupor, blurred vision, excessive dryness of mouth. 

2. Severe: Respiratory depression, hypotension, coma, convulsions, cardiac arrhythmias anc 
tachycardias. 

Also: urinary retention (bladder atony), decreased gastrointestinal motility (paralytic ileus) 
hyperthermia (or hypothermia), hypertension, dilated pupils, hyperactive reflexes. 

B. Management and Treatment 

1. Mild: Observation and supportive therapy is all that is usually necessary. 

2. Severe: Medical management of severe SINEQUAN overdosage consists of aggressive 

supportive therapy. If the patient is conscious, gastric lavage, with appropriate precautions tc 
prevent pulmonary aspiration, should be performed even though SINEQUAN is rapidly absorbed 
The use of activated charcoal has been recommended, as has been continuous gastric lavage 
with saline for 24 hours or more. An adequate airway should be established in comatose patients 
and assisted ventilation used if necessary EKG monitoring may be required for several days, 
since relapse after apparent recovery has been reported. Arrhythmias should be treated with the 
appropriate antiarrhythmic agent. It has been reported that many of the cardiovascular and CNS 
symptoms of tricyclic antidepressant poisoning in adults may be reversed by the slow intra- 
venous administration of 1 mg to 3 mg of physostigmine salicylate. Because physostigmine is 
rapidly metabolized, the dosage should be repeated as required. Convulsions may respond to 
standard anticonvulsant therapy; however, barbiturates may potentiate any respiratory depres- 
sion. Dialysis and forced diuresis generally are not of value in the management of overdosage 
Gue to high tissue and protein binding of SINEQUAN. 
Supply. SINEQUAN is available as capsules containing doxepin HCI equivalent to: 10 mg, 75 mg, 
and 100 mg doxepin: bottles of 100, 1000, and unit-dose packages of 100 (10 x 10's). 25 mg and 
50 mg coxepin: bottles of 100, 1000, 5000, and unit-dose packages of 100 (10 x 10's). 150 mg 
doxepin: bottles of 50, 500, and unit-dose packages of 100 (10 x 10's). SINEQUAN Oral 
Concentrate (10 mg/ml) is available in 120 ml bottles with an accompanying dropper calibrated 
at 5 mg, 10 mg, 15 mg, 20 mg, and 25 mg. Each mi contains doxepin HCI equivalent to 10 mg 
doxepin. Just prior to administration, SINEQUAN Oral Concentrate should be diluted with 
approximately 120 ml of water, whole or skimmed milk, or orange, grapefruit, tomato, prune or 
pineapple juice. SINEQUAN Oral Concentrate is not physically compatible with a number of 
carbonated beverages. For those patients requiring antidepressant therapy who are on 
methadone maintenance, SINEQUAN Oral Concentrate and methadone syrup can be mixed 
together with Gatorade*, lemonade, orange juice, sugar water, Tang®, or water; but not with 
grape juice. Preparation and storage of bulk dilutions is not recommended. 


More detailed professional information available on request. 


LABORATORIES DIVISION 


PFIZER INC. 


AMERICAN HOLISTIC MEDICAL INSTITUTE 


7th. SCIENTIFIC MEETING 


HEALTHY PEOPLE: 
MEDICINE IN THE 80’s. 


LA CROSSE, WISC. JUNE 6-12 


Over 50 Lectures and workshops covering nearly all 
phases of holistic medicine: Nutrition, Sexuality, 
Biofeedback, Acupuncture, Hypnosis, many, many 
more. 


CO-SPONSORED BY: 

e St. Francis Medical Center 

e Univ. of Minn.-Duluth School of Medicine 
* Assn. of Humanistic Psychology 


IN COOPERATION WITH: 
e American College of Preventive Medicine 


DISTINGUISHED FACULTY INCLUDES: 
ELISABETH KUBLER-ROSS, THOMAS SZASZ, 
HELEN CALDICOTT, HERBERT BENSON, 
KENNETH COOPER, HAROLD BLOOMFIELD 
AND MORE! 


EARN 36 HRS. CAT. 1 CME CREDITS WHILE 
EXPERIENCING HOLISM: THE EMERGING 
NEW CONCEPT IN MEDICINE. 

For brochure and registration information write: 
A.H.M.I. Route 2, Welsh Coulee, La Crosse, WI. 54601 





GROVE SCHOOL 


ESTABLISHED 1934 


A residential treatment center for 


e |.Q. NORMAL & GIFTED 
e AGES: 12—18 
e GRADES: 6—12 


e 12 MONTH PROGRAM 
STATE ACCREDITED 

e DIPLOMA AWARDED 
COLLEGE ADMITTED 

e STUDENTS: 80 

e STAFF: 50 

e PSYCHIATRISTS: 6; 
PSYCHOLOGISTS: 2; 
TEACHERS: 22; 
PSYCHIATRIC SOCIAL 
WORKER 

e 2 INDIVIDUAL THERAPY 
SESSIONS WEEKLY 

e GROUP, RELATIONSHIP, & 

MILIEU THERAPY 


































MADISON, CONNECTICUT 
(203) 245-2778 


Brochure upon Request 






MENSANA CLINIC 


Mens Sana in Corpore Sano 


A private multidisciplinary clinic specializing in the 
treatment of chronic pain, heacache, and stress- 
related disorders. For the professional or executive 
who requires quality and confidentiality in com- 
fortable surroundings. All consultants are faculty 
members of a well-known medical schoo!. Physi- 
cian referral only. Brochure upon request. 


Write: 

Clinical Director 

Mensana Clinic 

Greenspring Valley Road 
Stevenson, Maryland 21153 


oft we 


Morris E. Chafetz, M.D., 
Founding Director of the National 
Institute on Alcohol Abuse and Alconolism, 
is pleased to announce 
the opening of a private 
residential alcoholism treatment facilizy, 


FENWICK 
HALL 


in Charleston, South Carolina. 


Phone: 
(301) 683-2403 









John H. Magill, Executive Director. 
Layton McCurdy, M.D., Medical Director. 
Phone 803-559-2461. 


Ro W457 
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Brief Summary 


LOXITANE® Loxapine Succinate Capsules 
LOXITANE® C Loxapine Hydrochloride Oral Concentrate 
LOXITANE® IM Loxapine Hydrochloride 


INDICATIONS: Manifestations of schizophrenia 


CONTRAINDICATIONS: Comatose or severely depressed 
States; hypersensitivity to the drug. 


WARNINGS: Safe use during pregnancy or lactation has not 
been established; weigh potential benefits against possible 
hazards. Not recommended for use in children under 16. May 
impair mental and/or physical abilities especially during early 
therapy; warn ambulatory patients about activities requiring alert- 
ness and concomitant use of alcohol or other CNS depressants. 
Not recommended for management of behavioral complications 
in mentally retarded patients. 


PRECAUTIONS: Use with extreme caution in patients with a his- 
tory of convulsive disorders; use with caution in patients with 
Cardiovascular disease or in those with glaucoma or a tendency 
to urinary retention particularly when on concomitant anti- 
cholinergic medication. Loxapine has an antiemetic effect in 
animals which might occur in man masking signs of overdosage 
of toxic drugs and obscuring intestinal obstruction or brain tumor 
Since possible ocular toxicity cannot be excluded, observe care- 
fully for pigmentary retinopathy and lenticular pigmentation. 
Slightly higher incidence of extrapyramidal effects possible 
following IM administration. 


ADVERSE REACTIONS: CNS effects, other than extrapyrami- 
dal, infrequent. Mild drowsiness may occur at beginning of 
therapy or upon dosage increase, usually subsides with contin- 
ued therapy. Sedation, dizziness, faintness, staggering gait, 
muscle twitching, weakness and confusional states have been 
reported. Extrapyramidal reactions often occur early in treatment, 
manifested by Parkinson-like symptoms (tremor, rigidity, exces- 
sive salivation, masked facies, akathisia); controllable by dosage 
reduction or antiparkinson drugs at usual dosages. Dystonic and 
dyskinetic reactions, while less frequently occurring, may be 
more severe, requiring dosage reduction or temporary withdrawal 
plus appropriate counteractive drugs. Persistent Tardive Dys- 
kinesia may appear during prolonged therapy or following dis- 
continuance, the risk greater in the elderly, especially females, on 
high dosage. Symptoms, persistent and in some patients appar- 
ently irreversible, are characterized by rhythmical involuntary 
movement of the tongue, face, mouth and jaw sometimes accom- 
panied by involuntary movement of extremities. Since there is no 
known effective treatment, discontinue all antipsychotic drugs if 
symptoms appear. Reinstitution of treatment, increased dosage, 
or switching to another agent may mask syndrome. The syn- 
drome may not develop if medication is stopped when fine ver- 
micular movements of the tongue first appear. Cardiovascular 
Effects: Tachycardia, hypotension, hypertension, lightheaded- 
ness and syncope. ECG changes, not known to be related to 
loxapine use, have been reported. Skin: Dermatitis, edema of 
face, pruritus, seborrhea. Possible photosensitivity and/or photo- 
toxicity; skin rashes of unknown etiology seen in a few patients in 
not summer months. Anticholinergic: Dry mouth, nasal conges- 
tion, constipation, blurred vision (more likely to occur with con- 
comitant use of antiparkinson agents). Other: Nausea, vomiting, 
weight gain or loss, dyspnea, ptosis, hyperpyrexia, flushed 
facies, headache, paresthesia, polydipsia. Rarely, galactorrhea 
and menstrual irregularity of unknown etiology. 
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Rapid management of excitement and 
agitation in the acute schizophrenic episc 


Calming of schizophrenic agitation may be 
apparent 30 minutes after initial injection of 12.5 m 
(0.25 ml) to 50 mg (1 ml) LOXITANE IM. Dependin« 
on patient response, repeat injections may be 
given within the same dosage range. Dosage shot 
not exceed 250 mg/day. 


“Data on file, Clinical Research Department, Lederle Laboratories 
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uch as galactorrhea and menstrual irregularities 
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onstipation, blurred vision, extrapyramidal effects, 


ichycardia, hypotension, hypertension, 
ghtheadedness and syncope. 
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Milligram-for-milligram equivalency with 
oral forms of LOXITANE 


Smooth transition at the same dosage level or 
upward titration when switching from LOXITANE IM 
to either capsules or oral concentrate allows 
continuing management of psychotic symptoms. 





Note: LOXITANE should be used with extreme caution in 
patients with a history of convulsive disorders since, like 
certain other neuroleptics, it lowers the convulsive threshold. 
*LOXITANE* Loxapine Succinate Capsules and 

LOXITANE® C Loxapine Hydrochloride Ora! Concentrate 
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Inmarked agitation with depression 
symptomatic relief may make the patient 
more accessible and responsive. 


Rapid relief of marked agitation in many patients 

The tranquilizer component alleviates symptoms of agitation and anxiety within a few days, 
without apparent dulling of mental acuity. Hypnotic effects from the tranquilizer component 
appear to be minimal, particularly in patients permitted to remain active. However, TRIAVIL 
may impair mental and/or physical abilities required for performance of hazardous tasks. 


Highly effective antidepressant action 

The antidepressant component relieves symptoms of depression such as poor concentration 
and feelings of hopelessness as well as early morning awakening; adequate relief of symptoms 
may take a few weeks or even longer. 


Helps break barriers to psychotherapy 
As symptoms are relieved, many patients often communicate more effectively, become more 
cooperative, and are able to return to normal daily activities. 


More prescribing convenience 

There are now five tablet strengths of TRIAVIL for ease of dosage adjustment. For man 
patients with agitation and depression, you can now initiate therapy with one TRIAVIL" 4-50, 
containing 4 mg perphenazine and 50 mg amitriptyline HCI, b.i.d. The regimen is simple, 
economical, and may well enhance patient compliance. 


Treatment with TRIAVIL— a balanced view: 
TRIAVIL is contraindicated in CNS depression from drugs, in the presence of evidence of 
bone marrow depression, and in patients hypersensitive to phenothiazines or amitriptyline. 
It should not be used during the acute recovery phase following myocardial infarction or 

in patients who have received an MAOI within two weeks. Patients with cardiovascular 
disorders should be watched closely. Not recommended in children or during pregnancy. 
TRIAVIL may impair mental and/or physical abilities required for performance of hazardous 
tasks and may enhance the response to alcohol. Antiemetic effect may obscure toxicity 
due to overdosage of other drugs or mask other disorders. The possibility of suicide in 
depressed patients remains until significant remission occurs. Such patients should not 
have access to large quantities of the drug. Hospitalize as soon as possible any patient 
suspected of having taken an overdose. 


For marked A m 
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Triavil @ 
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More dosage strengths 
than any other formulation containing 
a tranquilizer and an antidepressant 


Triavil 


containing perphenazine and amitriptyline HCI 


Available: 

TRIAVIL® 2-25: Each tablet contains 

2 mg perphenazine and 25 mg amitriptyline HCI. 
TRIAVIL® 2-10: Each tablet contains 

2 mg perphenazine and 10 mg amitriptyline HCI. 
TRIAVIL® 4-50: Each tablet contains 

4 mg perphenazine and 50 mg amitriptyline HCI. 
TRIAVIL® 4-25: Each tablet contains 

4 mg perphenazine and 25 mg amitriptyline HCI. 
TRIAVIL” 4-10: Each tablet contains 

4 mg perphenazine and 10 mg amitriptyline HCI. 


CONTRAINDICATIONS: Central nervous system depression from drugs (bar- 
biturates, alcohol, narcotics, analgesics, antihistamines); evidence of bone mar- 
row depression; known hypersensitivity to phenothiazines or amitriptyline. Should 
not be given concomitantly with a monoamine oxidase inhibitor since hyperpyretic 
crises, severe convulsions, and deaths have occurred from such combinations. 
When used to replace a monoamine oxidase inhibitor, allow a minimum of 14 days 
to elapse before initiating therapy with TRIAVIL. Therapy should then be initiated 
cautiously with gradual increase in dosage until optimum response is achieved. 
Not recommended for use during acute recovery phase following myocardial 
infarction. 

WARNINGS: TRIAVIL should not be given concomitantly with guanethidine or 
similarly acting compounds since TRIAVIL may block the antihypertensive action 
of such compounds. Use cautiously in patients with history of urinary retention, 
angle-closure glaucoma, increased intraocular pressure, or convulsive disorders. 
Dosage of anticonvulsive agents may have to be increased. In patients with 
angle-closure glaucoma, even average doses may precipitate an attack. Patients 
with cardiovascular disorders snould be watched closely. Tricyclic antidepres- 
sants, including amitriptyline HCl, have been reported to produce arrhythmias, 
sinus tachycardia, and prolongation of conduction time, particularly in high doses. 
Myocardial infarction and stroke have been reported with tricyclic antidepressant 
drugs. Close supervision is required for hyperthyroid patients or those receiving 
thyroid medication. May impair mental and/or physical abilities required for 
performance of hazardous tasks, such as operating machinery or driving a motor 
vehicle. In patients who use alcohol excessively, potentiation may increase the 
danger inherent in any suicide attempt or overdosage. Not recommended in 
children or during pregnancy. 

PRECAUTIONS: Suicide is a possibility in depressed patients and may remain 
until significant remission occurs. Such patients should not have access to large 
quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use with caution in patients 
who have previously exhibited severe adverse reactions to other phenothiazines. 
Likelihood of some untoward actions is greater with high doses. Closely supervise 
with any dosage. The antiemetic effect of perphenazine may obscure signs of 
toxicity due to overdosage of other drugs or make more difficult the diagnosis of 
disorders such as brain tumor or intestinal obstruction. A significant, not otherwise 
explained, rise in body temperature may suggest individual intolerance to 
perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed, as its action is 

blocked and partially reversed by perphenazine. Phenothiazines may potentiate 
the action of central nervous system depressants (opiates, analgesics, antihis- 
tamines, barbiturates, alcohol) and atropine. In concurrent therapy with any of 
these, TRIAVIL should be given in reduced dosage. May also potentiate the action 
of heat and phosphorous insecticides. There is sufficient experimental evidence to 
conclude that chronic administration of antipsychotic drugs which increase 
prolactin secretion has the potential to induce mammary neoplasms in rodents 
under the appropriate conditions. There are recognized differences in the 
physiological role of prolactin between rodents and humans. Since there are, at 
present, no adequate epidemiological studies, the relevance to human mammary 
cancer risk from prolonged exposure to perphenazine and other antipsychotic 
drugs is not known. 
Amitriptyline: In manic-depressive psychosis, depressed patients may experi- 
ence a shift toward the manic phase if they are treated with an antidepressant. 
Patients with paranoid symptomatology may have an exaggeration of such 
symptoms. The tranquilizing effect of TRIAVIL seems to reduce the likelihood of this 
effect. When amitriptyline HCI is given with anticholinergic agents or sympatho- 
mimetic drugs, including epinephrine combined with local anesthetics, close 
supervision and careful adjustment of dosages are required. Paralytic ileus may 
occur in patients taking tricyclic antidepressants in combination with anticholiner- 
gic-type drugs. 
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Caution is advised if patients receive large doses of ethchlorvynol concurrently. 
Transient delirium has been reported in patients who were treated with 1 g of 
ethchlorvynol and 75-150 mg of amitriptyline HCI. 

Amitriptyline HCl may enhance the response to alcohol and the effects of 
barbiturates and other CNS depressants. 

Concurrent administration of amitriptyline HCI and electroshock therapy may 
increase the hazards associated with such therapy. Such treatment should be 
limited to patients for whom it is essential. Discontinue several days befor elective 
surgery if possible. Elevation and lowering of blood sugar levels have both been 
reported. Use with caution in patients with impaired liver function. 


ADVERSE REACTIONS: Similar to those reported with either constituent alone. 
Perphenazine: Extrapyramidal symptoms (opisthotonus, oculogync crisis, 
hyperreflexia, dystonia, akathisia, acute dyskinesia, ataxia, parkinsonism) have 
been reported and can usually be controlled by the concomitant use of effective 
antiparkinsonian drugs and/or by reduction in dosage, but sometimes persist after 
discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term therapy or may 
occur after drug therapy with phenothiazines and related agents has been 
discontinued. The risk appears to be greater in elderly patients on high-dose 
therapy, especially females. Symptoms are persistent and in some patients appear 
to be irreversible. The syndrome is characterized by rhythmical involuntary 
movements of the tongue, face, mouth, or jaw. Involuntary movemens of the 
extremities sometimes occur. There is no known treatment for tardive dyskinesia; 
antiparkinsonism agents usually do not alleviate the symptoms. It is advised that all 
antipsychotic agents be discontinued if the above symptoms appear. If treatment is 
reinstituted, or dosage of the particular drug increased, or another druc substi- 
tuted, the syndrome may be masked. Fine vermicular movements of the tongue 
may be an early sign of the syndrome. The full-blown syndrome may not develop 
if medication is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, erythema, 
urticaria, eczema, up to exfoliative dermatitis); other allergic reactions (asthma, 
laryngeal edema, angioneurotic edema, anaphylactoid reactions); peripheral 
edema; reversed epinephrine effect; hyperglycemia; endocrine disturbances 
(lactation, galactorrhea, gynecomastia, disturbances of menstrual cycle); altered 
cerebrospinal fluid proteins; paradoxical excitement; hypertension, hypotension, 
tachycardia, and ECG abnormalities (quinidine-like effect); reactivation of psy- 
chotic processes; catatonic-like states; autonomic reactions, such as dry mouth 
or salivation, headache, anorexia, nausea, vomiting, Constipation, obstipation, 
urinary frequency or incontinence, blurred vision, nasal congestion, and a change 
in pulse rate; other adverse reactions reported with various phenotniazine 
compounds, but not with perphenazine, include grand mal convulsions, cerebral 
edema, polyphagia, pigmentary retinopathy, photophobia, skin pigmentatien, and 
failure of ejaculation. 

The phenothiazine compounds have produced blood dyscrasias (pancyto- 
penia, thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophilia); 
and liver damage (jaundice, biliary stasis). 

Pigmentation of the cornea and lens has been reported to occur after long-term 
administration of some phenothiazines. Although it has not been reported in 
patients receiving TRIAVIL, the possibility that it might occur should be considered. 

Hypnotic effects, lassitude, muscle weakness, and mild insomnia have also 
been reported. 

Amitriptyline: Note: Listing includes a few reactions not reported for this drug, but 
which have occurred with other pharmacologically similar tricyclic antidepressant 
drugs and must be considered when amitriptyline is administered. Cardiowascu- 
lar: Hypotension; hypertension; tachycardia; palpitation; myocardial infarction; 
arrhythmias; heart block; stroke. CNS and Neuromuscular: Confusional states; 
disturbed concentration; disorientation; delusions; hallucinations; excitement; 
anxiety; restlessness; insomnia; nightmares; numbness, tingling, and paresthesias 
of the extremities; peripheral neuropathy; incoordination; ataxia; tremors; sei- 
zures; alteration in EEG patterns; extrapyramidal symptoms; tinnitus; syndrome of 
inappropriate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth; 
blurred vision; disturbance of accommodation; increased intraocular pressure; 
constipation; paralytic ileus; urinary retention; dilatation of urinary tract. Allergic: 
Skin rash; urticaria; photosensitization; edema of face and tongue. Hematoiogic: 
Bone marrow depression including agranulocytosis; leukopenia; eosinophilia; 
purpura; thrombocytopenia. Gastrointestinal: Nausea; epigastric distress; vomit- 
ing; anorexia; stomatitis; peculiar taste; diarrhea; parotid swelling; black tomgue. 
Rarely hepatitis (including altered liver function and jaundice). Endocrine: Testic- 
ular swelling and gynecomastia in the male; breast enlargement and galactorrhea 
in the female; increased or decreased libido; elevated or lowered blood sugar 
levels. Other: Dizziness, weakness; fatigue; headache; weight gain or loss; 
increased perspiration; urinary frequency; mydriasis; drowsiness; alopecia. With- 
drawal Symptoms: Abrupt cessation after prolonged administration may produce 
nausea, headache, and malaise. These are not indicative of addiction. 

OVERDOSAGE: All patients suspected of having taken an overdosage shouid be 
admitted to a hospital as soon as possible. Treatment is symptomatic and 
supportive. However, the intravenous administration of 1-3 mg of physostigmine 
salicylate is reported to reverse the symptoms of tricyclic antidepressant poson- 
ing. Because physostigmine is rapidly metabolized, the dosage of physostigmine 
should be repeated as required particularly if life-threatening signs such as 
arrhythmias, convulsions, and deep coma recur or persist after the initial dosage of 
physostigmine. On this basis, in severe overdosage with perphenazine-amitrip- 
tyline combinations, symptomatic treatment of central anticholinergic effects with 
physostigmine salicylate should be considered. J8TR32 (DC6612215) 
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MELLARIL IS KIND 


TO MANY PATIENTS 


* minimal drug-induced akathisia, tremor, and 
other extrapyramidal side effects 


* effective control of psychotic symptoms 
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Before prescribing or administering, see Sandoz literature for full 
product information. The following is a brief summary. 


Contraindications: Severe central nervous system depression, comatose states 
from any cause, hypertensive or hypotensive heart disease of extreme degree. 


Warnings: Administer cautiously to patients who have previously exhibited a 
hypersensitivity reaction (e.g., blood dyscrasias, jaundice) to phenothiazines. 
Phenothiazines are capable of potentiating central nervous system depres- 
sants (e.g., anesthetics, opiates, alcohol, etc.) as well as atropine and 
phosphorus insecticides; carefully consider benefit versus risk in less severe 
disorders. During pregnancy, administer only when the potential benefits 
exceed the possible risks to mother and fetus. 


Precautions: There have been infrequent reports of leukopenia and/or 
agranulocytosis and convulsive seizures. In epileptic patients, anticonvulsant 
medication should also be maintained. Pigmentary retinopathy, observed 
primarily in patients receiving larger than recommended doses, is character- 
ized by diminution of visual acuity, brownish coloring of vision, and impairment 
of night vision; the possibility of its occurrence may be reduced by remaining 
within recommended dosage limits. Administer cautiously to patients 
participating in activities requiring complete mental alertness (e.g., driving), 
and increase dosage gradually. Orthostatic hypotension is more common in 
females than in males. Do not use epinephrine in treating drug-induced 
hypotension since phenothiazines may induce a reversed epinephrine effect on 
occasion. Daily doses in excess of 300 mg should be used only in severe 
neuropsychiatric conditions. 


Adverse Reactions: Centra/ Nervous System—Drowsiness, especially with 
large doses, early in treatment; infrequently, pseudoparkinsonism and other 
extrapyramidal symptoms; rarely, nocturnal confusion, hyperactivity, lethargy, 
psychotic reactions, restlessness, and headache. Autonomic Nervous 
System — Dryness of mouth, blurred vision, constipation, nausea, vomiting, 
diarrhea, nasal stuffiness, and pallor. Endocrine System — Galactorrhea, 
breast engorgement, amenorrhea, inhibition of ejaculation, and peripheral 
edema. Skin — Dermatitis and skin eruptions of the urticarial type, photosensi- 
tivity. Cardiovascular System—ECG changes (see Cardiovascular Ef- 
fects below). Other— Rare cases described as parotid swelling. 


It should be noted that efficacy, indications and untoward effects have varied 
with the different phenothiazines. It has been reported that old age lowers the 
tolerance for phenothiazines; the most common neurologic side effects are 
parkinsonism and akathisia, and the risk of agranulocytosis and leukopenia 
increases. The following reactions have occurred with phenothiazines and 
should be considered whenever one of these drugs is used. Autonomic 
Reactions—Miosis, obstipation, anorexia, paralytic ileus. Cutaneous 
Reactions—Erythema, exfoliative dermatitis, contact dermatitis. Blood 
Dyscrasias—Agranulocytosis, leukopenia, eosinophilia, thrombocytopenia, 
anemia, aplastic anemia, pancytopenia. Allergic Reactions — Fever, laryn- 
geal edema, angioneurotic edema, asthma. Hepatotoxicity—Jaundice, 
biliary stasis. Cardiovascular Effects— Changes in terminal portion of 
electrocardiogram, including prolongation of Q-T interval, lowering and 
inversion of T-wave, and appearance of a wave tentatively identified as a bifid T 
or a U wave have been observed with phenothiazines, including Mellaril 
(thioridazine); these appear to be reversible and due to altered repolarization, 
not myocardial damage. While there is no evidence of a causal relationship 
between these changes and significant disturbance of cardiac rhythm, several 
sudden and unexpected deaths apparently due to cardiac arrest have occurred 
in patients showing characteristic electrocardiographic changes while taking 
the drug. While proposed, periodic electrocardiograms are not regarded as 
predictive. Hypotension, rarely resulting in cardiac arrest. Extrapyramidal 
Symptoms — Akathisia, agitation, motor restlessness, dystonic reactions, 
trismus, torticollis, opisthotonus, oculogyric crises, tremor, muscular rigidity, 
and akinesia. Persistent Tardive Dyskinesia— Persistent and sometimes 
irreversible tardive dyskinesia, characterized by rhythmical involuntary 
movements of the tongue, face, mouth, or jaw (e.g., protrusion of tongue, 
puffing of cheeks, puckering of mouth, chewing movements) and sometimes of 
extremities may occur on long-term therapy or after discontinuation of therapy, 
the risk being greater in elderly patients on high-dose therapy, especially 
females; if symptoms appear, discontinue all antipsychotic agents. Syndrome 
may be masked if treatment is reinstituted, dosage is increased, or 
antipsychotic agent is switched. Fine vermicular movements of tongue may be 
an early sign, and syndrome may not develop if medication is stopped at that 
time. Endocrine Disturbances —Menstrual irregularities, altered libido, 
gynecomastia, lactation, weight gain, edema, false positive pregnancy tests. 
Urinary Disturbances Retention, incontinence. Others — Hyperpyrexia; 
behavioral effects suggestive of a paradoxical reaction, including excitement, 
bizarre dreams, aggravation of psychoses, and toxic confusional states; 
following long-term treatment, a peculiar skin-eye syndrome marked by 
progressive pigmentation of skin or conjunctiva and/or accompanied by 
discoloration of exposed sclera and cornea; stellate or irregular opacities of 
anterior lens and cornea; systemic lupus erythematosus-like syndrome. 


Dosage: Dosage must be individualized according to the degree of 
mental and emotional disturbance, and the smallest effective dosage 


should be determined for each patient. 
SANDOZ 
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MELLARIL IS KIND 


TO MANY PATIENTS 


* minimal drug-induced akathisia, 
tremor, and other extrapyramidal 
side effects 


* effective control of 
psychotic symptoms 





Mellaril® (thioridazine) is kind two 
ways to the patient with psychotic 
symptoms. It has an impressive 
record of relieving agitation, ex- 
citement, and hallucinations, while 
successfully helping the patient 
live and perform in the commu- 
nity. And, unlike other major tran- 
quilizers, Mellaril (thioridazine) 
causes minimal akathisia or 
other extrapyramidal symptoms. 
Mellaril (thioridazine) is contra- 

—— C indicated in patients with hyper 
tensis Or ETE = heart disease of extreme 
degree. 

Effectiveness plus infrequent side effects — that's 
the kind of kindness the physician likes to see in a 
major tranquilizer! 








MELLARIL 


(THIORIDAZINE) 


TABLETS: 50 mg, 100 mg, 150 mg, and 200 mg thioridazine HCl, USP 


MELLARIL-S™ (thioridazine) SUSPENSION, per 5 ml (teaspoon): 
thioridazine base equivalent to 100 mg thioridazine HCI, USP 
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The Clinical Application of the Biopsychosocial Model 


BY GEORGE L. ENGEL, M.D. 


How physicians approach patients and the problems 
they present is much influenced by the conceptual 
models around which their knowledge is organized. In 
this paper the implications of the biopsychosocial 
model for the study and care of a patient with an acute 
myocardial infarction are presented and contrasted 
with approaches used by adherents of the more 
traditional biomedical model. A medical rather than 
psychiatric patient was selected to emphasize the 
unity of medicine and to help define the place of 
psychiatrists in the FEHEOHOR of physicians of the 
future. 


he Vestermark award acknowledges contributions. 


to psychiatric education. For the most part 
awardees have tàken the occasion to discuss issues 
pertaining to psychiatric education. This paper will do 
.so only indirectly. In it I intend to elaborate on the 
biopsychosocial model by demonstrating its practical 
applicability to the understanding and care of a pa- 
tient. For this purpose I have deliberately selected a 
medical rather than a psychiatric patient, a man who 
experienced a myocardial infarction complicated by 
cardiac arrest. I do so to emphasize the unity of medi- 


cine and the uniqueness of physicianhood, for psychia- . considered the limitations of that model and presented 


try is a medical discipline and psychiatrists are physi- 
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cians. The biopsychosocial model is a scientific model. 
constructed to take into account the missing dimen- 
sions of the biomedical model. To the extent that it ` 
succeeds it also serves to define the educational tasks 
of medicine and particularly the tasks and roles of psy- ` 
chiatrists in the education of physicians of -he future. 
How physicians approach patients and the problems 
they present is very much influenced by the concep- . 
tual models in relationship to which. their knowledge 
and experience are organized. Commonly. however, 


physicians are largely unaware of the power such mod- . ` 


els exert on their thinking and behavior. This is be- 
cause the dominant models are not nécessarily made 
explicit. Rather, they become that part of the fabric of 
education which is taken for granted, the cultural 
background against which they learn to become physi- 
cians. Their teachers, their mentors, the texts they 
use, the practices they are encouraged to follow, and . 
even the medical institutions and administrative organ- 
izations in which they work, all reflect the prevailing 
conceptual models of the era. © 

The dominant model in medicine today is called the 
"biomedical model. The biomedical model repre- 
sents the application to medicine of the classical fac- 
tor-analytic approach that has characterized Western 
science for many centuries. Elsewhere (1-3), I have 


an alternative model, the biopsychosocial model. The 
new model is based on a systems approach. a develop- 
ment in biology hardly more than 50 years old, the ori- 
gin and elaboration of which may be credited chiefly to 
the biologists Paul Weiss and Ludwig von Bertalanffy. 

In this paper I will consider how the biopsychosocial 
model enables the physician to extend apolication of 
the scientific method to aspects of everyday practice 
and patient care heretofore not deemed accessible to a 
scientific approach. As a result the goal o7 the Flexner 
reform to educate a truly scientific physician will come 
closer to reality (4, 5). 

The most obvious fact of medicine is that it is a hu- 
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man discipline, one involving role- and task-defined 
activities of two or more people. Such roles and tasks 
are defined in a complementary fashion. Roles are 
based on the linking of the need of one party, the pa- 
tient, with an expected set of responses (services) 
from the other party, the physician. Broadly speaking, 
the need of the patient is to be relieved of ‘‘distress”’ 
rightly or wrongly attributed to '*'illness," however 
conceptualized. The expectation of the patient is that 
the other party, the physician, has the professional 
competence and: motivation to provide such relief. In 
practical terms the doctor's tasks are, first, to find out 
how and what the patient is or has been feeling and 
experiencing; then to formulate explanations (hypoth- 
eses) for the patient's feelings and experiences (the 
“why” and the ‘what for”); to engage the patient's 
participation in further clinical and laboratory studies 
to test such hypotheses; and, finally, to elicit the pa- 
tient's cooperation in activities aimed to alleviate dis- 
tress and/or correct underlying derangements that may 
be contributing to distress or disability. The patient's 
tasks and responsibilities complement those of the 
physician. 

In a broad sense this characterization of the com- 
plementary roles and tasks of physician and patient ap- 
plies to all healing and health care systems, whether 
primitive folk medicine or modern scientific medicine. 
The former is based largely on authority, tradition, and 
an appeal to magical formulae, while the latter relies 
on scientific knowlecge and the scientific method as 
the best means to achieve the goals of health and well- 
being. Both the successes and the deficiencies of the 
current scientific approach, predicated as it is on the 
biomedical model, are currently the subject of lively 
controversy. Protagonists of the biomedical model 
claim that its achievements more than justify the ex- 
pectation that in time all major problems will succumb 
to further refinements in biomedical research. Critics 
argue that such dependence on “‘science’’ in effect is 


at the expense of the humanity of the patient. This is a 


fruitless controversy which cannot be resolved be- 
cause it is predicated, by advocate and critic alike, on 
- a flawed premise, that the biomedical model is an ade- 
quate scientific model for medical research and prac- 
tice (2, 3). 

The crippling flaw of the model is that it does not 
include the patient and his attributes as a person, a 


human being. Yet in the everyday work of the physi- - 


cian the prime object of study is a person, and many of 
the data necessary for hypothesis development and 
testing are gathered within the framework of an ongo- 
ing human relationship and appear in behavioral and 
psychological forms, namely, how the patient behaves 
and what he reports about himself and his life. The 
biomedical model can make provision neither for the 
person as a whole nor for data of a psychological or 
social nature, for the reductionism and mind-body 
dualism on which the model is predicated requires that 
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these must first be reduced to physico-chemical terms 
before they can have meaning (2, 3). Hence, the very 
essence of medical practice perforce remains ‘‘art’’ 
and beyond the reach of science (6). 


THE BIOPSYCHOSOCIAL MODEL 


Focusing on what the physician does in zon- 
tradistinction to wliat the bench scientist does high- 
lights the appropriateness, indeed the necessity, of a 
systems approach, as exemplified in the proposed 
biopsychosocial model. While the bench scientist can 
with relative impunity single out and isolate for se- 
quential study components of an organized whole. the 
physician does so at the risk of neglect of, if not injury 
to, the object of study, the patient. Proponents of the 
biomedical model often cite this impossibility of deal- 
ing with a patient as one would an experimental animal 
in the laboratory to support their argument that medi- 
cine cannot ever be truly scientific. But such a con- 
tention assumes that the factor-analytic approach of 
reductionism alone qualifies as scientific. Systems the- 
ory, by providing a conceptual framework within 
which both organized wholes and component parts can 
be studied, overcomes this centuries-old limitation. 

For the clearest and most authoritative expositicn of 
systems theory in biology one must turn to the basic 
writings of Weiss (7-12) and von Bertalanffy (13-15). 
Weiss pointed out that systems theory is best ap- 
proached through.the commonsense observation that 
nature is ordered as a hierarchically arranged contin- 
uum, with its more complex, larger units super- 
ordinate to the less complex, smaller units. This may 
be represented schematically by a vertical stackinz to 
emphasize the hierarchy (see figure 1) and by a nest of 
squares to emphasize the continuum (see figure 2). Ac- 
tually there are two hierarchies: the single individual 
(person) is the highest level of the organismic Fier- 
archy and at the same time the lowest unit of the social 
hierarchy (16). 

Each level in the hierarchy represents an organized 
dynamic whole, a system of sufficient persistence and 
identity to justify being named. Its name reflects its 
distinctive properties and characteristics. Cell, organ, 
person, family each indicate a level of complex in- 
tegrated organization about the existence of which a 
high degree of consensus holds. Each system implies 
qualities and relationships distinctive for that level of 
organization, and each requires criteria for study and 
explanation unique for that level. In no way can the 
methods and rules appropriate for the study and un- 
derstanding of the cell as cell be applied to the stud» of 
the person as person or the family as family. Similarly, 
the methods needed to identify and characterize the 
components of the cell have to be different from those 
required to establish what makes for the wholeness of 
the cell. 
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FIGURE 1 
Hierarchy of Natural Systems 
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Consideration of the hierarchy as a continuum re- 
veals another obvious fact. Each system is at the same 
time a component of higher systems (figure 2). System 
cell is a component of systems tissue and organ and 
person. Person and two-person are components of 
family and community. In the continuity of natural 
systems every unit is at the very same time both a 
whole and a part. Person (or individual) represents at 
the same time the highest level of the organismic hier- 
archy and the lowest level of the social hierarchy. 
Each system as a whole has its own unique character- 
istics and dynamics; as a part it is a component of a 
higher-level system. The designation ‘‘system’’ be- 
speaks the existence of a stable configuration in time 
and space, a configuration that is maintained not only 
by the coordination of component parts in some kind 
of internal dynamic network but also by the character- 
istics of the larger system of which it is a component 
part. Stable configuration also implies the existence of 
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FIGURE 2 
Continuum of Natural Systems 
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boundaries between organized systems across which 
material and information flow. 

Nothing exists in isolation. Whether a cell or a per- 
son, every system is influenced by the cortiguration of 
the systems of which each is a part, that is, by its envi- 
ronment. More precisely, neither the cell nor the per- 
son can be fully.characterized as a dynamic system 
without characterizing the larger system s) (environ- 
ment) of which it is a part. This is implicit in the labels 
used. The designation ‘‘red blood cell" dentifies di- 
rectly and by implication the larger systzms without 
which the red blood cell has no existence. The term 
"patient" characterizes an individual ir terms of a 
larger social system. Identification of the patient by 
name, age, sex, marital status, occupation, and resi- 
dence identifies other systems of which that patient is 
a component and which in turn are part of his environ- 
ment. , | 

In scientific work the investigator generally is 
obliged to select one system level on which to concen- 
trate, or at least at which to begin, his efforts. For the 
physician that system level is always person, i.e., a 
patient. The systems-oriented scientist vill be aware 
that the task is always a dual and complementary one. 
On the one hand the constituent compcnents of the 
system must be identified and characterized in detail 
and with precision. For this end the factor-analytic ap- 
proach has served well. Application of increasingly di- 
verse and refined techniques to the study of the cell 
have almost endlessly extended knowledge of the con- 
stituent parts (systems) making up a cell. But the sys- 
tems characteristics of each component part of any 
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system must also be studied. Different approaches are 
required to gain understanding of the rules and forces 
responsible for the collective order of a system, 
whether an organelle, a cell, a person, or a commu- 
nity. These cannot be understood merely as an assem- 
blage (or reassemblage) of constituent parts (10). 

The systems-oriented scientist, including the physi- 
cian, always has in mind this distinction and the com- 
plementarity inherent in it. This stands in contrast to 
the orientation of the reductionist scientist, for whom 
confidence in the ultimate explanatory power of the 
factor-analytic approach in effect inhibits attention to 
what characterizes the whole. For medicine in particu- 
lar the neglect of the whole inherent in the reduc- 
tionism of the biomedical model is largely responsible 
for the physician's preoccupation with the body and 
with disease and the corresponding neglect of the pa- 
tient as a person. This has contributed importantly to 
the widespread publiz feeling that scientific medicine 
is impersonal, an attitude consistent with how the bio- 
medically trained physician views the place of science 
in his everyday work. For him ‘‘science’’ and the sci- 
entific method have to do with the understanding and 
treatment of disease. not with the patient and patient 
care. The reductionist scientific culture of the day is 
largely responsible for the public view of science and 
humanism as antithetical. 


APPLICATION OF THE BIOPSYCHOSOCIAL 
MODEL 


Let us examine how this antithesis between science 
and humanity might be attenuated, if not eliminated 
altogether, were the physician to approach clinical 
problems from the more inclusive pérspective of the 
systems-oriented biopsychosocial model, free of the 
constraints imposed by the exclusively reductionistic 
approach of the biomedical model. The hierarchy and 
continuum of natural systems, as depicted in figures 1 
and 2, provide a guide to the systems that the physi- 
cian keeps in mind when undertaking the care of a pa- 
tient. How this works out in practice may be illus- 
trated by a particular clinical example, the case of Mr. 
Glover (a pseudonym); a 55-year-old married real es- 
tate salesman with two adult sons, who was brought to 
the emergency department with symptoms similar to 
what he had experienced six months earlier, when he 
had had a myocardial infarction. 

We begin consideration of the model by zéndnding 
ourselves that in practice the physician's first source 
of information is the patient himself (or some other in- 
formed person). Thus, clinical study begins at the per- 
son level and takes place within a two-person system, 
the doctor-patient relationship. The data consist of re- 
ported inner experience (e.g., feelings, sensations, 
thoughts, opinions, and memories) and reported and 
observable behavior. In the instance of Mr. Glover, 
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his employer recognized that the patient was sicker 
than he acknowledged himself to be, reported her ob- 
servations to the doctor, and persuaded the patient to 
let her take him to the hospital. 

How is the clinical approach of the physician influ- 
enced by the systems perspective of the biopsychoso- 
cial model? With the systems hierarchy as a guide, the 
physician from the outset considers all information in 
terms of systems levels and the possible relevance and 
usefulness of data from each level for the patient's fur- 


. ther study and care. 


Even such minimal screening data as Mr. Glover's 
age, gender, place of residence, marital and family 
status, occupation, and employment already indicate 
systems characteristics useful for future judgments 
and decisions. The information that the patient resist- 
ed acknowledging illness, especially in the face of a 
documented heart attack six months earlier, and had 
to be persuaded to seek medical attention, tells some- 
thing of this man's psychological style and conflicts. 
From this alone the systems-oriented physician is 
alerted to the possibility, if not the probability, that the 
course of the illness and the care of the patient may be 
importantly influenced by processes at the psychologi- 
cal and interpersonal levels of organization. Of course, 
the similarity of Mr. Glover's current symptoms to 
those of his recent myocardial infarction prepares the 
physician to consider systems derangements at the 
cardiovascular level as well as at the symbolic level of 
‘another heart attack.” 

Such an inclusive approach, with consideratior: of 
all the levels of organization that might possibly be im- 
portant for immediate and long-term care, may be con- 
trasted with the parsimonious approach of the biomed- 
ical model. In that mode the ideal is to find as quickly 
as possible the simplest explanation, preferably the di- 
agnosis of a single disease, and to regard all else as 
complications, ‘‘overlay,’’ or just plain irrelevant to 
the doctor's task. For the reductionist physician a di- 
agnosis of 'acute myocardial infarction” suffices to 
characterize Mr. Glover's problem and to define the 
doctor's job. Indeed, once so categorized Mr. Glover 
is likely to be referred to by the staff as ‘‘an MI." 


The Sequence of Events 


Let us now reconstruct in systems terms the se- 
quence of events comprising the acute phase of Mr. 
Glover’s illness. To simplify presentation we arbi- 
trarily take as the starting point for this analysis the 90- 
minute period during which the patient experienced 
evolving myocardial ischemia in the form of symp- 
toms. This and subsequent critical events and their 
consequences for intra- and intersystemic harmcny 
are schematized in figures 3-9. Each diagram indi- 
cates the system level that the event in ques- 
tion affected as well as its reverberations up and 
down the systems hierarchy. Appreciating the unity of 
the hierarchy, that each system is at the same time 
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FIGURE 3 
Event 1: Corcnary Artery Occlusion 
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a component of systems higher in the hierarchy, under- 
scores the significance of the disruption of the whole- 
ness of any one system for the intactness of other sys- 
tems, especially those most proximate. These inter- 
relationships are indicated in the diagrams by using 
double arrows to connect system levels. 

Figure 3 depicts the critical event of progressive ob- 
struction of coronary artery blood flow interrupting 
the oxygen supply and disrupting the organization of a 
segment of myocardium. Note that while changes are 
taking place at the levels of tissue, cell, molecule, or- 
gan, organ system, and nervous system, illness and 
patienthocd do not become issues until the person lev- 
el is implicated, that is, not until the person experi- 
ences something untoward or exhibits some behavior 
or appearance that is interpreted as indicating illness. 
For Mr. Glover such changes began around 10 in the 
morning. While alone at his desk he began to experi- 
ence general unease and discomfort and then during 
the next minutes growing ''pressure'' over his mid-an- 
terior chest and an aching sensation down the left arm 
to the elbow. The similarity of these symptoms to 
those of his heart attack six months earlier immediate- 
ly came to mind. Thus began the threat of disruption at 
the person level and with it still another wave of rever- 
berations up and down the systems hierarchy. 

Central here is the role played by the central ner- 
vous system in the integration and regulation of the 
individual’s inner experiences and behavior and the 
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physiological adjustments occurring in response to the 
processes originating in the oxygen-deprived myo- 
cardium. Such CNS-mediated processes gre not nec- 
essarily in harmony with one another. Prysiological 
adjustments to myocardial ischemia may be countered 
by cardiovascular responses to pain and dsscomfort as 
well as by the demand for increased work »y the heart 
resulting from inappropriate behavior. 

Mr. Glover well exemplified this incompatibility be- 
tween psychological and physiological reactions. 
Whereas the infarcting of the mvocardium called for 
reducing the demand for myocardial work and mini- 
mizing such arrhythmogenic factors as excessive cate- 
cholamine secretion, the patient's psyckclogical re- 
sponse was to oscillate between alarm arc increased 
sympathetic nervous system activity and denial and in- 
appropriate physical activity (figure 3). 

As he was later to report, almost from :he start the | 
possibility of a second heart attack came -o mind, but 
he dismissed this in favor of ‘‘fatigue,’’ ‘‘gas,”’ 
"muscle strain," and, finally, "emotional tension." 
But the negation itself, ‘‘not another heart attack," 
leaves no doubt that the idea "heart attac<’’ was very 
much in his mind despite his apparent denial. Behav- 
iorally he alternated between sitting quie-ly to ''let it 
pass," pacing about the office to ‘work it off," and 
taking Alka Seltzer. Another employee came into the 
office, but Mr. Glover avoided him. 

When he could no longer deny the probability, if not 
the certainty, of another heart attack, a diferent set of 
concerns emerged as Mr. Glover's personal values of 
responsibility and independence and his fzar of losing 
control over his own destiny gained ascendancy. The 
new formula became, “‘If this really is a keart attack 
(but maybe it will still prove not to be), I must first get 
my affairs in order so that no one will te left in the 
lurch.” In this way he tried to sustain his self-image of 
competence, responsibility, and mastery, but at the 
cost of imposing an even greater burden o1 the already 
overburdened heart and cardiovascular system. In 
systems terms, feedback was becoming increasingly 
positive and a dangerous vicious cycle was in the mak- 
ing. Disruptive processes were gaining ascendancy 
over regulatory processes, increasing the risk of a le- 
thal arrhythmia (17-20). The patient persisted in this 
determined, almost frenetic behavior for more than an 
hour until the intervention of his employer brought it 
to an end and enabled him to accept hospitalization 
and patient status. 

Figure 4 diagrams the psychological stabilization 
that took place as a result of his employer's inter- 
vention and the stabilizing consequences <or other sys- 
tems. The intervention took place within the two-per- 
son system, immediately affecting person, and for the 
moment at least terminated the vicious cycle, thereby 
lessening the impact on the damaged heart of poten- 
tially deleterious extracardiac influences. By the time 
the patient reached the hospital he was n» longer hav- 
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FIGURE 4 
Event 2: Intervention of Employer 
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ing chest discomfort; he was feeling relatively calm 
and confident and was coming to terms with once 
again being a hospital patient. 

How had the employer brought about such a felici- 
tous result? We later learned from Mr. Glover that the 
employer's approach was to commend his diligence 
and sense of responsibility, even in the face of being so 
obviously ill, and to reassure him that he had left his 
work in suitable condition for others to take over. But 
she also challenged him to consider whether a higher 
responsibility to his family and his job did not require 
him to take care of himself and go to the hospital. In- 
tuitively she had appreciated this man's need to see 
himself as responsible and in control, and she had 
sensed his deep fear of being weak and helpless. 

By the time Mr. Glover was admitted to the emer- 
gency department shortly before noon he was no long- 
er baving any discomfort. But the staff agreed that 
prompt institution of a coronary care routine was 
nonetheless justified. This was in fact reassuring to the 
patient, who had by now accepted the reality of a sec- 
ond heart attack. Thirty minutes later, however, in the 
midst of the continuing workup, he abruptly lost con- 
sciousness. The monitor documented ventricular fib- 
rillation. Defibrillation was successfully carried out, 
and the patient made an uneventful recovery. 

Interviewed a few days later, Mr. Glover was able to 
reconstruct the events in the emergency department 
leading up to the cardiac arrest. His account raised 
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doubts that the onset of ventricular fibrillation could 
be ascribed solely to processes originating in the in- 
jured myocardium alone. Rather, it suggested a major 
role for extracardiac (neurogenic) influences originat- 
ing the disturbances at the two-person and person lev- 
els. According to Mr. Glover, everything had been 
proceeding smoothly until the house officers ran into 
difficulty doing an arterial puncture. They persisted in 
their fruitless efforts for some 10 minutes and then left, 
explaining only that they were going for help. For Mr. 
Glover the procedure was not only painful and dis- 
agreeable, but, more importantly, he felt his con- 
fidence in the competence of the medical staff being 
undermined and with that his sense of personal mas- 
tery and control over his situation. Rather than being 
helped by powerful but concerned and competent pro- 
fessionals he began to feel that he was being victimized 
by beginners who themselves needed help. Yet he 
couldn't bring himself to protest. His comment, tape- 
recorded, was, 


I didn't wanna tell 'em that I didn't think, ah, that I 
knew, he wasn't doing it right. . . they tried here and they 
tried there . . . the poor fellow was having such a tough 
time, he just couldn't get it. 


Within a short time the patient found himself getting 
hot and flushed. Chest pain recurred and quickly be- 
came as severe as it had been earlier that morning. 
When the staff left to get help he first felt relieved. But 
anticipating more of the same, he began to feel outrage 
and then to blame himself for having permitted himself 
to be trapped in such a predicament. A growing sense 
of impotence to do anything about his situation culmi- 
nated in his passing out as ventricular fibrillation su- 
pervened. 

This sequence of events is diagramed in figure 5. It 
provides an opportunity to draw a contrast between 
different models and how the model adhered to influ- 
ences the physician's approach. In the case of Mr. 
Glover the judgment to institute without delay an acute 
coronary regimen is beyond dispute. Differences 
emerge in the priorities set and the behavior dis- 
played by adherents of each model as they went 
about their study and care of the patient. The emergen- 
cy room approach was conventionally and narrowly 
biomedical. It was predicated on the reductionist 
premise that the cause of Mr. Glover's problem, and 
therefore the requirements for his care, could be local- 
ized to the myocardial injury. Because of this, plus the 


` high risk attendant on such injury, they felt justified 


proceeding with the technical diagnostic and treatment 
procedures, giving only passing attention to how Mr. 
Glover was feeling and reacting. When the arrest oc- 
curred the staff congratulated each other and the pa- 
tient on his good fortune, claiming that had his arrival 
in the hospital been delayed another 30 minutes, he 
might well have not survived. It was assumed that tae 
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FIGURE 5 
Event 3: Unsuccessful Attempt at Arterial Puncture 
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onset of ventricular fibrillation at 12:30 p.m. was part 
of the natural progression of the myocardial injury. 

The model used by the emergency staff in their han- 
dling of Mr. Glover was based on the factor-analytic 
design of the controlled laboratory experiment in 
which all factors are to be held constant except for the 
one under study. For the biomedically trained clinician 
this constitutes the standard against which the ''scien- 
tific" quality of clinical work is to be measured. Trans- 
lated into clinical practice it 1s typically reflected in the 
predilection to focus down on one issue at a time and 
pursue a sequential *'ruling out" technique for both 
diagnosis and treatment. 


A Different Approach 


A systems approach to Mr. Glover would have dif- 
fered in notable respects. From the outset the decision 
for and implementation of coronary care would have 
included consideration of factors other than cardiac 
status, notably those manifest at the person level. The 
interview of Mr..Glover would have been conducted in 
such a manner as to elicit simultaneously information 
needed to characterize him as a person and to evaluate 
the status of his cardiovascular system. This could 
have been readily and efficiently accomplished by hav- 
ing the patient report the symptoms in a life context, 
noting activities, reactions, feelings, and behavior as 
symptoms were evolving, as well as his life circum- 
stances at the time of onset. Particularly when consid- 
ering possible myocardial infarction is the systems-ori- 
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FIGURE 6 
Event 4: Cardiac Arrest 
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ented physician alert to information about person-level 
factors that might contribute to instability of the car- 
diovascular system. 

Valuable as a guide for the physician's personal ap- 
proach to Mr. Glover's care would have deen to learn 
how the employer had helped him accept the reality of 
his heart attack and the need for prompt medical atten- 
tion. As the coronary care regimen was being imple- 
mented, the physician would also be -losely mon- 
itoring the patient's reactions to the procedures, espe- 
cially in the light of Mr. Glover's documented 
reluctance to acknowledge a need for help. The diffi- 
culty with the arterial puncture would have been rec- 
ognized early as a risk for the patient, not just a problem 
for the doctors. Mr. Glover's failure to complain 
would have been anticipated as consiscent with his 
personality style and not interpreted as acquiescence 
to what was happening to him. Whethe- such an ap- 
proach would in fact have averted the ca-diac arrest is 
impossible to know. But certainly, suff cient experi- 
mental and clinical evidence exists linking psychologi- 
cal impasse, as displayed by Mr. Glcver, and in- 
creased risk of lethal arrhythmias, especially with pre- 
existing myocardial electrical instability (17, 19). 

Further elaboration of the biopsychosccial model as 
applied to the care of Mr. Glover may be found in fig- 
ures 6-9, which diagram in sequence tke cardiac ar- 
rest, defibrillation, and eventual stabilization of the in- 
jured myocardium, as well as what might have hap- 
pened if defibrillation had been unsuccessful. With the 
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FIGURE 7 
Event 5A: Successful Defibrillation 
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Event 5B: Unsuccessful Defibrillation 
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FIGURE 9 
Event 6: Stabilization of Myocardial Damage 


EVENT #6 SYSTEMS HIERARCHY INTRASYSTEM CHANGES 


Stabilization of SOCIETY-NATION 


myocardial damage 


* social policies re 
tall of heart disease 
and rehabilitation 


CULTURE-SUBCULTUAE —JBM- « attitudes toward 
surviver of heart 
attack 


COMMUNITY «—————— ——» * reactions to a 
changing member 
* realignments, altered 
roles and tasks 


FAMILY —————————————M * reactionsito a 
changing member 
* realignments. altered 
roles and tasks 


TWO-PERSON ————————M» e changing relationships 


PERSON — « Self image, expectations, 
Ex TER goals, needs, concerrs 
(experience & behavtor) all in flux 


NERVOUS SYSTEM ———™ + compensation 
è reintegration 


ORGAN/ORGAN SYSTEM —» ə compensating cardiovascular 


function 


TISSUE —————— ——— —» * myocardial healing 


* scaríormation 
* electrical stability 


CELL ——— —————————dM» * repair. regeneration 


MOLECULE ———— — — —— M» $ reestablished dynamic 
steady state 


aid of these diagrams the reader can readily visualize 
how events or circumstances at system levels above 
person, whether originating at those levels or occur- 
ring in response to person-level, illness-related pro- 
cesses, may in turn impinge on the person, and the 
implications for the stability of lower-level systems. 
The systems-oriented physician is conscious of re- 
sponsibilities to the patient and to the family and sig- 
nificant others. At least for the duration of the illness, 
the ^wo-person system, doctor-patient, is interposed 
between the patient and the others who constitute his 
sociai environment. Much business ordinarily con- 
ducted directly between the patient and others now fil- 
ters through the doctor, to whom all parties look for 
counsel. This is true even when the doctor is not di- 
rectly consulted, as when people invoke their notion of 
the doctor’s views in his absence. It is especially with 
respect to these system levels that the contrast be- 
tween the biomedical and biopsychosocial models is 
the greatest. For the biomedically trained physician, 
judgments and decisions bearing on interpersonal and 
social aspects of patients’ lives commonly are made 
with a minimum cf information about the people, rela- 
tionships, and circumstances involved and with even 
less knowledge and understanding of basic principles 
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underlying interpersonal and social transactions. By 
and large the physician reaches decisions on the basis 
of tradition, custom, prescribed rules, compassion, in- 
tuition, ‘‘common sense, and sometimes highly per- 
sonal self-reference. Such processes involving the per- 
son and supraperson levels, often of crucial impor- 
tance for the patient and for the significant others, 
remain outside the realm of science and critical in- 
quiry. Not so for the biopsychosocially oriented physi- 
cian, who recognizes that to best serve the patient, 
higher-system-level occurrences must be approached 
with the same rigor and critical scrutiny that are ap- 
plied to systems lower in the hierarchy. This means 
that the physician identifies and evaluates the stabiliz- 
ing and destabilizing potential of events and relation- 
ships in the patient’s social environment, not neglect- 
ing how the destabilizing effects of the patient’s illness 
on others may feed back as a further destabilizing in- 
fluence on the patient. 

Consider the responsibilities that Mr. Glover’s phy- 
sician would have had to face, for example, had Mrs. 
Glover fallen ill—or even died—under the strain of her 
husband’s illness and near-death. Consider, too, how in- 
formation about Mrs. Glover, readily available to the 
physician skilled at observation and conscious of its 
value, would enable him or her to recognize her vul- 
nerabilities and hence avert her breakdown and ill- 
ness. The continuity of systems makes attention to 
Mrs. Glover’s well-being a necessary element in Mr. 
Glover’s care. For the biopsychosocially oriented phy- 
sician this is not merely a matter of compassion and 
humanity, as some would have us believe, but one of 
rigorous application of the principles and practices of 
science, a human science (20). 

Some argue that the biopsychosocial model imposes 
an impossible demand on the physician. This misses 
the point. The model does not add anything to what is 
not already involved in patient care. Rather, it pro- 
vides a conceptual framework and a way of thinking 
that enables the physician to act rationally in areas 
now excluded from a rational approach. Further, it 
motivates the physician to become more informed and 
skillful in the psychosocial areas, disciplines now seen 
as alien and remote even by those who intuitively rec- 
ognize their importance. And finally, the model serves 
to counteract the often wasteful reductionist pursuit of 
‘what often prove to be trivial rather than crucial de- 
terminants of illness. The biopsychosocial physician is 
expected to have a working knowledge of the prin- 
ciples, language, and basic facts of each relevant dis- 
cipline; he is not expected to be an expert in all. 


THE BIOPSYCHOSOCIAL MODEL AS A 
SCIENTIFIC MODEL 


I hope the example of Mr. Glover, with all of its 
oversimplification, indicates how the working concep- 
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tual model used by the physician can influence the ap- 
proach to patient care. The biopsychosocial model is a 
scientific model. So, too, was the biomedical model. But 
as Fabrega (21) pointed out, by now it has become 
transformed into a folk model, actually the dominant 
folk model of the Western world. As such it has come 
to constitute a dogma. The hallmark o7 a scientific 
model is that it provides a framework within which the 
scientific method may be applied. The value of a scien- 
tific model is measured not by whether it is right or 
wrong but by how useful it is. It is modified or dis- 
carded when it no longer helps to generate and test 
new knowledge. Dogmas, in contrast, maintain their 
influence through authority and tradition. They resist 
change and hence tend to promote opposition and the 
promulgation of rival dogmas by dissident figures. The 
counter dogmas being put forth these davs in opposi- 
tion to biomedical dogma are called ''aolistic" and 
“humanistic” medicine. They qualify as dogmas to the - 
extent that they eschew the scientific method and lean 
instead on faith and belief systems handed down from 
remote and obscure or charismatic autkority figures. 
They tend to place science and humanism in opposi- 
tion. But as the history of the biomediczl model itself 
has shown, progress is made only where the scientific 
method is applied. The triumphs of tke biomedical 
model all have been in the areas for which the model 
has provided a suitable framework for scientific study. 
The biopsychosocial model extends that framework to 
heretofore neglected areas. 
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Toward a Rational Pharmacotherapy of Depression 


BY STEPHEN L. STERN, M.D., A. JOHN RUSH, M.D., AND J. MENDELS, M.D. 


The authors review several approaches that show 
promise for predicting which antidepressant 
medication will be best for a particular patient and for 
achieving maximum benefit from each drug. These 
include delineation of clinical and historical 
characteristics associated with response to various 
drugs, use of psychological tests, assessment of 
biochemical and electroencephalographic 
parameters, evaluation of mood response to 
amphetamine, determination of acetylator status, and 
measurement of plasma tricyclic levels and degree of 
inhibition of platelet monoamine oxidase. The authors 
believe that the use of these approaches may improve 
our ability to help depressed patients. 


he introduction of antidepressant drugs more than 

20 years ago marked a major advance in the treat- 
ment of depression. A significant problem remains, 
however, in that the selection of drug and dosage for a 
particular depressed patient is still a subjective and, at 
times, arbitrary procedure. This review focuses on 
strategies that hold promise for helping us to make a 
rational choice of medication and dosage for each de- 
pressed patient. 

We will concentrate on the three major classes of 
antidepressant drugs: tricyclic antidepressants, mono- 
amine oxidase inhibitors (MAOIs), and lithium car- 
bonate. Although the use of lithium as an antidepres- 
sant remains controversial, there is increasing evi- 
dence of its effectiveness for a subgroup of depressed 
patients (1). Certain drug combinations, which we will 
not discuss here but have been reviewed elsewhere (2), 
and some of the new antidepressant drugs (3) may have 
considerable potential. Neuroleptic agents also have 


been recommended for use in some psychotic depres- : 


sions (4). We recognize that various forms of psycho- 
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therapy, either alone or in conjunction with medica- 
tion (5, 6), may be extremely helpful for many de- 
pressed patients, and that in carefully selected cases 
ECT can be of life-saving benefit. However, these oth- 
er treatments lie outside the scope of this review. 


PREDICTION OF ANTIDEPRESSANT RESPONSE: 
NONBIOLOGIC APPROACHES 


Efforts to identify clinical and historical character- 
istics associated with positive respcnse to tricyclics, 
MAOIs, and lithium have been notec by many investi- 
gators. For a more extensive review of the predictors 
of tricyclic response, the reader is referred to the ex- 
cellent review by Bielski and Friedel (7). 


Tricyclic Antidepressants 


Personal or family history of antidepressant re- 
sponse. A history of response to tricyclics during a pa- 
tient’s previous episode of depression or of a relative’s 
response to these agents suggests a response during 
the current episode (8, 9), although this may not al- 
ways be the case (10). There is evidence that the likeli- 
hood of response to tricyclics decreases somewhat 
with each episode (7). 

Premorbid personality. A history of ‘‘neurotic”’ 
traits has been reported by some to predict a poor re- 
sponse to tricyclics (11, 12). In contrast, Kupfer and 
associates (13), studying unipolar d2pressed patients, 
found premorbid traits of chronic anxiety and obses- 
Siveness to be associated with a positive response to 
tricyclics. Since there is generally a good response to 
tricyclics in patients with unipolar endogenous depres- 
sion, who are reported to have premorbid traits of ex- 
cessive orderliness, conscientiousness, and depend- 
ency (14), it is clear that a history of at least certain 
‘‘neurotic’’ traits does not preclude tricyclic response. 
Some of the disagreement. among ir vestigators in this 
area may result from differing conceptions of ‘‘neurot- 
ic traits." Further research using well-defined criteria 
is clearly needed. 

Onset and course of illness. An insidious onset of 
depressive symptoms has been reported to correlate 
with response to tricyclic antidepressants, but the ab- 
sence of precipitating events does not apear to have 
predictive value (7). 

Current symptom profile and diagnosis. Clinical lore 


suggests that agitated or anxious patients respond bet- 
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ter to relatively sedating tricyclics, such as amitripty- 
line or doxepin. Conversely, patients with a retarded 
depression are believed to do better on a drug with 
somewhat less sedative action, such as imipramine, or 
one with an “‘activating”’ effect, such as protriptyline. 
However, this belief has not been evaluated system- 
atically. It may be valid with regard to initial symptom 
relief but not to ultimate antidepressant response. In 
this regard, psychomotor retardation has been report- 
ed to predict response to both amitriptyline and 
imipramine (and, presumably, to other tricyclic antide- 
pressants) (7). Poor appetite, weight loss, middle in- 
somnia, and early morning awakening have also been 
reported to predict response to tricyclic antidepres- 
sants (7). 

Since these are symptoms of an ‘‘endogenous’’ or 
"endogenomorphic'' (15) syndrome, it is not surpris- 
ing that a good response to tricyclic antidepressants 
has been found in patients with this syndrome (16, 17). 
It has been suggested (18) but not confirmed that pa- 
tients with unipolar endogenous depression may be 
more likely to respond to tricyclic antidepressants 
than those with a bipolar illness. 

Some (19, 20) but not all (21) investigators have re- 
ported that delusional patients do poorly on tricyclic 
drugs. Hypochondriacal symptoms have also been re- 
ported to predict a pcor response, although this may 
not be the case when these symptoms occur as part of 
a typical endogenous syndrome (11, 16). 

Varying results have been reported in studies of tri- 
cyclic response in patients with neurotic depression. 
Some authors have found improvement to be no great- 
er with tricyclics than with placebo (17), while others 
have noted a good response to the active drug (6, 22). 
This variability may reflect in part the multiple meanings 
and uses of the term ‘‘neurotic depression’’ (23). For 
example, some patients who are diagnosed as having 
. neurotic depression simply because the illness is rela- 
tively mild may also have weight loss, middle or late 
insomnia, and/or other endogenous symptoms and 
may respond well to tricyclics. It is not certain wheth- 
er patients who lack endogenous symptoms respond 
better as a group to tricyclics than to placebo. Those 
patients who suffer from a type of nonendogenous de- 
pression called ''atypical depression’’ may be espe- 
cially likely to respond to MAOIs. 


MAO Inhibitors 


Personal or family history of antidepressant re- 
sponse. A history of response to MAOIs by the patient 
or by a relative has been reported to predict a good 
response during the current episode (9), although some 
researchers disagree with this finding (10). 

Current symptom profile and diagnosis. Several in- 
vestigators have reported that patients with ‘‘atypical 
depression" respond well to MAOIs (24-26). This 
syndrome, found primarily in outpatients with a good 
premorbid history, is characterized by a fluctuating 
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dysphoric mood, often accompanied by fatigue, anx- 
iety , irritability, initial insomnia, and phobic and hypo- 
chondriacal symptoms. Most of these reports have 
been based on clinical impression, but those by Robin- 
son and associates (26) with phenelzine are based on 
carefully designed double-blind studies. Klein and Da- 
vis (27) have claimed a good response to MAOTs in 
patients with ‘‘hysteroid dysphoria,” in which fluc- 
tuating depressed mood is a feature of a chronic per- 
sonality disorder. Patients with hypersomnia and 
weight gain have also been reported to respond well to 
MAOIs (18). 

Although patients with unipolar endogenous depres- 
sion are believed not to benefit from MAOIs in most 
cases (26), it has been suggested that bipolar endoge- 
nous depressives may respond better to these drugs 
than to tricyclic antidepressants (18). 


Lithium 


Family history of bipolar illness. Mendlewicz and 
associates (28) noted that a family history of bipolar 
illness predicted a good prophylactic response to lith- 
ium in a group of bipolar patients. Baron and associ- 
ates (29), however, failed to find any association be- 
tween family history of bipolar disorder and antide- 
pressant response to lithium in a group of unipolar and 
bipolar patients. Further studies of this question are 
indicated. 

Personality traits. Kupfer and associates (13) found 
that lithium-responsive patients with unipolar depres- 
sion had relatively normal premorbid personalities, 
while unipolar tricyclic responders showed evidence 
of chronic anxiety and obsessiveness. In a study of 
bipolar depressed patients treated with lithium, we 
found that patients who did not respond had higher 
scores on the interpersonal sensitivity, paranoid 1dea- 
tion, and psychoticism scales of the SCL-90, a self- 
rating symptom checklist (30). Donnelly and associ- 
ates (31) derived from the MMPI a subscale of nine 
items that predicted women patients' antidepressant 
response to lithium with 89% accuracy and another 
nine item subscale that predicted men's response w:th 
100% accuracy. These items were derived empirically 
and do not appear to reflect any standard personality 
traits. House and Martin (32) noted that a group of pa- 
tients with low depression and psychasthenia profiles 
on the MMPI showed a poor antidepressant response 
to lithium. 

Course of illness. Patients with frequent episodes of 
mania or depression (''rapid cyclers”) have been re- 
ported to do poorly on lithium prophylaxis (33). It 
seems likely that they would also show a poor antide- 


 pressant response to lithium.. 


Diagnosis. A number of studies have indicated that 
patients with bipolar depression are more likely than 
those with unipolar depression to show an antidepres- 
sant response to lithium (1). Although it is not clear 
whether lithium is any more effective than placebo in 
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unipolar depression as a whole, some patients with 
this diagnosis have responded well (1). Some unipolar 
lithium responders may have a family history of mania 
and/or may themselves develop a manic episode in the 
future. They may also share certain characteristics 
with bipolar patients, such as a tendency to eat and 
sleep more under stress and to have labile moods (13). 


PREDICTION OF ANTIDEPRESSANT RESPONSE: 
BIOLOGIC APPROACHES l 


The likelihood that depression is biochemically het- 
erogeneous and the possibility that the various antide- 
pressants may have some important differences in 
their pharmacologic actions have stimulated an at- 
tempt to develop biologic techniques for predicting 
antidepressant response. | 


Tricyclic Antidepressants 


Since many researchers think the tricyclic antide- 
pressants exert their therapeutic action through an ef- 
fect on biogenic amine systems, several groups have 
sought to establish correlations between amine metab- 
olism and response to these drugs. The studies have 
focused primarily on 3-methoxy-4-hydroxyphenylglycol 
(MHPG), a major metabolite of brain norepinephrine 
(NE), and 5-hydroxyindoleactic acid (5-HIAA), the 
principal metabolite of brain serotonin (5-HT). 

-Urinary MHPG. A significant portion of urinary 
MHPG may derive from brain metabolism (34), al- 
though some researchers disagree (35). Urinary 
MHPG thus may provide a useful index of brain NE 
turnover. Pretreatment urinary MHPG concentration 
has been reported to be low in depressed patients who 
have a favorable response to imipramine or desipra- 
mine, whereas amitriptyline responders have been re- 
ported io have normal or high pretreatment urinary 
MHPG levels (36-38). One group of investigators has 
failed to confirm this correlation (39), and a second 
group (40) found only a nonsignificant trend. Thus, al- 
though there are some encouraging data regarding uri- 
nary MHPG levels and response to tricyclics, the evi- 
dence is not definitive. Prospective studies with larger 
numbers of patients and with concurrent measurement 
of tricyclic plasma levels are needed to verify the use- 
fulness of this technique. Some of the implications of 
these findings are discussed in greater detail below. 

Cerebrospinal fluid 5-HIAA. The measurement of 
CSF 5-HIAA concentrations—by assaying basal levels 
of the metabolite or by determining the accumulation 
of 5-HIAA after active transport is blocked by proben- 
ecid— may provide an index of serotonin turnover in 
the CNS. Patients with low levels of CSF 5-HIAA 
have been reported to respond well to chlorimipra- 
mine, a potent inhibitor of serotonin uptake (41), but 
poorly to nortriptyline, which has a major effect on NE 
uptake but not on 5-HT uptake (42). In contrast; pa- 
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tients with higher levels of CSF 5-HIAA have been re- 
ported to do well on nortriptyline (42). Similarly, pa- 
tients who respond to imipramine, which also has a 
significant effect on NE uptake, Lave been reported to 
have higher 5-HIAA levels (43). These findings have 
been interpreted as suggesting that patients with low 
CSF 5-HIAA may have a ''serotonin-deficient depres- 
sion" that responds to an inhibitor of 5-HT uptake, 
while patients with higher 5-HIAA have a ''norepi- 
nephrine-deficient depression'' that responds to drugs 
which inhibit the uptake of NE (42). 

Amphetamine response. There are reports that pa- 
tients who show mood elevation when given d-am- 
phetamine for 1-2 days will subsequently respond to 
treatment with imipramine or desipramine (44, 45). 
This procedure, if validated in studies with larger num- 
bers of patients and control of plasma im:pramine and 
desipramine levels, might be of considerable predic- 
tive benefit. i 

Maas (46) has suggested that these findings are con- 
sistent with the hypothesis that there are two sub- 
groups of depression. One group. which he calls 
Group A, is characterized by low pretreatment urinary 
MHPG levels, antidepressant response to imipramine 
or desipramine, failure to respond to amitriptyline, and 
mood elevation with d-amphetamine. The second 
group, Group B, is characterized by ncrmal or high 
pretreatment MHPG excretion, good response to ami- 
triptyline, poor antidepressant response to imipramine 
or desipramine, and lack of mood elevation with d-am- 
phetamine. Maas believes Group A. patients may be 
suffering from a disorder of NE metabolism or dis- 
position that responds to drugs with predominant ef- 
fects on NE uptake (imipramine or desipramine). 
Group B patients, in contrast, do not appear to have a 


deficit in noradrenergic function but may have a dis- 


order of the serotonergic system. This hypothesis is 
similar to the model that Asberg aad associates (42) 
have formulated on the basis of CSF 5-HIAA findings. 
Indeed, one might combine these two hypotheses by 
adding to Maas's description that Group A patients 
have normal or high CSF 5-HIAA and respond to nor- 
triptyline, while Group B patients nave low 5-HIAA 
levels and respond to chlorimipramine. 

Although these hypotheses are attractive, their key 
assumption—that patients who respond to tricyclics 
which have their main effect on NE uptake will not 
respond to drugs with a major effect on 5-HT uptake, 
and vice versa—is still open to debate. Evidence from 
plasma level studies suggests that there may be consid- 
erable overlap among patients who respcnd to the var- 
ious tricyclics. For example, Glassman and associ- 
ates (47), reported antidepressant response to imipra- 
mine in 14 patients with unipolar aondelusional 
depression whose plasma levels of imipramine plus de- 
sipramine exceeded 225 ng/ml. In a prospective study, 
Kragh-Sorensen and associates (48) found that all of 16 
endogenously depressed patients responded to nor- 
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triptyline when their plasma levels of this drug were 
adjusted to within the range of 50-150 ng/ml. Thus it 
appears that, regardless of their MHPG or 5-HIAA 
levels, most patients with endogenous depression will 
respond to optimal treatment with a tricyclic drug, as 
determined by plasma levels. It is quite possible that 
many patients who fail to respond to optimal treatment 
with a “‘noradrenergic’’ drug have normal or high 
MHPG and low 5-HIAA and may respond to a ‘‘sero- 
tonergic drug,’’ and vice versa. A study to evaluate 
these questions is needed. 

Catechol-O-methyltransferase (COMT). Davidson 
and associates (49) measured pretreatment activity of 
COMT, an important enzyme in the metabolism of cat- 
echolamines, in erythrocytes from 15 women with uni- 
polar depression who were treated with imipramine. 
They found that the lower the level of COMT activity, 
the better the antidepressant response. They sug- 
gested that COMT might also serve as a guide to dos- 
age in that patients wizh high levels of this enzyme may 
require higher dosages of imipramine. 

Sleep EEG. In anotaer innovative approach, Kupfer 
and associates (50) studied the sleep EEGs of 18 pa- 
tients with unipolar depression. They found that dur- 
ing the first 2 nights of treatment with amitriptyline, 
patients who eventually showed a good antidepressant 
response to the drug demonstrated a greater decrease 
in percentage of REM sleep, a greater increase in 
REM latency, and decreased REM activity com- 
pared with nonresponders. 


MAO Inhibitors 


The MAOI phenelzine, like other hydrazine deriva- 
tives, is probably metabolized and inactivated through 
the process of acetylation (51). The rate of phenelzine 
acetylation can be determined by administering a test 
dose of a compound like sulfapyridine, which is also 
acetylated. Using this approach, Johnstone and Marsh 
(52, 53) reported that slow acetylators attained signifi- 
cantly greater antidepressant response than fast acety- 
lators. The authors suggested that this procedure 
might be a useful predictor of whether a patient would 
respond to treatment with phenelzine. Unfortunately, 
other investigators have been unable to replicate these 
findings (51, 54, 55). Robinson and associates (26) did 
. find a small negative correlation between clinical im- 
provement and the ratio of acetylated to free sulfapyri- 
dine, i.e., the less acetvlation, the greater the improve- 
ment. All of these studies used a fixed dosage of phe- 
nelzine. If acetylator status were found to predict the 
probability of antidepressant response, it would be im- 
portant to determine whether treating fast acetylators 
with higher dosages of phenelzine might increase their 
likelihood of improvement. Thus determination of 
acetylator status conceivably could become a way to 
predict the optimal dosage of phenelzine for a given 
depressed patient. 

Isocarboxazid, also a hydrazine MAOI, has not yet 


~ 
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been studied in this manner. Tranylcypromine, the 
other MAOI currently used as an antidepressant in this 
country, is not a hydrazine derivative and is not acety- 
lated. 


Lithium 


While there is increasing evidence that some de- 
pressed patients respond to treatment with lithium, ef- 
forts to determine the biological characteristics specif- 
ic to these patients have not yet been successful. Some 
of the preliminary approaches are described in the fol- 
lowing sections. 

RBCiplasma lithium ratio. We initially reported (56) 
that depressed patients with a higher ratio of red blood 
cells (RBC) to plasma lithium were more likely to show 
an antidepressant response. However, further work 
has shown that the ratio is correlated more with diag- 
nosis (bipolar versus unipolar) than with response (30). 

Plasma Ca**/Mg** ratio. Carman and associstes 
(57) reported that a higher Ca**/Mg** ratio tended 
to predict a good antidepressant response to lithium. 
We were unable to confirm this observation (30). 

Average evoked EEG response (AER). Baron and 
associates (29), studying depressed patients, found 
that lithium responders tended to show augmentation 
of the pretreatment AER to visual stimuli, wherzas 
nonresponders tended to show reduction. Although 
the correlation between AER augmentation and lith- 
ium response was not perfect, this approach appears 
to show promise. 

CSF 5-HIAA accumulation. Goodwin and Potter 
(43) reported that depressed patients who responded 
to lithium had less pretreatment CSF 5-HIAA accumu- 
lation following probenecid administration than did 
nonresponders. In contrast, Bowers and Heninger (58) 
found a positive correlation between pretreatment 
CSF 5-HIAA and antidepressant response to lithium. 
If confirmed, the findings of Goodwin and Potter 
would be consistent with our suggestion that lithium 
may exert its therapeutic action in part through effects 
on the serotonergic system (59). 


DETERMINATION OF OPTIMAL DOSAGE 
Tricyclic Antidepressants 


With the development in the past decade of sensitive 
quantitative assays for the tricyclics, many investiga- 
tors have begun to study the relationship between 
plasma levels: of these compounds and clinical re- 
sponse. The reader is referred to a forthcoming article 
(60) for a more extensive review of this field. 

In all clinical studies with tricyclics, investigatcrs 
have measured plasma levels after patients have 
achieved steady-state, at which point (usually after 7- 
21 days of constant dosage) the amount of drug metab- 
olized and excreted daily equals the amount ingested, 
and plasma levels stabilize. Results are reported in 
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terms of total plasma tricyclic concentration, although 
only a small percentage of total plasma tricyclic is free 
drug, the rest being bound to plasma proteins (61). 
The relationship between plasma levels and clinical 
response has been studied most thoroughly for the sec- 
ondary tricyclic nortriptyline, the demethylated deriv- 
ative of amitriptyline. Most (48, 62, 63) although not all 
(64) studies with this drug have reported a curvilinear 
relationship between steady-state plasma levels of the 
drug and therapeutic response. Patients are most likely 
to respond with plasma levels of 50-150 ng/ml and less 
likely to respond when the plasma concentration is 
outside this therapeutic range. Another group has re- 
cently found similar results, although they reported an 
upper limit of 200 ng/ml (65). The range of plasma lev- 


els within which a patient is most likely to respond to — 


nortriptyline has been referred to as the “‘therapeutic 
window.'' This is an important finding; in the past, a 
clinician probably would have increased the nortripty- 
line dosage for a patient who was not responding, 
thereby inadvertently raising plasma concentrations 
too high in many cases. 

One study of the secondary tricyclic protriptyline 
has suggested a curvilinear relationship between 
plasma levels and clinical response for this drug as 
well (66). Another study, in which lower dosages of 
the drug were used, indicated a linear relationship, 
with no evidence for decreased likelihood of response 
at higher plasma levels (67). This discrepancy may re- 
flect the lower dosages and lower plasma levels at- 
tained in the second study. 

Two preliminary plasma level studies of the second- 
ary tricyclic desipramine have produced conflicting re- 
sults. One study (68) reported a linear relationship be- 
tween plasma levels and clinical response, whereas the 
other (69) reported no relationship. Methodologic 
problems make these results difficult to interpret. A 
third, better-designed study has suggested a curvilin- 
ear relationship (70). 

In studies of tertiary tricyclics, investigators have 
generally focused on the relationship between clinical 
response and plasma levels of the parent compound 
plus those of its demethylated secondary metabolite. It 
is of interest that the ratio of parent compound to de- 
methylated metabolite may vary as much as 80-fold in 
diferent individuals (71). 

Imipramine has been the most carefully studied of 
the tertiary tricyclics. The two largest and most thor- 
ough imipramine studies have found maximal antide- 
pressant response when combined plasma levels of 
imipramine and desipramine exceeded 225-240 ng/ml 
(47, 71), with no evidence of a therapeutic window. 
Two other groups also found a positive correlation 
between combined plasma levels and clinical response 
(72, 73), while a third did not (74). Glassman and asso- 
ciates (47) have reported that two-thirds of patients re- 
ceiving a median dosage of 225 mg/day of imipramine 
failed to achieve optimal combined plasma levels of 
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225 ng/ml. This finding, coupled with the results of a 
study by Simpson and associates (75) of high-dosage 
imipramine, suggests that the standard dosage of 150 
mg/day is inadequate for many patients and that great- 
er benefit may be achieved by increasing dosage, if 
necessary, well beyond 150 mg/day, even in the ab- 
sence of plasma level determinations. 

Several groups (76-78) have reported a linear rela- 
tionship between therapeutic response to amitriptyline 
and plasma levels of amitriptyline plus its metabolite 
nortriptyline, although these studies disagrze as to the 
plasma concentrations required for maximal response. 
Other reports have suggested the possibilitv of a thera- 
peutic window (79), while still others have found no 
relationship between plasma levels and therapeutic re- 
sponse to amitriptyline (807. 

Two groups have studied patients treatec with doxe- 
pin. One reported a linear relationship between thera- 
peutic response and plasma concentrations of doxepin 
plus desmethyldoxepin (81), while the cther noted a 
similar correlation with levels of desmz:hyldoxepin 
but no relationship between levels of the parent com- 
pound and clinical response (82). 

Although the relationship between plasma tricyclic 
levels and clinical response has not yet been fully 
elucidated, it seems likely that determination of 
plasma levels will become a major aid in the effective 
use of these agents. Interindividual variations in the 
ratio of parent tertiary compound to secondary metab- - 
olite and in the percentage of free drug could conceiv- 
ably account for some of the discrepancies in the stud- 
ies we have cited, such as those involving amitripty- 
line. The development of relatively inexpensive 
techniques such as radioimmunoassay and high-pres- 
sure liquid chromatography may within a few years 
make tricyclic plasma levels as easily obtainable as 
serum lithium levels are now. 

Plasma levels may be used in a variety of ways to 
increase benefits from tricyclic drugs. Oae interesting 
approach, pioneered by Cooper and Simpson with nor- 
triptyline (83), is a test in which the daily dosage of 
tricyclic that a patient will require to achieve optimal 
steady-state plasma levels (referred to as the optimal 
dosage) is predicted by measuring plasma levels 24 
hours after a single dose. Although this test has not yet 
received full prospective validation, the preliminary 
results are encouraging. Using a similar zoproach, we 
have developed a test for predicting the optimal dos- 
age of imipramine (84), which we are currently at- 
tempting to validate in a prospective studv. Data from 
our laboratory also indicate a high correlation between 
24-hour and steady-state plasma levels in patients 
treated with desipramine (84) and amitziptyline (85). 
Development of predictive tests for desipramine and 
amitriptyline awaits further studies of the relationship 
between plasma levels and clinical response to these 
antidepressants. 

Use of a predictive test should enable the clinician 
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to raise a patient’s tricyclic dosage rapidly to the opti- 
mal level while minimizing the risk of side effects or of 
overshooting the therapeutic window (if one is pres- 
ent). It is quite possible, although not proven, that 
more rapid attainment of appropriate plasma levels 
will lead to more rapid relief from the symptoms of 
depression. 


MAO Inhibitors 


Clinical response to phenelzine has been reported to 
be directly related to the degree of inhibition of platelet 
MAO. Robinson and associates (26) found that 80% 
ir hibition of platelet MAO was required for phenelzine 
to be consistently superior to placebo, although David- 
son and associates (52) found 60% inhibition to be suf- 
ficient. It is not clear whether some patients may re- 
quire even higher dezrees of MAO inhibition before 
they will respond. There also appears to be a correla- 
tion between antidepressant response and daily dosage 
of phenelzine in milligrams and in milligrams per kilo- 
gram of body weight. Robinson and associates (26) 
found 60 mg/day but not 30 mg/day of phenelzine to be 
superior to placebo. Thus the clinician who does not 
have access to platelet MAO determinations may still 
be able to achieve greater benefit from phenelzine by 
prescribing at least 60 mg/day and, if necessary. gradu- 
ally increasing the dosage further. 

The relationships among dosage, inhibition of plate- 
let MAO, and antidepressant response to other 
MAOIs have not yet been determined. 


Li:hium 


Unipolar and bipolar patients with serum lithium 
levels of 0.8 mEg/liter or more have been reported to 
obtain greater prophylactic benefit than those with lev- 
els of 0.5-0.7 mEg/liter (86). We are not aware, how- 
ever, of any study that has systematically explored the 
relationship between serum lithium levels and antide- 
pressant response to lithium. Such a study would be of 
considerable interest. 

Cooper and Simpson (87) have developed a predic- 
tive test in which the daily dosage of lithium carbonate 
necessary for achievement of therapeutic serum levels 
can be determined by measuring the level 24 hours af- 
ter a loading dose of €00 mg. This test should enable 
the clinician to raise a patient’s serum level more rap- 
idly and safely into the therapeutic range, which may 
hasten the onset of antidepressant response. 


CONCLUSIONS 
The approaches we have discussed show consid- 


erable promise for predicting which antidepressant 
will be best for a particular depressed patient and for 


achieving maximal benefit from each drug. Most of 


these techniques are at a relatively early stage of de- 
velopment, and further work is necessary to determine 
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their applicability and to perfect their reliability. Con- 
tinued improvement in methods of diagnosing and 
classifying depression and measuring its severity is es- 
sential if these approaches are to become more widely 
useful. It is important also that future studies in this 
area employ placebo wash-out periods and placebo 
controls to help ensure that patients who improve with 
drug treatment are responding specifically to the phar- 
macologic actions of the drug. In studies designed to 
refine predictive techniques, patients must be given 
optimal dosages of antidepressant agents, as deter- 
mined by plasma levels or the degree of MAO inhibi- 
tion. Much needs to be learned, too, about the extent 
to which there is overlap among the groups of tri- 
cyclic, MAOI, and lithium responders. This informa- 


tion would help us develop truly integrated predictive 


tests, i.e., tests that would not only tell us whether or 
not a patient will respond to a particular drug but will 
predict which class of antidepressant and which drug 
within that class would be best for that patient. 

It seems likelv that within the next few years, as a 
result of these new approaches, we will have made 
substantial progress toward a truly rational and ef- 
fective pharmacotherapy of depression. 
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Utilization of Health and Mental Health Services in a Large 


Insured Population 


BY BENJAMIN LIPTZIN, M.D., DARREL A. REGIER, M.D., M.P.H., 


AND IRVING D. GOLDBERG, M.P.H. 


The authors analyzed 1975 data on the use of health 
and mental health services by'the 2.3 million people 
covered by Michigan Blue Cross and Blue Shield. Only 
4.6% of the covered population submitted hospital or 
physician claims for mental disorder; these people 
accounted for 7.3% of total hospital and physician 
charges for all health services in the covered 
population. According to the claims submitted, 
nonpsychiatric physicians saw almost half of all 
patients who were given a diagnosis of mental 
disorder, but psychiatrists accounted for the great 
bulk of mental health services and charges to these 
patients. High utilizers comprise a small proportion of 
all patients but account for a high proportion of 
charges for mental disorders and for all diagnoses. 


iscussions of national health insurance (NHI) 

have generally singled out mental health benefits 
for special attention. The assertion is sometimes made 
that because not enough is known about the utilization 
and costs of a mental health benefit under a health in- 
surance plan, restrictive benefit limits must be im- 
posed. However, a number of studies have examined 
the utilization and costs of care for mental conditions 
in the Federal Employees Health Benefits Program (1- 
3). Other relevant data on the use of mental health 
services have also been published (4-6). In addition, 
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the state of mental health services under NHI in Cana- 
da has been reviewed for its policy relevance to the 
United States (7). These studies support the insur- 
ability of mental disorders. 

We undertook the study reportec here to add to the 
knowledge base of utilization and costs under health 
insurance plans. We analyzed data from a large in- 
sured population in detail to address thz following is- 
sues: 1) What is the utilization and cost experience in a 
major health insurance plan with a unique benefit 
structure? 2) What division of responsibility between 
psychiatrists and nonpsychiatrists takes place in the 
care of people with mental disorders? 3» What effect 
does the presence of a mental disorder have on the use 
of other health services? and 4) Are mental disorders 
unique in the tendency for a small numer of affected 
individuals to use a disproportionate share of services? 


STUDY SETTING AND METHOD 
Setting 


The study population consisted of subscribers of 
Michigan Blue Cross and Blue Shield ard their eligible 
dependents (approximately 2.3 millior people) who 
were covered by the Comprehersive Hospital and 
Michigan Variable Fee-2 (MVF-2) benefits during cal- 
endar year 1975. Approximately €00,0)0 of the total 
population were members of the United Auto Workers 
(UAW) or were their dependents. The Comprehensive 
Hospital benefit covers up to 120 days of general hos- 
pital care, including hospitalization for mental dis- 
orders. The MVF-2 is a comprehensive medical bene- 
fit with a unique outpatient psychiatric component in 
which there is no deductible or copayment for the first 
five sessions. There was, however, a maximum benefit 
of $400 per member for outpatient psychiatric care in 
1975. This unique psychiatric benefit has been in effect . 
since 1966 and has been reported on previously (8). 
The outpatient psychiatric benefit is described fully in 
appendix 1. 

Some demographic characteristics of this population 
are shown in table 1. It should be noted that no individ- 
uals aged 65 or over are included because they have 
Medicare benefits and so are not coverec by the bene- 
fit package studied here. 


554 


TABLE 1 
Age, Sex, and Dependent Status of Study Population Covered by Blue 
Cross and Blue Shield of Michigan, 1975? 


Percent of 
Total Population 
Characteristic Number (N=2,259,000) 
Age (years) ji 
0-4 163,700 7.2 
5-14 510,400 2219 
15-19 269,300 11.9 
20-24 188,700 8.3 
25-44 618,600 27.3 
45-64 518,200 22.8 
Sex and dependent status 
Male subscribers and 
spouses 617,500 27.2 
Female subscribers and 
spouses 635,400 28.0 
[Cependents other than 
spouses whose sex was 
unknown 1,016,100 44.8 


*The distributions of the study population by age, sex, and dependent status 
were estimated by Michigan Blue Cross and Blue Shicld. The sum of the 
specific estimates by age (N 2,259,000) and by sex and dependent status 
(N=2,277,600) differed slightly from the overall total (N—2,269,000). The 
numbers shown for age and sex are adjusted estimates obtained by applying 
the percent distributions of the original age-specific and sex-specific esti- 
mates to the total population (N =2,269,000). 


Method 


We analyzed all claims submitted by the study popu- 
lation in calendar year 1975. A composite record was 
developed that included inpatient hospital, outpatient 
hospital, inpatient physician, and outpatient physician 
claims for individual beneficiaries so that it was pos- 
sible to analyze the utilization and costs (as reflected 
by charges) accounted for by individuals during the 
year studied. In this paper we will make a distinction 
between data based on claims submitted solely for 
physician services (which were largely provided in 
outpatient settings but did include some services to in- 
patients) and claims submitted for inpatient or out- 
patient hospital and physician services combined (re- 
flecting total inpatient and outpatient services). 

A major limitation of the data was that a large num- 
ber of outpatient claims (most of which were out- 
patient hospital claims) omitted the appropriate H-/C- 
DA diagnostic code (9). This was due to claim-process- 
ing errors and the fact that no diagnosis was entered 
into the claims file of some bills paid by the insurance 
company. It was possible, however, to identify claims 
as being for psychiatric services on the basis of a type- 
of-service code. Such claims were classified as ‘‘un- 
known psychiatric diagnosis," while claims without a 
diagnosis but with a different type-of-service code 
were classified as ‘‘unknown nonpsychiatric diagno- 
sis." Throughout this paper we will note whether the 
data presented on mental disorders pertain solely to 
claims for which the diagnosis of a specific mental dis- 
order was recorded or whether psychiatric services for 
unknown psychiatric diagnoses were additionally in- 
cluded (reflecting the total group with a diagnosis of 
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mental disorder). It is possible that a small number of 
patients with an unknown nonpsychiatric diagnosis 
according to their type-of-service code did in fact have 
a mental disorder. Similarly, it is possible that a small 
number of those who received a psychiatric service 
code did not have a mental disorder. It is difficult to 
estimate the magnitude of this misclassification. 


FINDINGS 
Use and Cost of Services for Mental Disorders 


During 1975, 58,300 individuals (2.6% of the covered 
population) had physician or hospital claims paid for a 
service associated with a specific mental disorder. An- 
other 54,000 individuals (2.4% of the covered popu- 
lation) used psychiatric services but had an unknown 
psychiatric diagnosis. When these two groups are 
combined and the individuals represented in both 
groups are counted only once the total is 103,400 indi- 
viduals, which translates to a utilization rate of 4.6% of 
the covered population, or 6.796 of all individuals who 


had claims paid for the study year. Compared with the 


rate for other specific H-ICDA diagnostic categories, 
the 2.6% utilization rate for specific mental disorders is 
relatively low. For example, comparable proportions 
of users among the covered population were 5.196 for 
neoplasms, 6.826 for digestive disorders, 8.796 for dis- 
eases of the circulatory system, and 11.9% for respira- 
tory disorders. 

With respect to charges, services for specific mental 
disorders accounted for $38.6 million, or 5.9% of total 
charges; the mean charge was $662 per user. If the 
group with unknown psychiatric diagnoses is included, 
the charge for all mental disorder services becomes 
$47.8 million, or 7.3% of the total charges, and the 
mean charge becomes $462 per user. The charge per 
person in the covered population for all mental dis- 
orders was $21; the total charge per person in the cov- 
ered population was $290 per user. The mean charge 
per user for specific mental disorders ($662) was higher 
than that for all other diagnostic categories specified 
except pregnancy, a condition that always includes a. 
hospitalization. The high mean charge per user for spe- 
cific mental disorders compared with other specific di- 
agnostic categories in this population is accounted for 
by a combination of the longest average stay for in- 
patient care (18.1 days), the most average visits for 
outpatient care (5.9), the second highest mean charge 
per outpatient visit ($32), and a relatively high propor- 
tion of individuals with inpatient charges among the 
total number of individuals with any charges in the 
specific diagnostic category. 


Use of Psychiatrists and Nonpsychiatric Physicians 
for Mental Disorders 


Table 2 presents data on use of physician psychiatric 
services (e.g., psychotherapy) under the MVF-2 psy- 
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TABLE 2 
Claims Submitted for Physician Services, Blue Cross and Blue Shield of Michigan, 1975 
Patients " u Charges 
Benefit Under Which Percent of Visits to Physicians [Collars 
Claim Was Submitted Unduplicated Percent of (in aundred Percent of 
and Type of Physician Number Total Number Total thousands) Total 
Michigan Variable Fee-2 psychiatric 
benefit 
Psychiatrists 34,009 80.9 359,985 86.5 11,819 90.1 
Nonpsychiatric physicians 9,160 21.8 56,338 13.5 1,301 9.9 
Total 42,024? 416,323 13,120 
General medical benefit 
Psychiatrists 4,835 24.8 7,702 8.7 272 17.3 
Nonpsychiatric physicians 16,882 86.7 80,818 91.3 1,297 82.7 
Total 19,4774 88,520 1,569 
All benefits | 
Psychiatrists 36,469 66.4 367,687 72.8 12,091 82.3 
Nonpsychiatric physicians 24,538 44.7 137,156 21.2 2,598 17.7 
Total 54,926^ 504,843 14,689 


?The unduplicated total counts only once the patients who made visits to both a psychiatrist and a nonpsychiatric physician for mental dis»«ders. The percents 
therefore do not add up to 100%. 

"The unduplicated total counts only once the patients who made visits to psychiatrists and/or nonpsychiatric physicians for mental disorders and who had some 
claims submitted under the Michigan Variable Fee-2 psychiatric benefit and other claims submitted under the general medical benzfit. TE e percents therefore 


do not add up to 10076. 


chiatric benefit for patients with a diagnosis of mental 
disorder seen by psychiatrists or nonpsychiatric physi- 
cians. Only a small proportion of these services were 
provided to inpatients, and the data in table 2 by and 
large reflect services for which a diagnosis of mental 
disorder was recorded. Psychiatrists saw 80.9% of the 
patients who received psychiatric services for a mental 
disorder and accounted for 86.5% of visits and 90.1% 
of the charges for psychiatric services. However, if 
one looks at all patients who received a physician’s 
service for mental disorder (regardless of type of bene- 
fit), psychiatrists saw only two-thirds, while non- 
psychiatric physicians saw almost one-half (see table 
2). For these patients psychiatrists accounted for 73% 
of the services and 82% of the charges. Comparing the 
data in table 2 shows that almost one-quarter of those 
individuals who received a physician’s service for 
mental disorder did so without using their psychiatric 
(MVF-2) benefit. 


Mental Disorder and Use of Medical Services 


We calculated utilization rates for all H-/CDA diag- 
nostic categories depending on whether or not the pa- 
tient had any charges during the year for a mental dis- 
order. We included patients with unknown psychiatric 
diagnoses in this calculation. The utilization rates rep- 
resented the percentage of all patients with or without 
mental disorders who submitted any hospital or physi- 
cian claim in the given medical diagnostic categories 
during 1975. If one ignores categories with low utiliza- 
tion rates, such as pregnancy, congenital anomalies, 
and diseases of the newborn, the data indicate that pa- 
tients with a diagnosis of mental disorder have a higher 
utilization rate than those without mental disorders in 
all other diagnostic categories except infectious dis- 


eases and injuries. Similarly, the mean charges in oth- 
er diagnostic categories for patients with mental dis- 
orders is higher in all diagnostic categories except 
pregnancy, congenital anomalies, r:d diseases of the 
newborn. 

Overall, patients with a diagnosis of rrental disorder 
had mean hospital and physician caarge: for all diag- 
nostic categories of $1,036, compared with $379 for 
those without mental disorder. Even when the mean 
charge of $462 for services in which a diagnosis of 
mental disorder was made is excluded from the first 
figure, the mean charge for nonmental disorders is still 
$574 for this group, or one and one half times the mean 
charges for those without mental disorders. 


High Utilizers 


Mental disorders apparently are not unique in hav- 
ing a small number of patients account for a large pro- 
portion of the charges in a diagnostic category. We ex- 
amined ''high utilizers" by H-ICDA diagnostic cate-. 
gories, using two thresholds for a definition of ‘‘high 
utilizer’’: $2,000 or $6,000 total hospital and physician 
charges in a single diagnostic catezory or when indi- 
vidual charges were combined across diagnostic cate- 
gories. Table 3 presents data on high utilizers with 
diagnoses of a specific mental disorder compared with 
high utilizers for all diagnoses combined. These data 
indicate that a small proportion o: high utilizers ac- 
count for a high proportion of charges for mental dis- 
orders and for all diagnoses. The proportion of all 
charges accounted for by high utilizers is about the 
same for mental disorders as for all diagnoses. How- 
ever, relatively twice as many patients with specific 
diagnoses of mental disorder than patients with all 
diagnoses were high utilizers. This is consistent with 
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TABLE 3 

High-Utilizer Patients and Their Charges as Percent of All Patients 
and All Charges for Specific Diagnoses of Mental Disorder and All 
Diagnoses, Blue Cross and Blue Shield of Michigan, 1975? 


Patients Patients 
with Charges with Charges 
Over $2,000 Over $6,000 
% of % of - 
% of All % of All 
Diagnosis Patients Charges Patients Charges 
Specific mental disorder 9.5 62.4 1.6 20.2 — 
All others 5.0 51.9 0.8 - 200 


@Based on combined inpatient and outpatient hospital and physician charges. 


the earlier finding that patients with mental disorder 
have high mean charges per patient. 


DISCUSSION 


Michigan Data Compared with Federal Employees 
Plan Data 


Compared with other diagnostic categories, small 
numbers of patients submitted claims with a diagnosis 
of specific mental disorder or for an unknown psychi- 
atric diagnosis (only 4.6% of the covered population). 
Results from other studies will help put this figure in 
some perspective. Data from the high-option Blue 
Cross and Blue Shield Plan for Federal Employees 
(FEP) showed that only 1.1% of the covered popu- 
lation submitted claims for mental illness benefits in 
1973 (3). This lower figure may be due, in part, to the 
presence of a $100 deductible in the FEP contract, 
which effectively missed all those who were seen for 
one or two outpatient visits. 

In contrast, special surveys of general practitioners 
and internists have shown that about 15% of their adult 
office patients are affected by a mental disorder (10, 
11). These studies of office-based physicians specifi- 
cally asked for the identification of patients with men- 
tal disorders, even if such a diagnosis was not routine- 
ly recorded in association with a visit. Hence, there 
undoubtedly was underreporting of the prevalence of 
mental disorder on insurance claim forms even in a 
plan with no deductible or copayment for the first five 
psychotherapy sessions. In our study, only the princi- 
pal diagnosis was coded on the claim forms. Obvious- 
ly, the 15% figure from the studies of office-based phy- 
sicians is higher than the proportion for whom mental 
disorder was the principal reason recorded for the vis- 
it. 

With respect to costs, mental disorders accounted 
for only 7.396 of total charges. This proportion reflects a 
charge per person in the covered population of $21.07 for 
mental disorders out of the total charges per person of 
$289.51. This proportion is identical to the 7.39€ ratio 
of mental to total benetits paid in the high-option FEP 
in 1974 (1). This may be just a coincidence because, as 
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noted earlier, the FEP data probably reflect additional 
underreporting of the presence of mental disorder be- 
cause of the $100 deductible. Although detailed com- 
parison of our data and FEP data will be the subject of 
a subsequent paper, it is interesting that in 1974 the 
benefits paid per covered person under the FEP high 
option were $13.74 for mental disorders compared 
with total benefits of $188.95 (1). Even allowing for in- 
flation between 1974 and 1975 and adjusting for the dif- 
ference between charges submitted and benefits paid, 
it would appear that expenditures under Michigan 
Blue Cross and Blue Shield were higher per covered 
person than they were under the FEP plan for both 
mental disorders and all conditions. This difference is 
due to the much higher number of people submitting 
claims in the Michigan population. Michigan Blue 
Cross and Blue Shield paid charges for more than four 
times the percentage of the covered population using 
services for mental disorders than did FEP, but the 
average charge per person in the covered population 
was only one and one-half times that in FEP. 

When mean charges are considered, our data and 
FEP data show that mental disorders tend to have 
higher mean charges per user than other diagnostic 
categories. Both sets of data show that the average 
length of stay for hospitalization and the average num- 
ber of visits for outpatient care tend to be higher for 
mental disorders than for other diagnoses. One curious 
finding in our study was the relatively high proportion 
of inpatient to total charges for mental disorders when 
compared with other diagnoses. Further study will be 
necessary to elucidate the reasons for a relatively 
heavy use of inpatient care in a plan that encourages 
outpatient use by eliminating a deductible and copay- 
ment for the first five outpatient psychiatric visits. One 
possible factor may be the low limit on outpatient care 


. ($400 per year), which discouraged practitioners from 


attempting to treat patients outside a hospital. This 
limit was subsequently raised for UAW subscribers to 
$1,000 per year under basic benefits and $2,000 per 
year under master medical coverage. It would be inter- 
esting to study the effect of this change on inpatient 
versus outpatient utilization. 


Use of Nonpsychiatric Physicians 


A large number (almost half) of those individuals : 
who submitted a claim for physician services for a spe- 
cific mental disorder received at least some of these 
services from nonpsychiatric physicians. This finding 
is not surprising in the light of other data indicating 
that approximately 60% of people with mental dis- 
orders may be diagnosed or receive care for such dis- 
orders in a primary health care setting (5). The physi- 
cians represented in this study may have been reluc- 
tant to stigmatize patients by submitting an insurance 
claims form with a diagnosis of mental disorder. 

If strict benefit limits are placed on specialty serv- 
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ices provided by psychiatrists, it is probable that pa- 
tients with mental disorders will be more likely to be 
treated bv general physicians. It is already clear that 
nonpsychiatric physicians see a large number of pa- 
tients with mental disorders. Their ability to diagnose, 
treat, or properly refer such patients needs further 
study for application to both the training of all physi- 
cians and the organization of health care delivery sys- 
tems. 


Greater Use of All Services by Patients 
with Mental Disorders 


It is quite striking that the presence of mental dis- 
order is associated with higher medical utilization and 
charges in almost every diagnostic category and for 
both inpatient and outpatient care. There are several 
hypotheses to explain this finding. The first is simply 
that people with mental disorders are older than the 
population as a whole and therefore more likely to be 
high users of medical services because the use of medi- 
cal services increases with age. The impact of the age 
factor could be studied by comparing people of similar 
age with and without mental disorder. ! 

A second possibility is the ‘‘detection’’ hypothesis, 
which states that individuals who encounter the health 
care system for one reason are more likely to be 
screened for other conditions, which would then be 
detected and treated. One could test this hypothesis by 
doing similar comparisons for index populations se- 
lected on the basis of other diagnostic categories. 

The third hypothesis is the ‘‘labeling’’ hypothesis, 
which states that people who are high users of services 
for any condition are likely to be thought of as “‘hypo- 
chondriacs’’ and referred for psychiatric care. This hy- 
pothesis could be tested by seeing if the high medical 
utilization preceded the psychiatric care. There is 
some support for this hypothesis in several studies of 
health maintenance organizations (12-14). 

A fourth hypothesis is the “‘association’’ hypothe- 
sis, which states that anxiety and depression are com- 
monly associated with and may be diagnosed along 
with physical disorders. This hypothesis has received 
support in some studies (15, 16). A 1977 study demon- 
~ Strated that reported symptoms of anxiety and depres- 

'Sionina community survey were associated with high- 
er mortality rates (17). It has also been shown that 
psychological distress strongly affects physician utili- 
zation (18). 

It is likely that each of the above hypotheses ex- 
`` plains part of the increased medical utilization for dif- 
ferent individuals with mental disorders. 

Attempts have been made to conceptualize users of 
the health care system as ''worried well," ‘‘worried 
Sick," ''well," or “‘asymptomatic sick’’ (19). The 
**worried well" group accounts for the largest share of 
medical utilization, which has led to some innovative 
experiments in organizing the health care delivery sys- 
tem (20). We should also consider the fact that mental 
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health intervention could decrease medical utilization 
by providing more specific treatment for the ‘‘worry”’ 
in both the ‘‘sick’’ and **well" groups (14, 21, 22). 


Equity Issues in Mental Illness Coverage 


The data summarized but not detailed above indicate 
that the diagnostic category of specific mental disorder 
tends to have relatively more high utilizers than does 
any other diagnostic category —"'high utlizers'' being 
defined as people with charges greater than $2,000 or 
$6,000 for a given diagnostic category or combination 
of categories. It was also shown that the small percent- 
age of high utilizers (above either cutoff level) ac- 
counts for a disproportionate share of the charges for 
mental disorders. 

In the FEP (2) and in a study of privaz psychiatric 
practice (6), high utilizers were patients receiving long- 
term intensive psychotherapy or psychoanalysis. This 
has led some to question the equity of asking a large 
number of people to pay insurance premiums or taxes 
for a treatment that will be used by so few (23). Argu- 
ments about the efficacy or equity of psychoanalysis 
do not apply to our finding here because the limited 
outpatient benefit clearly precludes psychoanalysis. 
Because of the outpatient benefit limit of $400, high 
utilizers in this study were hospitalized patients who 
were presumably severely ill. A 1977 study of patients 
at a community mental health center (24) found that 
15% of the patients used 70% of the resources but that 
this group had severe psychopathology. 

From this perspective one can question whether it is 
any less equitable to pay the high costs cf care associ- 
ated with severe mental illness for a small number of 
individuals than to do so for people with diseases of 
the newborn, neoplasms, or circulatory system dis- 
orders. Policy makers who focus on the costs of treat- 
ing patients with mental disorders might wish to con- 
sider the cost benefit of expensive treatment for the 
small number of patients with these other medical dis- 
orders. They are not likely to question paving for care 
for these disorders because a major purpose of insur- 
ance 1s to share the risk of high expenses among a large 
insured population. In fact, catastrophic health insur- 
ance is one of the more popular proposals for a first 
step toward national health insurance. This study pro- 
vides support for those who have suggested that bene- 
fits for mental disorders should be at 12ast equal to 
those for other diagnostic categories (4). High utilizers 
with mental disorders are seriously ill and require a 
combination of inpatient and outpatient care and 
should not be discriminated against any more than 
those with severe medical disorders. This study raises 
the possibility that the relatively high inpatient utiliza- 
tion may be related to the limited outpatient benefit. 
Further discussion is needed to determine the appro- 
priate level of inpatient and outpatient benefits for 
mental disorders. 
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CONCLUSIONS 


Data based on insurance claims may be helpful in 
elucidating some of the issues surrounding merital 
health benefits under national health insurance. Gross 
estimates of the costs of this benefit package for the 
population as a whole could be calculated. However, 
the reliability of those estimates is limited by the 
uniqueness of the insured population, the benefit pack- 
age, and the quantity and mix of providers available. 
Such estimates should be made cautiously and with 
the recognition that there is a potentially high degree 
of error inherent in such predictions. 

Restricting benefits for a single diagnostic category 
on the basis of prejudice against patients with mental 
disorders or the providers who treat them is clearly 
discriminatory. Álso, policy makers should consider 
the possibility that very restricted outpatient benefits 
may increase the use of expensive inpatient care. 
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Appendix | 
Outpatient Psychiatric Care Benefit Under Michigan Variable Fee-2 
Contracts with Blue Cross and Blue Shield of Michigan, 1975 


Benefits 


Services rendered by a physician for treatment and care of 
mental illness, including 


1. Individual psychotherapy: full or half sessions (full ses- 
sions, 45 minutes or more; half sessions, 20 to-45 min- 
utes) 

2. Group therapy, including marathon group psychotherapy 
(minimum, 12 hours) 

3. Family counseling: full or half sessions (full sessions, 45 
minutes or more; half sessions, 20 to 45 minutes) 

4. Limited medica! visits: outpatient hospital visit (less than 
20 minutes) 

5. Psychological testing 

6. Electroshock therapy 


Restrictions 


. Maximum benefit of $400 per member per calendar year 
2. Full psychotherapy sessions subject to the following 
copayments: ; j 
a. Sessions 1-5—none 
b. Sessions 6-10— 15% 
c. Sessions 11-15— 3096 
d.. More than 15 sessions—45% s 
3. Group therapy, including marathon — 15% pinum 
4. Family counseling 
a. Adults— 19 years of age or over—limited to maximum 
of 5 visits, with 15% copayment for each visit 
b. Children—up to age 19—limited to 20 visits, with 
copayment escalating as for individual psychotherapy 
5. Psychological testing limited to $50 maximum per. calen- 
dar year 
6. Electroshock therapy limited to an outpatient facility un- 
der the outpatient benefit 


pat 
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EDWIN W. HOEPER, M.D., JANET R. HANKIN, PH.D., AND KATHRYN HEWITT, ED.M. 


me 


The authors present comparative data on the extent, 
nature, and impact of diagnosed mental disorder 
among children under 18 years of age seen during 1975 
in four organized health care settings. Between 3.3% 
and 10.!% of the children seen were diagnosed as 
having a mental disorder in the study year, 
representing an annual prevalence of between 2.2% 
and 8.2% of the ''covered"' child populations. 
Transient situational disturbances, behavior 

` disorders, and special symptoms were the most 
common diagnoses; the more severe disorders 
(organic brain disease, schizophrenia, and affective 
and other psychoses) accounted for less than 4% of all 
diagnosed mental disorder. Patients with diagnosed 
mental disorder used non-mental-health services 
(except those of pediatricians) appreciably more often 
than did patients without such a diagnosis. 


here is increasing recognition of the important role 

primary care health providers play in detecting and 
managing mental disorders in their patients (1). This 
interest has spawned a growing literature on the ex- 
tent, nature, and impact of these disorders in primary 
care practices (1-10). It appears that at least 10% to 
15% of adult patients who go to primary care physi- 
cians have a diagnosed mental disorder (2-5), that na- 
tionally as much as 60% of all people with mental dis- 
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orders are treated by generalists in outpatient settings 
annually (1), and that patients with diagnosed mental 
disorder use general medical services more often than 
patients without a diagnosis of mental disorder (6, 10). 
One way to address the problem of emotional and 
mental disturbances in these patients would be to de- 
velop health care facilities that integrate medical and 
mental health services in one organized program. The 
finding that referral for specialized menta! health treat- 
ment may decrease inappropriate use of general medi- 
cal services suggests that this approach might maxi- 
mize the effectiveness of medical mental health profes- 


sionals (7). 


Unfortunately, the existing literature on the mental 
health role of primary care providers is limited almost 
entirely to studies of adult populations. Since children 
have medical and mental disorders that differ from 
those of adults, studies which fecus specifically on chil- 
dren seen in general practice settings are needed. 
Some recent examples are studies reported by Gold- 
berg and associates (8) and Coleman znd associates 
(9). Such studies can provide useful information re-. 
garding the relative merits of different organizational 
structures, tlie training needs of pediatric profession- 
als in managing mental disorders, and the nature of 
mental disorders in children. 

A recent comparative studv of the experience of 
four organized health care settings in delivering health 
and mental health services to populaticns defined by 
geography or enrollment provided a urique opportu- 
nity to examine and report on the particular problems 
of mental disorder among children followed in multi- 
specialty primary care settings. The specific purpose 
of this paper is to present outpatient utilization and di- 
agnostic data derived from the study settings in order 
to 1) describe the extent and the nature of diagnosed 
psychiatric problems of children seen in organized 
health care settings and 2) explore the possible impact 
of diagnosed mental disorder on the use of health serv- 
ices. 


SETTINGS 


The health care settings, all of which provide in- 
tegrated general health and mental health services, 
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have been described in previous reports (11-13). Brief- 
ly, the Bunker Hill Health Center of Massachusetts 
General Hospital is a fee-for-service, community- 
based health center with mental health services linked 
to the catchment area community mental health cen- 
ter. It is located in Charlestown, Mass., a tightly knit 
neighborhood of Boston with a population of about 
17,000 in 1975. Most of the population is white, Irish, 
and moderately poor according to standards of the 
Mental Health Demographic Profile System developed 
by NIMH. Nearly one-third of the population lives in 
public housing, and about 15% receive public financial 
assistance. About 80%-85% of the users of the Bunker 
Hill Health Center reside in the Charlestown commu- 
nity (11). 

The Columbia Medical Plan is a prepaid insurance 
plan serving a middle-class population in the new town 
of Columbia, Md., founded in the 1960s. About 40% of 
the community are enrolled in the medical plan, which 
also draws on residents of the Baltimore-Washington, 
D.C., area. The average enrollment in 1975 was about 
19,000 members. The physicians in the plan are affili- 
ated with Johns Hopkins Medical School (12). 

The Marshfield Clinic serves the community of 
Marshfield and the surrounding area in upstate Wis- 
consin. The community is heterogeneous economical- 
ly but is predominantly rural. The clinic offers both a 
prepaid medical plan, the Greater Marshfield Commu- 
nity Health Plan, which in 1975 had an average enroll- 
ment of about 20,000 members, and a fee-for-service 
health program, which is available to the approximate- 
ly 30,000 remaining people in the region. The same 
physicians serve both prepaid and fee-for-service pa- 
tients (13). 


METHOD 


All of the health plans have computerized data col- 
lection systems. These were used to collect service 
data for calendar year 1975 under NIMH contracts 
that established guidelines for the tabulation of com- 
parable data at each site. These data were analyzed 
according to age, sex, diagnosis, type of provider, and 
medical department used. Diagnoses were recorded 
according to the /CDA (14) and DSM-II classification 
systems. 

The base populations ''covered'' in 1975 by the four 
study settings, hereafter referred to as the ''covered 
population," were defined as follows (11-13): 

I. Columbia Medical Plan. The average number of 


enrolled members in 1975 was 18,875; 7,590 of these - 


enrollees were under 18 years of age. 

2. Greater Marshfield Community Health Plan. The 
average number of enrolled members of the prepaid 
plan in 1975 was 19,785; 8,160 of these enrollees were 
under 18 years of age. 

3. Marshfield Fee-for-Service. The covered popu- 
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lation was composed of users of the Marshfield Clinic 
at any time in 1974 or 1975 who were not enrolled 
members of the Marshfield community plan. Of the to- 
tal 22,838 such users, 6,920 were under 18 years of 
age. 

4. Bunker Hill Health Center. The number of 
people who used the center at any time in 1974 or 1975 
totaled 11,794; 4,528 of these people were under 18 
years of age. 

All of the data presented in this paper will pertain to 
children under 18 years of age. 


FINDINGS 
Children Served 


Table 1 shows the population under 18 years of age 
covered by each of the four study settings, the number 
of those children who were actually served during 
1975, and the number of visits they made. Overall, be- 
tween 65% and 92% of the covered child populations 
were seen as patients during the year in these settings. 
There were no clear or meaningful differences in the 
utilization rates between the prepaid (Columbia and 
Marshfield Community plans) and fee-for-service 
(Bunker Hill and Marshfield) delivery systems. The 
lower proportion of the population seen in the two 
Marshfield programs may reflect a difference between 
rural Marshfield and the urban and suburban sites of 
the other two settings. 

The mean number of visits of children seen during 
the study year varied across the four settings from 3.1 
to 5.3 per patient per year. Again, Marshfield had the 
lowest mean number of visits. Taking this apparent ru- 
ral-urban difference into account, it appears that the 
mean number of visits was less (about 1 visit per pa- 
tient per year) in the fee-for-service than in the prepaid 
programs (e.g., the Marshfield fee-for-service versus 
the Marshfield prepaid and Bunker Hill versus Colum- 
bia). 

The patterns across settings by sex (data not shown) 
were similar to those described for utilization rates and 
mean number of visits. However, although boys and 
girls used services at remarkably similar rates (e.g., 
67.096 of the bovs and 65.496 of the girls were seen at 
least once in 1975 in the Marshfield community plan), 
the average number of visits per patient per year was 
consistently greater among boys by about .5 visits 
(e.g., the mean number of visits per patient per year in 
the Marshfield community plan for boys was 4.6 and 
for girls was 4.0). 


Extent and Nature of Mental Disorder 


Table 2 presents several measures of the extent of 
diagnosed mental disorder among the child popu- 
lations covered in these four settings in 1975. The rate 
of diagnosed mental disorder at Bunker Hill was about 
2-4 times the rate at the other three settings. Thus, 


Am J Psychiatry 137:5, May 1980 


JACOBSON, GOLDBERG, BURNS, ET AL 561 


TABLE 1 
Utilization of All Services by Covered Population Under 18 Years of Age in Four Organized Health Care Settings, 1975 
Patients Seen Visits 
Covered 

Setting Population Number % of Child Population Number Mean per Patient 
Columbiz Medical Plan 7,590 6,966 91.8 37,174 5.3 
Marshfield Clinic 

Prepaid plan 8,160 5,406 66.3 23,164 4.3 

Fee-for-service 6,920 4,471 64.6 13,957 3.1 
Bunker Hill Health Center 4,528 3,699 81.7 15,956 4.3 
TABLE 2 l l 
Rates of Diagnosed Mental Disorder Among Children Under 18 Years of Age, with Comparison by Sex, in Four Settings, 1975 

Children with Diagnosed Mental Disorder 
Percent of Covered Percent of All Ratio of Boys 

Setting Number Child Population Children Seen to Girls? 
Columbia Medical Plan 277 3.6 4.0 1.35 
Marshfieid Clinic 
: Prepaid Plan 264 3.2 4.9 1.67 

Fee-for-Service 150 2.2 3.4 .1.46 
Bunker Hill Health Center 372 8.2 10.1 1.54 


*Ratio calculated as percent of all boys seen who received a diagnosis of mental disorder divided by the similar percent for girls. 


although 8.2% of the covered population received a di- 
agnosis of mental disorder at the Bunker Hill Health 
Center, the comparable rate for the other settings 
ranged from 2.2% to 3.6%. Similarly, 10.1% of all of 
the patients seen during the year at Bunker Hill re- 
ceived a diagnosis of mental disorder, compared with 
3.4%-4.9% in the other three programs. Undoubtedly, 
the comparatively high rate of diagnosed mental dis- 
order at Bunker Hill was in part due to the fact that the 
center provides the outpatient mental health services 
for that catchment area's community mental health 
center and is extensively linked through consultation, 
screening, and special prevention programs to other 
human service providers, such as schools, courts, rec- 
reation agencies, and welfare agencies. 

Although the rate of diagnosed mental disorder var- 
ied across settings, there was a consistent pattern of 
relatively more boys than girls being diagnosed as hav- 
ing a mental disorder. The boy-girl ratio shown in table 
2 indicates that the rate of diagnosed mental disorder 
for boys was about 11/2 times as high as that for girls 
seen in these settings. 

The distribution of patients with mental disorder by 
diagnostic category is shown in table 3. Transient situ- 
ational disturbances (including ‘‘social maladjust- 
ment” and ''nonspecific conditions") was the most 
common category of diagnosis given patients with 
diagnosed mental disorder at Bunker Hill and in Co- 
lumbia, and special psychiatric symptoms were most 
common for the affected patients at Marshfield. The 
high proportion of Marshfield patients with special 
psychiatric symptoms reflects an emphasis on the 
treatment of specific learning disabilities. On the other 


hand, the contrasting high frequency of diagnosed 
transient situational disturbance in the other two set- 
tings may reflect an orientation toward early inter- 
vention. Therefore, the difference between Marshfield 
Clinic and the other settings with regard to these two 
diagnostic categories may be a function of provider 
orientation. 

A high proportion of patients with diaznosed mental 
disorder in all four settings also received diagnoses of 
behavior disorder of childhood and adolescence; the 
proportions ranged from about 20% to 33% across set- 
tings. The more severe problems of organic brain syn- 
drome, schizophrenia, and affective or other psycho- 
ses taken together (including multiple diagnoses) were 
diagnosed in less than 4% of the patients with mental 
disorder. However, as many as 896 to 1196 of these 
patients were diagnosed as having mental retardation 
in all settings except Columbia. 


Impact of Diagnosed Mental Disorder an Use of 
Services 


Table 4 presents the relationship between the pres- 
ence or absence of diagnosed mental disorder and use 
of health and mental health services ir the four pro- 
grams. Specifically, the mean number of visits of pa- 
tients with diagnosed mental disorder is compared 
with that of patients without such a diagnosis by 
medical department visited. Across all four settings, 
patients with a diagnosis of mental disorder made a 
higher average number of visits than patients without 
such a diagnosis. For example, patien:s with mental 
disorder averaged 11 visits per year to the entire Co- 
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TABLE 3 
Distribution of Patients Under 18 Years of Age with Diagnosed Mental Disorder, by Diagnostic Category and Setting, 1975 
Marshfield 
Marshfield Fee-for- 
Columbia Prepaid Service Bunker Hill 
(N=277)> (N=264) (N= 150) (N =372) 

Diagnosis? DSM-II Code N % N % N % N % 
Organic brain syndrome 290-294, 309 8 2.9 l 0.4 2 1.3 6 1.6 
Schizophrenia 295 l 0.4 0 6 1.6 
Affective psychoses 296 1 0.4 0 0 2 0.5 
All other psychoses 297-299 — 0 2 0.8 0 0 
Neuroses 300 17 6.1 21 8.0 4 2 52 14.0 
Character disorders 301-302 7 2.5 6 2.3 1 0.7 33 8.9 
Alcoholism and drug dependence 303-304 3 1.2 2 0.8 0 3 3.8 
Psychophysiologic disorders 305 8 2.9 6 2.3 6 4.0 6 1.6 
Special symptoms 306 5 1.8 122 46.2 62 41.3 15 4.0 
Transient situational disturbances, 

social maladjustments, and 

nonspecific conditions 307, 316, 317 153 55.2 72 21:3 36 24.2 244 55.6 
Behavior disorders of childhood 

and adolescence 308 75 27.1 52 19.7 45 30.2 122 32.8 
Mental retardation 310-315 0 21 8.0 16 10.7 28 7.5 
Unspecified 0 18 6.8 2 1.3 0 


?Patients given diagnoses in more than one diagnostic category during the year were counted once in ezch diagnostic category. Thus, the sum of patients or 


percents in each column may exceed the unduplicated total, 
"The diagnostic distribution for the Columbia Medical Plan is approximate. 


TABLE 4 
Mean Number of Visits per Patient Under 18 Years of Age With and Without Diagnosed Mental Disorder, by Medical Department Visited and 
Setting, 1975 
Marshfield 
Columbia Marshfield Prepaid Fee-for-Service Bunker Hill 
With Without With Without With Without With Without 
Mental Mental Mental Mental Mental Mental Mental Mental 

Medical Department Disorder Disorder Disorder Disorder Disorder Disorder Disorder Disorder 
Mental health department 6.5 1.8 2.8 2.3 2.0 2.5 9.3 3.5 
All non-mental-health departments 6.6 24 9.6 4.0 7.4 3.0 5.6 3.3 
Pediatrics department 4.3 3.9 3.0 3.0 2.9 2.3 3.3 2.8 
All departments 5.1 -10.7 4.0 8.0 3.0 12.7 3.4 


lumbia program, while those without averaged only 
5.] visits per year. 

Patients with a diagnosed mental disorder also had a 
higher mean number of visits when visits to the mental 
health department at each setting were excluded from 
the analysis. Compared with patients without a diag- 
nosis of mental disorder they averaged 1.5 (Columbia) 
to 5.6 (Marshfield prepaid) more visits in 1975 to the 
non-mental-health departments. The average visit dif- 
ferentials were greater at the two Marshfield programs 
(5.6 more visits per year in the prepaid plan, 4.4 more 
visits per year in the fee-for-service plan) than at Co- 
lumbia (1.5 more visits per year) and at Bunker Hill 
(2.3 more visits per year). This pattern in Marshfield, 
compared with the other two settings, was associated 
with both lower use of mental health department serv- 
ices and higher use of non-mental-health department 
services for children with diagnosed mental disorder. 
However, the greater use of non-mental-health depart- 
ment services in Marshfield was accounted for almost 


entirely by the use of medical specialists other than 
pediatricians. It seems likely that this pattern of treat- 
ment of mental disorders by non-mental-health depart- 
ment personnel in the Marshfield programs reflects the 
emphasis on the treatment of children with specific 
learning disabilities by neuropsychologists in the neu- 
rology department; such specialists are members of 
the mental health department at Bunker Hill and Co- 
lumbia. 

As is evident in table 4, although the overall annual 
average utilization of services is 2 to 4 times as great 
for children with diagnosed mental disorder as for 
those without, the use of pediatric department services 
across the four settings was only slightly elevated for 
children with diagnosed mental disorder. Thus, the ex- 
cess utilization is almost entirely confined to the use of 
other physician specialists, allied health professionals, 
and mental health specialists. 

The finding of greater use of services by children 
with diagnosed mental disorder compared with those 
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Mean Number of Visits to Non-Mental-Health Departments by Patients Under 18 Years of Age With and Without Diagnosed Mantal Disorder, by 


Age, Sex, and Setting, 1975 


Marshfield 
Columbia Marshfield Prepaid Fee-for-Service Bunker Hill 
With Without With Without With Without Wun Without 
Mental Mental Mental Mental Mental Mental Mertal Mental 

Age and Sex Disorder Disorder Disorder Disorder Disorder Disorder Diso-der Disorder 
Under 5 years 

Male 8.0 6.7 16.7 5.1 8.9 34 3.91 4.7 

Female 9.1 6.3 3.93 44 10.8 2.0 4,72 4.6 

Total 8.4 6.5 13.8 4.7 9.7 3.0 y 4.7 

5-14 years 

Male 6.2 4.7 9.6 3:7 8.2 2.9 6.0 2.8 

Female 6.5 4.3 9.9 3.3 4.5 2.7 5.1 2.9 

Total 6.3 4.5 9.7 3.5 7.0 2.8 5.7 2.8 
15-17 years 

Male 4.9 4.] 5.3 4.3 ].7* 33 33 2.8 

Female 6.9 4.1 6.2 3.9 5.8 3.1 6.3 3.2 

Total 6.1 4.1 5.4 4.1 4.8 3.2 5.4 3.0 
All patients 

Male 6.4 5.3 10.2 4.2 8.1 3.0 5-7 3.3 

Female 7.0 4.9 8.6 3.7 6.2 2.8 2258 3.3 

Total 6.6 5.1 9.6 4.0 4 3.0 5.6 3.3 


aThis figure is based on less than 10 patients. 


without such a diagnosis holds regardless of sex and 
age group. Thus, as shown in table 5, the excess in use 
of non-mental-health department services holds for 
virtually all age and sex groups in all four settings. 
Generally, there is little variation by sex and no con- 
sistent pattern by age group across settings, except 
that the excess use is less dramatic for adolescent boys 
15-17 years of age. As can be seen in table 5, this find- 
ing for adolescent boys with diagnosed mental dis- 
order is associated with the fact that they used general 
health services less than similarly diagnosed children 
of any other age-sex group in all four settings. The ba- 
sic pattern of excess utilization regardless of age and 
sex is unaltered when total services, including visits to 
the mental health department, are considered (data not 
shown). 


DISCUSSION 


In this paper we present utilization data regarding 
diagnosed mental disorder in children seen in four 
health care settings. We examined the extent and na- 
ture of mental disorder as well as the relationship of 
such disorders to the use of services. Since this work 
was based on data recorded in the course of daily pa- 


tient care and analyzed retrospectively, these activi-. 


ties have been described without inducing research-re- 
lated biases in diagnostic or treatment behavior. How- 
ever, diagnostic information in patient records is 
largely a function of the recording practices at the fa- 
cility, and we made no attempt to assess the reliability 
and validity of the recorded patient data. Further, it 
should be noted in this regard that routinely recorded 


patient data do not reflect the true prevalence of men- 
tal disorder in a patient population nor, necessarily, 
the extent to which providers are actually aware of the 
presence of such disorders in their patients. 

The recording of clinical informaticn is a special 
problem because the guidelines for diagnosing mental 
disorder in children are confusing and the interviewing 
skills required are complex. We would therefore ex- 
pect provider behavior to vary among s2ttings, depart- 
ments, and individuals. For example, special psychiat- 
ric symptoms were frequently diagnosed at the Marsh- 
field Clinic but not at the Bunker Hill Health Center or 
in Columbia. This difference probably reflects actual 
programmatic distinctiveness but could also be sec- 
ondary to idiosyncratic differences in clinician diag- 
nostic behavior. Although these issues limit to some 
extent the conclusions that one can draw from the re- 
sults, as one of the few reports oz meatal disorder in 
children who are seen in general practice settings (8, 9, 
15), it raises some important issues for further consid- 
eration. 

This study identifies the magnitude of diagnosed 
mental disorder in children attending multispecialty 
health care settings that are fee-fcr-service or prepaid 
and that serve a wide spectrum of populations. The 
findings show that between 3% end 10% of children 
seen in these settings will have a diagnosed mental dis- 
order in a given year. This range encompasses the rate 
reported by Coleman and associates (9) in their study 
of a prepaid health maintenance organization (8.996 in 
children under age 19 years). The higher rates found in 


_ our urban and suburban study populations were closer 


to those found in the New Haven population studied 
by Coleman and associates than to thcse we found for 
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the more rural population of Marshfield. We found that 
a diagnosis of mental disorder was reported most fre- 
quently for the lowest-income population: 10.9% of 
the children seen at the Bunker Hill Health Center re- 
ceived such a diagnosis during the study year—2-3 
‘times the rate for the other study settings. Although 
other factors, such as community mental health philos- 
ophy and program orientation, special organizational 
relationships, and level of child mental health man- 
power, may have contributed to this finding, it does 
suggest that health and mental health practitioners in 
poor urban areas may be called on to provide mental 
health services at high levels. The organization of 
services to maximize health and mental health pro- 
vider effectiveness and the training of health providers 
in the identification, management, and referral of emo- 
tional problems will therefore be particularly impor- 
tant in such communities. 

With regard to unorganized care settings, e.g., of- 
fice-based practice, only limited data are available, 
and these are not directly comparable to the study pre- 
sented here because of methodological and definitional 
differences in study design. Nevertheless, unpublished 
data pertaining to children under 15 years of age, de- 
rived from the National Ambulatory Medical Care 
Survey for 1975 (16, 17), show that a principal diagno- 
sis of mental disorder CDA Section V) was made in 
.9% of all visits to (as distinct from different children 
seen by) all office-based nonpsychiatrist physicians in 
the United States. With office-based psychiatrists in- 
cluded, the total diagnosis rate was 1.5%. These rates 
are appreciably lower than those reported from the or- 
ganized settings discussed above. 

Variations in rates in the studies referred to and oth- 
ers (18-20) may reflect a combination of methodologi- 
cal, organizational, practice, and population dif- 
ferences. The development of an adequate classifica- 
tion system and standardized criteria and methods for 
detecting mental disorcer in children could have both 
clinical and research implications. Such methodologi- 
cal advances could contribute to a clearer understand- 
ing of the true prevalence of mental disorder in chil- 
dren as well as the types of disorder treated in general 
medical settings. In particular, these would help distin- 
guish between the effects of practice and population on 
the identification and ireatment of mental disorder. 
Assessment of the impact of the organization of prac- 
tices will depend on clear criteria for diagnosis that are 
acceptable to practitioners and researchers alike. 

Data from our study of multispecialty settings do 
suggest that mental disorder in children alters their 
pattern of using health services. Although the pres- 
ence of mental disorder was associated with only mini- 
mal excess utilization of primary care pediatricians 
and nurse practitioners, it was associated with appre- 
ciably greater use of other medical providers, allied 
health professionals, and mental health specialists. 
This finding regarding use of pediatric services con- 
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trasts with those of studies of adult or mixed adult and 
child populations (including our own) that reported 
much higher use of general medical services by pa- 
tients with mental disorder as compared with those 
without such diagnoses (6, 10-13). As is evident from 
Hankin and Oktay's review (10), this association of a 
diagnosis of mental disorder with greater use of health 
services occurs consistently across various types of 
health care settings, e.g., solo, group, and organized 
practices. 

According to the findings reported here, it would ap- 
pear that the organized health systems studied re- 
sponded differently to children than to adults with 
mental disorder. Adults in these settings appeared to 
depend more on their primary care providers (e.g., in- 
ternists and nurse practitioners) than did children on 
theirs (e.g., pediatricians) to handle mental disorders. 
This difference may reflect the nature of psychiatric 
problems in children or differences in health-seeking 
behavior when the patient is a child rather than an 
adult. Providers and parents may perceive that special 
expertise is needed to handle such problems as learn- 
ing disabilities and behavior disorders; this would re- 
sult in referral to and intervention by specialists. 

Without similar utilization data for children from 
solo and single-specialty group practices, we can only 
speculate whether the mental health functions of pri- 
mary care pediatricians based in multispecialty set- 
tings differ from the practices of colleagues in other 
settings. This issue is of some importance because, as 
Haggerty and associates (21) and others (22) have 
pointed out, there has been a change in the nature of 
medical problems for which children are being treated. 
This shift reflects the “‘new morbidity," or problems 
with important educational, social, and psychiatric 
features (21, 22). The best way to organize practice or 
care patterns to most effectively deal with these major 
new aspects of pediatrics remains unclear. Does the 
availability of mental health specialists in a multi- 
disciplinary health care team result in more effective 
patient management? We need outcome studies to 
differentiate the mental health role of pediatric 
providers from that of child mental health specialists 
as well as studies of different organizational models for 
delivering health and mental health services to chil- 
dren. 

An issue closely related to outcome is cost ef- 
fectiveness. What are the relative benefits derived 
from pediatric as opposed to specialist-provided men- 
tal health services? How do the costs of multispecialty 
programs with integrated health and mental health 
services compare with the costs of services in solo 
practice and single specialty groups with referrals to 
separate specialized mental health programs? In con- 
templating assessment of cost it is important to recall 
that analyses of cost are more simply done than those 
of outcome. This raises the possibility that excessive 
short-run costs of multidisciplinary programs will be 
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demonstrated without exploring the long-run cost dif- 
ferences resulting from differential outcomes. 

In conclusion, studies about the prevalence of men- 
tal disorder in children and utilization of health and 
mental health services by children with diagnosed 
mental disorder seen in primary care settings are at an 
early stage of development. Sophisticated research de- 
signs and study replications are needed to begin an- 
swering major questions related to health and mental 
health provider role differentiation, manpower and 
training needs, organizational models, outcome, and 
cost. Although the findings presented here seem to 
pose more research questions than answers with im- 
mediate practical implications, these data could be 
used as estimates for planning child health and mental 
health services based in service systems that differ 
with respect to socioeconomic status, geography, and 
financing mechanisms. 
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The Violation of Psychiatric Standards of Care in Prisons 


BY EDWARD KAUFMAN, M.D. 


Tke author evaluated psychiatric care in three U.S. 
prison systems. Major problems included limitations 
imposed by prison architecture, inadequate staff, 
medication prescription and distribution by 
unlicensed, untrained personnel, and a punitive rather 
than therapeutic attitude. Following the standards of 
care recommended by the American Correctional 
Association would correct most of these problems. 
Psychiatrists should guard against prescribing 
unnecessary medications, particularly minor 
tranquilizers and sedaiives, and should be concerned 
with prison conditions conducive to mental illness, 
particularly overcrowaing, abuses of solitary 
confinement, and inad2quate programs for inmates 
who are mentally disturbed but not overtly psychotic. 
The author recommends minimum staffing 
standards and suggests considering the transfer of 
mentally ill inmates to appropriate psychiatric 
hospitals outside the prison system. 


ver the past decade concern has grown about the 
O standards of care provided for psychiatric patients 
in penal institutions. There has always been a signifi- 
cant number of people who require psychiatric care 
upon imprisonment as well as at some later time during 
incarceration. The prevalence of psychiatric illness in 
prisoners ranges from 3% (1) to 63% (2), depending on 
the type of institution and the diagnostic criteria used. 
Estimates of the prevalence of psychosis in prisoners 
include 1.5% (1), 10% (3), and 43% (4). The quality of 
mental health treatment administered to these men- 
tally ill inmates should be a high priority for the psy- 
chiatric community. 
In this article I will examine psychiatric care in 3 
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prison systems in different areas of the United States. I 
evaluated these prisons as a consultant to the U.S. De- 
partment of Justice and local legal aid societies who. 
are involved in currently unsettled suits concerning 
conditions in these prisons. One prison, prison A, was 
a large south central state system, prison B was a 
smaller northwestern system, and prison C was a 
western penitentiary. The litigants are attempting to 
raise prison conditions to a level where they no longer 
violate inmates' constitutional rights by subjecting 
them to cruel or inhuman punishment. The U.S. De- 
partment of Justice is attempting to establish basic 
standards of care for all penal institutions as part of the 
suit involving prison A. These standards provide for 
the prevention of undue psychological damage from 
incarceration and establish the need for adequate med- 
ical care and mental health services. 

In addition to the evaluation of the prisons in these 3 
systems, I previously evaluated psychiatric care in 5 
other prison systems and established mental health de- 
livery systems in 1 federal penitentiary (Lewisburg, 


Pa.) and in 10 institutions in the New York City prison 


system. The conditions in the 3 recently examined 
prison systems reflect the general situation in prisons 
everywhere in this country. 


STANDARDS OF PSYCHIATRIC CARE 


I evaluated the conditions of these 3 prisons against 
standards set up by the U.S. Department of Justice (5), 


-the American Correctional Association (6), and the 


American Public Health Association (7). These stan- 
dards are not very specific in regard to mental health 
care. They are more specific in regard to general pris- 
on conditions that are damaging to inmates' mental 
health. The American Correctional Association and 
federal standards mandate only that screening and re- 
ferral for care be provided to mentally ill and retarded 
inmates whose adaptation to prison is significantly im- 
paired and that a special program exist for such in- 
mates. That program should include a written individ- 
ualized treatment plan developed by a physician after 
multidisciplinary consultation. Where there is a sepa- 
rate housing unit for these inmates, an inter- 
disciplinary team must be assigned to such a unit. Care 
of such inmates must use the least coercion possible 
(6). 


The American Public Health Ássociation standards 
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ly not heard since there is little observation in such 
cells. Even when heard, he was not understood be- 
cause he spoke in Spanish. 


PRISON CONDITIONS LEADING TO MENTAL 
ILLNESS l 


All three of the prison systems were grossly over- 
crowded. One of the key issues in the closing of the 
Manhattan House of Detention was the housing of 2 
inmates in a single cell. In system A there were several 
institutions that housed 3 men to a cell which was in- 
adequate space for even 1 person. Since there were 
only two bunks per cell, the third inmate slept on a 
mattress on the floor. The cell mates awakened for 
work assignments at different times, stepping over 
each other to get ready for work and at times splashing 
excrement on each other since the only toilet facilities 
were located in the cell. However, general conditions 
were so overcrowded that these inmates preferred 
. their cells to the inadequate day-room space available. 
In general, the greater the overcrowding in a prison, 
the greater the unrest of the staff and inmates. This 
unrest in turn leads to greater prison violence as well 
as symptomatic anxiety, both genuine and manipula- 
tive suicidal behavior, and in extreme cases reactive 
psvchoses. In system A increased overcrowding was 
directly correlated with increased disciplinary reports 
and greater use of solitary confinement. Kinzel (10) 
demonstrated that individuals in prisons who are 
prone to violence may have violent episodes triggered 
by close physical proximity to others. He stated that 
such inmates had larger ''body-buffer zones” than 
those not so prone to violence. This concept helps 
quantitate the assumption that overcrowding leads to 
violence, which leads to increasing fear in both in- 
mates and staff, perpetuating the cycle of violence and 
anxiety. 

Both the federal and American Correctional Associ- 
ation standards mandate guidelines for solitary con- 
finement that, if followed, would minimize the brutal- 
ity and sensory deprivation stress of solitary. These 
standards include limiting stays to 15 days; exercise 
outside of the cell 1 hour per day, 5 days a week; and 
access to reading materials. However, these standards 
generally were not followed in any of the three prison 
. systems I evaluated. Stays were theoretically limited 
to 15 days, but inmates would be shifted to administra- 
tive segregation for 1 to 3 days and then returned to 
solitary for another 15 days if, for example, they con- 
tinued to refuse a specific work assignment. In this 
way inmates would be kept in solitary for as long as a 
year. Solitary confinement is also used to handle men- 
tal health problems when the system fails to deal with 
them appropriately. A study of system À demon- 
strated that the lower an inmate's IQ, the more likely 
he was to be among the 30% of inmates who were ever 
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placed in solitary confinement and the mcre often he 
was placed there. Mentally ill inmates who had im- 
paired coping skills were also frequent o-cupants of 


solitary confinement. 


There is variability in the degree of sensory depriva- 
tion induced by the varying conditions in these units. 
The EEG changes induced by sensory deprivation ex- 
periments have also been observed in solitary con- 
finement units in prisons. These EEG changes, which 
consist mainly of a slowing of alpha freguency, may 
continue for weeks after release from solitary con- 
finement (11). After prolonged solitary corfinement in- 
mates have a glazed stare. They compla.n that after 
leaving they are unable to communicate with others. 
Other effects of sensory deprivation in prisons have 
been described elsewhere, including ''anxiety, ten- 
sion, inability to concentrate, vivid sensory imagery 
sometimes reaching the proportions of hallucinations 
with delusionary qualities, and intense subjective emo- 
tions" (12, p. 90). Inmates frequently leave solitary 
confinement more embittered and prone to violence 
than when they entered. Others leave wi-h a resigned 
passivity that minimizes future stays in solitary but is 
antithetical to rehabilitation. 

Administrative segregation often impos<s program- 
matic limits on individuals similar to thoze in solitary 
confinement with the exception of extreme sensory 
deprivation. The problem with these units is that they 
are frequently used to house inmates who, because of 
psychological or physical defects, cannet function in 
the general population. Such units impede the rehabili- 
tation of mentally disturbed inmates. The anti- 
therapeutic effects can be mitigated by special voca- 
tional programs, but such programs were unavailable 
in all 3 of the systems I observed. One inmate, who 
had been overtly psychotic with hallucinations for 
some time, went without treatment for years in admin- 
istrative segregation, where he was used as an orderly 
and accepted as slightly eccentric. An inmate who re- 
quired a wheelchair was housed in the administrative 
segregation unit because this was the onlv place where 
he could be fed. 


CONCLUSIONS 


The problems in the 3 prison systeris I recently 
evaluated are similar to those in many, it not most, of 
the prisons in this country. These problems include in- 
adequate specialized prison psychiatric units, misuse 
of psychotropic drugs and restrictive practices, and 
prison conditions that lead to inmate psycho- 
pathology. These conditions have all bezn brought to 
the attention of the judiciary. If the basic standards of 
care suggested by the Department of Justice (5), the 
American Correctional Association (6), end the Amer- 
ican Public Health Association (7) were carefully ap- 
plied, most of these conditions would be alleviated. 
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The problem not addressed in these suggested stan- 
dards is the specifics of psychiatric care for severely 
mentally disturbed inmates. At the very least, every 
prison of 500-1,000 inmates should have a full-time 
psychiatrist, a Ph.D. psychologist, and a multi- 
disciplinary team that includes . several well-trained 
therapeutic professionals and/or paraprofessionals. 
There should be sufficient registered nurses so that 
they are the only ones who distribute psychotropic and 
other medications. When there are acute psychiatric 
units in prison settings they should be staffed in a man- 
ner which approximates that found in such units out- 
side of prisons. Inherent therapeutic limitations are 
imposed by the physical structure of most prisons and 
the institutional needs for control and custody (9, 13). 
In view of these limitations serious consideration 
should be given to transferring the responsibility for 
the care of mentally disturbed inmates from the penal 
system to specialized psychiatric hospitals outside of 
the correctional system. State psychiatric hospitals 
have not been responsive to the needs of mentally dis- 
turbed patients with criminal charges. In order to meet 
the needs of these patients, major modifications, in- 
cluding new facilities and increased funding, would be 
necessary. | 

The problems of the interface of prisons and psychi- 
atry have been well known for over a century (14). 
Halleck (15) stated the need for immediate resolution 
more than a decade ago. That these problems still con- 
tinue emphasizes the need for legal action to ensure 
that these desperatelv needed changes occur. The con- 
tinued existence of prison conditions that lead to men- 
tal illness, as well as inhumanities in the name of psy- 
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chiatry, calls for the immediate attention of the psychi- 
atric community. 
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Attitudes of Psychiatrists Toward Elderly Patients 


BY CHARLES V. FORD, M.D., AND ROBERT J. SBORDONE, PH.D. 


A group of 179 psychiatrists responded to a 
questionnaire requesting their opinions concerning 
four clinical vignettes. Analysis of their responses 
indicated that these psychiatrists, at a highly 
statistically significant level, regarded older patients 
as less ideal for their practices than younger patients 
with identical symptoms. The respondents viewed the 
older patients as having a poorer prognosis, and their 
treatment plans for them were less likely to emphasize 
psychotherapy. In general, there was a negative 
correlation between the age of the respondent 
psychiatrists and their estimate of the "'idealness" of 
and favorable prognosis for older patients. 


he elderly constitute a psychiatrically underserved 

minority group in the United States. Although the 
prevalence of psychiatric illness in the elderly is nota- 
bly high (1), it has been estimated that psychiatrists 
spend only 2%-4% of their professional time with the 
elderly even though they comprise 10% of the total 
population (2, 3). It seems ironic that psychiatrists, 
who as a group profess to be humanistic, appear to be 
indifferent to this needy population. 

There are many factors determining whether a spe- 
cific group will obtain adequate psychiatric care. Per- 
tinent among these factors for the elderly are how such 
care is perceived by the elderly, economic factors, 
availability of psychiatrists trained to treat the elderly, 
and the attitudes held by psychiatrists themselves. It 
must be recognized that these factors are interrelated. 
Many elderly people have preconceived negative atti- 
tudes toward psychiatry. They remember when psy- 
chiatrists’ work was primarily with the ‘‘insane,’’ and 
they may be fearful of seeking help for fear of being 
stigmatized. The elderly also tend to have limited eco- 
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nomic resources, and Medicare provides only minimal 
benefits for psychiatric services. Thus, these patients 
may for practical reasons be reluctant t» incur addi- 
tional medical expenses, and, in turn, the financial re- 
alities of geriatrics may to some extert discourage 
physicians from entering the field (4). In addition, the 
fact that geriatric psychiatry is not taught to any extent ` 
in residency programs has contributed to a lack of 
knowledge and a lack of ability to extend psychiatric 
care to the elderly (5). Attitudes toward the elderly 
have generally been negative, perpetuating a vicious 
cycle. For example, lack of interest results in poor 
training and education, which lead to frustrating ther- 
apeutic results, which in turn reinforce negative atti- 
tudes. 

Prejudicial views of older people pervzde our youth- 
oriented society. Butler (6, 7) coinsd the term 
‘‘ageism’’ to reflect the similarity of these prejudices 
to racism and sexism. Negative views taward the el- 
derly are found in first-year medical students and are 
of greater magnitude than their prejudizes related to 
race. Unfortunately, the educational 2xperience in 
medical school does not appear to ameli»rate these at- 
titudes (8). In fact, the socialization process of medical 
school and internship may reinforce these attitudes, as 
evident in such pejorative terms used t» describe the 
older patient as “‘gomer,”’ ‘turkey, o> “troll.” It is 
readily apparent that psychiatrists are by no means 
unique within the medical profession ir. their distaste 
for treating the elderly. 

Exploring the reasons why psychotherapists may 
shun the older patient, Kastenbaum (9) postulated 
three major factors: 1) fear that the therapist's own 
status may be contaminated by dealing with a low-stat- 
us group, 2) the therapist's anxietv corcerning issues 
such as his or her own death and old age, and 3) the 
value judgment that patients nearer death are not 
worth the time investment. 

A study by Cyrus-Lutz and Gaitz (1C revealed that 
as a group psychiatrists were reluctant to reveal much 
about their attitudes toward aging. Their findings in- 
dicated that the value svstems of some psychiatrists 
stressed the importance of work. They suggested that 
psychiatrists might have difficulty rela-ing to patients 
who were not economically productive. The negative 
feelings most frequently expressed by 2sychiatrists in 
their study were impatience and boredom with elderly 
patients and resentment of the physical and mental de- 
terioration evident in the elderly. 
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Another factor that may be important is prognosis. 


There is a tendency to regard therapy as palliative or - 


custodial in patients who are viewed as being in vari- 
ous stages of deterioration. Unfortunately, such atti- 
tudes have a way of becoming self-fulfilling prophecies 
(11). 

Although it seems logical that young professionals 
would be more prejudiced toward the aged than older 
professionals, the limited available data are not clear 
on this issue. One report found that social work practi- 
toners engaged in work with the aged were pre- 


dominantly over 40 years of age, as opposed to those’ 


practitioners who werked with younger patients, who 
tended to be younger (12). However, Hickey and asso- 
ciates (13), in a study of the attitudes of geriatric work- 
. ers toward the aged, found that younger workers had 
test scores reflecting less "realistic toughness” about 
aging, less ''social distance" from the aged, and less 
"stereotyping'" of the aged. They hypothesized that 
younger service providers might be less concerned 
with the ‘‘work ethic" than older professionals and 
therefore more accepting of the aged. Wolk and Wolk 
(14) concluded that personal attitudes toward the pro- 
fessional's own aging process were important in deter- 
mining his or her willingness to work with older pa- 
tients. Their findings indicated that younger profes- 
sionals have a.less negative attitude toward the aged 


and may actually encourage the dependency of the : 


older person because it represents a reversal of their 
own parent-child relationships. Older professionals 
may feel threatened by their own advancing age and 
thus overcompensate for their negative attitudes, es- 
pecially in the area of intellectual functions. Consis- 
tent with the findings of Wolk and Wolk is the obser- 
vation of Cyrus-Lutz and Gaitz (10) that younger psy- 
chiatrists liked best the appreciativeness of the elderly 
while older psychiatrists liked best the intelligence and 
wisdom of older people. 

In view of the effect of the prejudicial attitudes to- 
ward the aging process and the elderly on the delivery 
of psychiatric care, we undertook a study to further 


investigate these attitudes in practicing psychiatrists. 


We studied the following variables: 1) the effect of the 
patient’s age on considerations of how close he or she 
might come to the psychiatrist’s conception of an 
‘ideal’ patient, 2) the relationship of the psychia- 
trist’s opinion of the patient’s prognosis as a variable 
in determining ‘“‘idealness,’’ 3) whether a patient's age 
per se would influence the choice of psychotherapy 
versus pharmacotherapy in treatment planning, and 4) 
the role of the psychiatrist’s own age in relationship to 
determination of age as a factor in “‘idealness’’ and 
prognosis. 

The specific hypotheses to be tested were 1) that 
older patients would be viewed as less ideal than 
younger patients, 2) that older patients would be 
viewed as having a poorer prognosis than younger pa- 
tients with identical symptoms, 3) that psychiatrists 
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would be less likely to use psychotherapy as a primary 
treatment: modality with older patients as compared 
with younger patients, and 4) that older psychiatrists 
would find older patients more ideal and would assign 
a better prognosis to them than would younger psychi- 


. atrists. 


METHOD 
Test Instrument 


A test instrument consisting of four clinical vi- 
gnettes was constructed so that the age of the patient 
served as the independent variable. Respondents were 
instructed to place a mark on a 100-mm line continuum 
according to how well the patient met their criteria for 
an ideal patient for their practice (the extremes of the 
continuum were ‘‘not well" and ‘‘very well). They 
were asked to mark a similar line to estimate the prog- 
nosis for this patient (the extremes of the continuum 
were ''*poor'' and ‘‘excellent’’). Scores were obtained 
by measuring the distance in millimeters from the left 
anchor point to the mark made by the respondent. A 
score of 50 tberefore represented a response on the 
continuum midway between the two extremes. À third 
question required the respondent to choose a treat- 
ment plan for the patient presented in each clinical vi- 
gnette. The choices available were 1) psychotherapy 
alone, 2) psychotherapy and pharmacotherapy, 3) pri- 
marily pharmacotherapy, and 4) no treatment. 

Two questionnaires were constructed; each con- 
tained four clinical vignettes. The vignettes for each 
questionnaire were identical except that the age var- 
ied. In each vignette one form would specify the pa- 
tient as being 65 years old or older, and the other spec- 
ified an age younger than 45. Therefore, one question- 
naire provided brief clinical descriptions of a 41-year- 
old woman with agoraphobia, a 68-year-old man with 
alcohol abuse, & 22-year-old man with symptoms of 
hypomania, and a 72-year-old woman with symptoms 
of reactive depression. The alternate questionnaire in- 
dicated the age of these patients as 65, 32, 69, and 32 
years, respectively. The questionnaires were printed 
on differently colored paper (blue and yellow) so we 
could easily identify the two forms. 

The clinical vignettes described on the blue form are 
included below. 


1. A 4l-year-old woman has had an acute onset of 
agoraphobia temporally related to the fact that her only 
child, a daughter, has left home to become married. The 
patient had similar but transient symptoms once before in 
the past when she herself left home to marry. (The yellow 
form gave this patient's age as 65.) 

2. A 68-year-old man with a history of alcohol abuse 
who has been abstinent for the past few years has resumed 
excessive drinking in response to marital stress. He is in 
good general health. (The yellow form gave this patient's 
age as 42.) 
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3. A 22-year-old man has become hyperactive and has 
grandiose plans to make a fortune. He is sleeping only 2 to 
3 hours per night, is spending his money recklessly, and 
has made sexual advances to several women acquaint- 
ances. He has no history of psychiatric treatment or drug 
abuse, and there is no indication of organic brain disease. 
(The yellow form gave this patient’s age as 64.) 

4. A 72-year-old woman whose husband died 6 months 
ago comes for treatment with insomnia, anorexia (she has 
lost 4.6 kg), and hypochondriacal complaints. Her 
health is excellent except for minor, asymptomatic ECG 
ST-T wave changes. (The yellow form gave this patient’s 
age as 32.) 


Each questionnaire contained specific instructions 
on how to complete it and asked each respondent to 
supply personal information, including age, sex, and 
theoretical orientation. Each respondent also received 
a cover letter with the questionnaire informing him or 
her that it was a survey of patterns of psychiatric prac- 
tice. No mention was made in either the cover letter or 
the instructions that the study was concerned with 
age. 


Sample Surveyed 


The group surveyed consisted of a random sample 
of members of the Southern California Psychiatric So- 
ciety. This was achieved by sending the test in- 
strument with cover letter to every fourth person on 
the society’s mailing list. The different forms, yellow 
and blue, were sent alternately. A total of 350 ques- 
tionnaires were mailed with stamped, self-addressed 
envelope enclosed. All forms contained a code number 
so that the characteristics of responders and non- 
responders could be identified. Demographic data on 
each person who failed to return the questionnaire 
were obtained from the 1977 edition of the Biographi- 
cal Directory of the American Psychiatric Association 
so we could compare the characteristics of responders 
and nonresponders. 


FINDINGS 


Of the 350 questionnaires mailed, 200 were re- 
turned. However, 21 contained incomplete informa- 
tion and were deleted from the data analysis. Thus the 
data reported in this study were obtained from 179 
questionnaires (51.5% of the original sample). A chi- 
square analysis of responders and nonresponders 
failed to reveal any significant differences as to sex, 
age, or theoretical orientation. Thus psychiatrists 
who returned their questionnaires appeared to be rep- 
resentative of the sample surveyed. 

A Statistical analysis was also performed on the two 
versions of the questionnaire. This analysis indicated 
that 97 (55.4%) of those psychiatrists who received the 
yellow questionnaire returned it. Eight of these ques- 
tionnaires contained incomplete data and were deleted 
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TABLE 1 
Psychiatrists’ Ratings (N=179) of "Idealness" and Prognosis for 
Young and Old Patients Described in Clinical Vignettes 


Mean Rating? 
Patient Diagnosis Young - Old 
and Measure Patient Patient t Significance 
Agoraphobia 
**Idealness"' . 80.9 67.9 4.22 p<.0001 
Prognosis 76.4 80.6 1.69 n.s. 
Alcohol abuse 
‘‘Tdealness”’ 56.2 48.4 2.12 p<.05 
Prognosis 56.8 47.8 2.86 p<.0! 
Mania 
**Idealness'' 60.5 51.1 2.04 p<.05 
Prognosis 68.9 64.9 1.44 n.s 
Depression 
‘‘Idealness” 75.5 58.9 4.71 p<.0001 
Prognosis 77.4 64.2 4.71 p<.0001 


“The score range was 0-100: a higher score indicates a morz positive attitude. 
The mean scores represent the averaged ratings of 39 psychiatrists for the 
Vignettes of young patients with alcohol abuse and depression and old pa- 
tients with agoraphobia and mania and the averaged ratiigs of 90 psychia- 
trists for vignettes of young patients with agoraphobia znd mania and old 
patients with alcohol abuse and depression. 


from the data analysis, leaving a total of 89 question- 
naires (50.9% of the psychiatrists who received the 
yellow questionnaires). One hundred three (58.9%) of 
those psychiatrists who received the blue question- 
naire returned it. However, 13 of these questionnaires 
were deleted from the data analysis because they con- 
tained incomplete data, leaving a total of £0 completed 
questionnaires (51.4% of the psychiat-ists who re- 
ceived the blue questionnaire). Thus the response 
rates for the two forms of the questionnaire were al- 
most identical. 

The ratings for each of the four clinicel vignettes on 
both questionnaires were compared by means of Stu- 
dent’s t test to determine the effect of the patient’s age 
on the psychiatrist’s ratings of the patient as meeting 
his or her criteria for an ideal patient and for progno- 
sis. This analysis revealed that the vignettes of young- 
er patients who had problems of agoraphobia, alcohol 
abuse, mania, and neurotic depression were rated as 
coming significantly closer toward meet_ng the criteria 
of being an ideal patient than older patients with the 
same problems (see table 1). 

The vignettes of younger patients who had problems 
of alcohol abuse and neurotic depression were given 
significantly more favorable ratings for prognosis than 
older patients (see table 1). Although younger patients 
with problems of agoraphobia and mania tended to re- 
ceive more favorable ratings for prognosis than older 
patients, these differences did not reach statistical sig- 
nificance. . 

The type of treatment recommendec for a 32-year- 
old woman with neurotic depression was significantly 
different from the treatment recommended for a 72- 
year-old woman with identical symptoms (see table 2). 
Almost one-third of the psychiatrists recommended 
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TABLE 2 


PSYCHIATRISTS’ ATTITUDES TOWARD THE ELDERLY 
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Treatment Recommended by 179 Psychiatrists for Young and Old Patients Described in Clinical Vignettes 





Number of Psychiatrists Who Recommended Treatment 


Psychotherapy Psychotherapy and Primarily 

Diagnosis and Age of Patient Alone — Pharmacotherapy Pharmacotherapy Chi-Square Significance 
Agoraphobia 

41 years old 49 40 1 

65 years old 46 43 0 

Comparison 1.20 n.s 
Alcohol abuse 

42 years old? 32 53 2 

68 years old 32 58 Ü 

Comparison 2:17 n.s. 
Mania 

22 years old 3 59 28 

69 years old l 56 32 

Comparison 1.34 n.s 
Depression ; 

32 years old 28 60 1 

72 years old 7 73 10 

Comparison 21.23 ` p<.0001 


a2 respondents recommended no psychiatric treatment for this patient. 


Correlation of the Age of 179 Psychiatrists and Their Estimates of “Idealness” and Prognosis for Young and Old Patients Described in Clinical 


TABLE 3 
Vignettes 
Number of 

Diagnosis and Age of Patient Respondents 
Agoraphobia 

65 years old 89 

4] years old 90 
Alcohol abuse 

68 years old 90 

42 years old 89 
Mania 

69 years old 89 

22 years old O() 
De»ression 

72 years old 90 

32 years old e 89 


psychotherapy without any medication for the young- 
er patient, but only 7.8% recommended this treatment 
for the older patient. We found no significant dif- 
ference in the type of treatment recommended be- 
tween younger and older patients with problems of 
agoraphobia, alcohol abuse, or mania (see table 2). 
We examined the relationship between the age of 
the psychiatrist and the degree to which the patient 
met his or her criteria as an ideal patient by means of a 
Pearson product-moment correlation coefficient. Our 
findings are presented in table 3. The age of the psychi- 
atrist was negatively correlated with the criterion of 
suitability as an ideal patient in each of the vignettes 
with the exception of the 32-year-old depressed wom- 
an and the 65-year-old agoraphobic woman. These 
correlations were found to be statistically significant 
for the 41-year-old woman with agoraphobia, the 69- 
year-old and 22-year-old men with mania, and the 72- 


"'Idealness'' Prognosis 
r Significance r Significance 
—.146 n.s. —.085 n.s. 
—.263 p<.02 —.204 n.s. 
—.133 n.s. — .203 n.s. 
— 060 a.S. ex n.s. 
~.219 p<.05 — 338 p«.01 
—.316 p«.0i —.231 p<.05 
—.267 p<.02 — 368 p<.01 
— .043 ns. .071 n.s. 


year-old woman with reactive depression (see table 3). 

We also computed correlation coefficients to relate 
the respondent psychiatrists' age and their estimátes 
of prognosis for patients described in the various clini- 
cal vignettes. With the exception of the 32-year-old de- 
pressed woman, all correlations were in the negative 
direction. However, the strength of these negative cor- 
relations was of statistical significance for only the 69- 
year-old and 22-year-old manic men and the 72-year- 
old depressed woman (see table 3). 

The correlation between the respondent psychia- 
trists’ ratings of ‘‘idealness’’ and prognosis for the pa- 
tients described in the clinical vignettes proved to be 
highly statistically significant. We computed correla- 
tion coefficients by diagnosis and found the following: 
for agoraphobia, r—.342 (p=<.001), for alcohol abuse, 
r=.646 (p=<.0001), for mania, r=.558 (p=<.0001), 
and for depression, r=.563 (p=<.0001). 
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DISCUSSION 


Our findings confirm previous reports that psychia- 
trists are inclined to regard older patients as less ideal 
for their practice than younger patients. Although the 
study was not designed in such a manner as to probe 
the roots of these attitudes, the strikingly significant 
correlations of ‘‘idealness’’ and prognosis suggest that 
perhaps psychiatrists use the criterion of prognosis to 
determine “‘idealness.’’ In turn, older patients are re- 
garded as less ideal because they are viewed as having 
a poorer prognosis. 

Why psychiatrists should regard younger patients as 
having a better prognosis than older patients is un- 
clear. Perhaps it is a valid finding that reflects the col- 
lective experience of the group surveyed. A more 
probable explanation is that this attitude toward prog- 
nosis is itself reflective of prejudicial attitudes 
(ageism). The very limited data available in regard to 
prognosis of older patients with nonorganic psychiat- 
ric illness is not unfavorable, particularly if these pa- 
tients are treated soon after the onset of illness (15- 
16). In our study the greatest difference in estimated 
prognosis between the younger and older patients oc- 
curred with a woman who became depressed after the 
death of her husband. This less favorable estimate of 
prognosis is not consistent with Clayton's findings, as 
reported by Trainor (17), which indicate that age is not 
a predictor of persistent depression in women who lose 
a husband by death. Further work in the area of prog- 
nosis of psychiatric illness as related to the age of the 
patient is a current and pressing need. If prognosis of 
psychiatric illness for the elderly is indeed no poorer 
‘than for younger people, it is important to disseminate 
this information because it may directly affect charac- 
teristics of psychiatric practice. 

Remarkable also was the fact that our sample of psy- 
chiatrists was much less inclined to use psychotherapy 
in the treatment of the older depressed woman. This 
may represent some resistance on the part of psychia- 
trists to become more closely involved with elderly pa- 
tients and a tendency to approach them from a greater 
emotional distance by using a somatic therapy. 

The influence of the age of the psychiatrist on his or 
her determination of idealness and prognosis did not 
follow any readily understood pattern. With one ex- 
ception (the 32-year-old depressed woman), all corre- 
lations for both idealness and prognosis with age of the 
psychiatrist were negative. This may reflect an in- 
creasing cynicism acquired with greater professional 
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experience. Of importance, however, is the fact that 
those negative correlations which reached statistical 
significance were associated witn affective disorders 
(with the exception of the 41-year-old woman with 
agoraphobia). It is possible that patients with affective 
disorders are more difficult for the older psychiatrist 
because he or she may have personal anxiety con- 
cerning the issue of loss. 

Our findings as a whole indicate that ir-espective of 
the patient's age, patients with some diagnoses are 
considered more ideal than others. The finding that, as 
a group, the psychiatrists in this study preferred 
neurotic patients and were disinclined toward alcoholics 
as patients is consistent with general impressions. 
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The Interface Between Sexual Dysfunction and Marital Conflict 


BY LORNE M. HARTMAN, PH.D. 


The author used a self-rating scale to assess marital 
happiness and sexual functioning in a sample of 20 
couples referred to an outpatient family therapy unit. 
Evaluation of couples in structured interactions 
indicated important differences in the quality and 
intensity of relationship difficulties observed. Analysis 
of variance clearly showed that sexual dysfunction 
and marital distress may operate independently of one 
another. Thus effective treatment of marital discord 
may be neither a necessary nor sufficient condition for 
improvement in sexual functioning. 


he relationship between sexual functioning and 

marital happiness has received little attention in 
the scientific literature. Despite this paucity of empiri- 
cal evidence, the role of nonsexual marital distress in 
the treatment of sexual dysfunction has been the sub- 
ject of much theoretical debate (1). 

Many clinicians believe that sexual problems are of- 
ten expressions of underlying dynamics in the relation- 
ship rather than the cause of marital conflict (2). Sex- 
ual incompatibility is thus seen as the secondarv result 
of problems in other aspects of the couple's relation- 
ship. 

This view is consistent with data which indicate that 
couples who seek sex therapy are also experiencing 
considerable marital discord (3). In addition, marital 
happiness (as rated by women) is highly correlated 
with the percentage of coitus that results in orgasm for 
the wife (4). Although it is not yet clear whether sexual 
satisfaction is a result or a cause of marital happiness, 
research has indicated the importance of relationship 
factors in secondary orgasmic dysfunction in women 
(5). 

Other investigators have indicated that nonsexual 
marital distress may result from sexual dysfunction 
(6). Clinical observation indicates that difficulties in 
the sexual sphere in some cases do lead to disharmony 
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in other.aspects of the relationship. Many couples rec- 
tify these difficulties once the sexual dysfunction has 
been treated successfully (7). 

If it is not always obvious whether or not and to 
what degree marital and sexual factors interact in a 
relationship, the picture is even less clear in terms of 
treatment approaches. Some investigators argue that 
marital intervention should precede sex therapy (8). 
Resolving nonsexual problems before dealing with 
sexual difficulties might lengthen therapy, but it might 
also provide a foundation for more effective and last- 
ing change. Others suggest that it is more efficient to 
try the least time-consuming strategy first and to resort 
to a more multifaceted and complex treatment only if 
this strategy fails (6). . 

The present study was designed to shed some empir- 
ical light on several complex clinical questions. Is a 
good sexual relationship an essential component of a 
satisfactory marriage? Does healthy sexual function- 
ing reflect positive relationship factors? Is sexual in- 
adequacy a function of disharmony? Are there sex-re- 
lated differences in the answers to these questions? 
What are the implications for treatment? | 


METHOD 


As part of a standardized assessment procedure, 20 
couples referred for family treatment completed the 
Marital Happiness Scale (MHS), a self-report measure 
of marital satisfaction (9). Subjects were instructed to 
rate on a 10-point scale their happiness in regard to 10 
general categories of marital life. 

The 20 couples were then placed in four clinical cat- 
egories (5 in each). Those with summed scores of 10 or 
less on both the sexual satisfaction scale and the com- 
munication or general happiness scale were assigned 
to a combined sexual dysfunction-marital conflict cate- 
gory. Couples with summed scores of 10 or less on only 
one of these categories were placed in either the sexual 
dysfunction or marital conflict category. Finally, 
couples who failed to score within the criterion range 
for either symptom category were considered con- 
trols. Most of these couples had been referred for child 
management problems or family therapy in which the 
identified patient was an adolescent child. 

Each couple was asked to engage in three structured 
interactions that were videotaped. These included a 
discussion of the main problems in the relationship 
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TABLE 1 l l 
Mean Scores 5f 20 Couples on the Marital Happiness Scale? 
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Group (N=5 in each) 


Analys.s of Variance? 


Item Control Sexual Dysfunction - Marital Conflict Combined F p 
Householé responsibilities 14.40 16.60 11.40 11.80 1.15 n.s. 
Rearing of children 15.25 17.26 12.75 13.40 0.6 n.s. 
Social activities 14.20 14.60 7.20 8.80 4.55 <,05 
Money 16.60 14.20 13.80 12.40 0.57 n.s. 
Communication 15.20 14.20 4.00 6.60 21.C8 <.0001 
Sex 16.80 2.80 16.00 4.40 37.4 <,0001 
Occupational (or academic) progress 16.40 15.20 11.20 11.60 4.C7 <.0§ 
Personal independence 14.80 12.20 10.60 11.60 0.95 n.s. 
Partner independence 14.80 13.60 11.20 11.20 0.5% n.s. 
General happiness 16.60 14.60 9.60 8.20 8.16 «01 
Total 157.25 141.50 113.25 100.00 3.20 <,06 


*Range of values for individual items is from 2 (completely unhappy) to 20 (completely happy). 
Pdf—3 and 16 for all analyses except rearing of children, where df=3 and 13 due to missing data. 


(10), the early history of the marriage (10), and plan- 
ning of a joint task or venture (11). Two raters then 
met with a member of the research team who was blind 
to the classification of the target couple. A different 
pair of raters observed 5-minute segments from the 
three interactions of each couple. After viewing the 
videotape, raters completed the Couple Evaluation 
Scale (CES), a modified version of the Beavers-Tim- 
berlawn Evaluation Scale (12). - 


RESULTS 


The primary statistical technique used to analyze 
the data was analysis of variance with Duncan's Stu- 
dentized range procedure for multiple a posteriori 
comparisons between means. 


Demographic Characteristics 


Although the couples within each category were het- 
erogeneous with regard to social class and age, the av- 
erages for each background variable were similar for 
all groups. The overall average. ages were 40.45 years 
for the husbands and 38.25 years for the wives. The 
couples had been married an average of 14.35 years, 
were either Catholic or Protestant, had some universi- 
ty education, and had an average of 1.9 children. Com- 
` parisons of age, duration of marriage, number of chil- 
dren, and educational level by one-way analyses of 
variance failed to show any significant differences be- 
tween groups. 


Marital Happiness Scale 


Group X Sex analyses of variance were conducted 
on all 10 items to determine whether differences be- 
tween groups were related to sex. There were no sig- 
nificant main effects for sex or Sex X Group inter- 
actions. As a result, data for men and women were 
grouped in subsequent analyses. 


Table 1 indicates that the effect of gromps was signif- 
icant for 5 items: social activities, ccmmunication, 
sex, occupational progress, and general happiness. 
The total score approached significance (p<.06). 
Couples in the control and sexual dysfmnction groups 
rated their relationships as significantly more satis- 
fying than did couples in the marital conflict and com- 
bined groups on the social activities, communication, 
and general happiness scales. With respect to sexual 
satisfaction, the control and marital conflict groups 
produced significantly more fzvorable -atings than the 
other groups. The control group aiso had a significant- 
ly higher rating than the marital conflict and combined 
groups on occupational progress. Finally, there was a 
significant difference between the control and com- 
bined groups on the total sum of scales. 


Couple Evaluation Scale 


Interrater reliability for the CES, b« Pearson prod- 
uct-moment correlation coeificients, was within ac- 
ceptable limits for all scales end subscales except feel- 
ing tone, a measure of couple aifect. Group X Rater 
analyses of variance on each measure revealed no sig- 


‘nificant main effects for the rater variable, and there 


were no significant Rater X Group interactions. These 
results justified combination of each rair of ratings and 
use of a mean score in analvzing the CES data. 
Separate one-way analyses of variznce for group ef- 
fects were computed for each of the H items as well as 
3 additional scale scores obiained by combining aver- 
aged ratings for the structure, autoaomy, and affect 
measures (table 2). Significant group effects were ob- 
tained on the leadership and power subscales, as well 
as the overall structure scale. Multiple comparisons of 
group differences indicated that bot: the marital con- 
flict and combined groups exhibited significantly more 
maladjustment in overall power structure than did the 
sexual dysfunction group. The orly significant dif- 
ference for the control group was in comparison with 
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TABLE 2 
Mean Observer Ratings of 20 Couples on the Couple Evaluation Scale? 


Group (N —5.in each) 


Control 


SEXUAL DYSFUNCTION AND MARITAL CONFLICT 
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Analysis of Variance? 


Scale Sexual Dysfunction Marital Conflict Combined F p 
Structure 21.30 22.30 18.00 16.60 5.23 <.005 
Leadership 6.80 8.10 5.50 5.50 5.39 <.005 
Closeness 7.00 7.30 5.90 6,00 2.04 n.s. 
Power 7.50 6.90 6.60 5.10 4.07 <.02 
Mythology 6.40 7.30 4.46 4.80 6.72 «002 
Negotiation 6.90 7.30 3.70 4.70 12.11 «:.000] 
Autonomy 26.50 30.20 19,40 22.90 8:70 <,0002 
Clarity 6.60 7.40 5.70 5.70 1.79 n.s. 
Responsibility 6.70 7.60 4.40 5.60 11.35 «.0001 
Invasiveness 6.20 7.50 4.60 5.90 3.67 <.05 
Permeability 7.00 7.70 4.70 5.70 7.27 <.001 
Affect 28.70 29.70 19.70 21.90 7.42 <.0007 
Expressiveness 6.40 7.50 4.90 5.60 3.38 <.05 
Feeling tone 8.00 7.20 5.40 6.50 2.66 n.s. 
Conflict 7.00 7.80 4.40 4.70 8.45 <.0003 
Empathy 7.30 7.20 5.00 5.10 9.17 <.0002 
Global health-pathology 7.00 7.10 4.20 4.20 8.67 <.0002 


?Rznge of values for individual scales is from 1 (most pathologic) to 10 (healthiest). 


Pdf-3 and 32 for all analyses. 


the combined group on the overall structure scale. 
There was significantly more disturbance in the com- 
bined group than in any other group with respect to the 
way these couples dealt with the issue of power or in- 
fluence. The closeness subscale failed to produce any 
significant group differences, which is not altogether 
surprising given the high degree of subjectivity and 
ambiguity reported by raters in attempting to evaluate 
couples on this item. 

Mythology (i.e., the couple's concept of ''seif" as 
expressed in their interactions) and negotiation scales 
revealed significant group effects. Again, control and 
sexual dysfunction groups were rated as significantly 
more congruent and efficient than marital conflict 
and combined groups. 

The clarity subscale (a measure of clear communica- 
tion of thoughts and feelings) did not distinguish be- 
‘tween groups. However, a significant group effect 
emerged for each of the remaining autonomy sub- 
scales, as well as the overall scale. On the responsibili- 
ty subscale (a measure of the degree to which each 
spouse accepts responsibility for his or her own 
thoughts, feelings, and actions) the marital conflict 
group received significantly lower ratings than all oth- 
er groups, and the combined group was rated signifi- 
cantly lower than the sexual dysfunction group. The 
sexuel dysfunction group also demonstrated signifi- 
cantlv less invasiveness than the marital conflict 
group. The fourth subscale, permeability (the degree 
to which each spouse acknowledges the other's stated 
thoughts, feelings, and behaviors), revealed that con- 
trol and sexual dysfunction couples were significantly 
more responsive to one another than marital conflict 
and combined couples. Comparisons of scores for the 
overall autonomy scale indicated a similar pattern, but 
the ditference between control and combined groups 
was not significant. 


Three of four affect subscales and the overall affect 
scale produced significant group effects. Ex- 
pressiveness (open, direct communication of feelings) 
was rated significantly higher for the sexual dysfunc- 
tion group than the marital conflict and combined 
groups. The control and sexual dysfunction groups 
demonstrated significantly more resolution of conflict, 
sensitivity to and understanding of the spouse's feel- 
ings, and overall quality of affect than did the marital 
conflict and combined groups. The failure to obtain a 
significant group effect on the feeling tone subscale is 
comparable to the absence of apparent group dif- 
ferences on the closeness subscale referred to earlier. 
Also, as noted previously, interrater agreement for 
this item was not significant. 

Finally, the overall global health-pathology rating 
produced a significant group effect in which control 
and sexual dysfunction couples again showed less mal- 
adjustment than did marital conflict and combined 
couples. 


DISCUSSION 


In general, couples reporting sexual dysfunction 
without marital distress differed on a wide variety of 
interactional variables from those reporting relation- 
ship conflict or both relationship conflict and sexual 
dysfunction. This very clear difference is the most 
striking finding of the study. 

Couples with sexual dysfunction alone were more 
similar to control couples than to couples experiencing 
conflict with or without sexual dysfunction. These 
couples were more likely to demonstrate a structure of 
shared leadership with flexible and respectful negotia- 
tion. Sexual dysfunction couples exhibited more inter- 
personal congruence in their self-appraisals and more 
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skill in effective negotiation. Although there was no 
difference for clarity in expression of feelings and 
thoughts, the sexual dysfunction couples showed 
greater acceptance of responsibility for their actions 
and were more likely to acknowledge their own and 
their spouse’s stated feelings, thoughts, and behavior. 
They demonstrated little invasiveness and greater 
overall adequacy and autonomy. Sexual dysfunction 
couples tended to encourage more open expression of 
affect, although there was no difference in the quality 
of affect. They were more optimistic and displayed 
greater empathy and responsiveness toward one an- 
other. 

Thus it appears that competence in couple function- 
ing may be preserved in the presence of an unsatisfac- 
tory sexual relationship. In fact, the presence.of a dys- 
function seemed to allow for better marital adjustment 
on many variables than was observed in the control 
group. However, it is important to keep in mind that 
control couples were not without difficulties; most had 
been referred for family problems serious enough to 
warrant professional attention. The often cited obser- 
vation of general marital discord in conjunction with 
ineffective or destructive child-rearing practices may 
account, in part, for the poorer showing of the control 
group relative to the sexual dysfunction group. 

Similarly, on many observational ratings couples 
with both marital conflict and sexual dysfunction ap- 
peared to be less disturbed than couples with marital 
conflict alone. It could be that the presence of a dis- 
crete dysfunction in sexual activity provides the dis- 
tressed couple with an attributional strategy to per- 
ceive and explain their problems in a specific, func- 
tional way. This, in turn, may promote greater 
evidence of adaptive functioning in patterns of overt 
behavior. However, this interpretation is purely spec- 
ulative, and firm conclusions must await further con- 
trolled research. 

In summary, these results suggest that a good sexual 
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relationship is neither a necessary nor sufficient com- 
ponent of a satisfactory marriage. As mary sex thera- 
pists have observed, sexual difficulties may occur in 
the context of a functional marital relaticnship. Simi- 
Jarly, satisfactory sexual functioning does not preclude 
the presence of difficulties in other areas. 

Given the complex nature of this phenomenon, 
there is little doubt that more researca is needed on the 
role of marital problems in the developmznt of sexual 
dysfunction. Treatment decisions must.be based on 
sound selection criteria derived from empirical investi- 
gations of the effectiveness of various treatment com- 
ponents for couples experiencing sexual dysfunction, 
marital conflict, or some combination thereof. 
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Schizophrenia: Affect and Outcome 


BY THOMAS E. GIFT, M.D., JOHN S. STRAUSS, M.D., RONALD F. KOKES, PH.D., 
DAVID W. HARDEE, PH.D., AND BARRY A. RITZLER, PH.D. 


Considerable data suggest that schizophrenic patients 
with affective sympto:ns have a more favorable 
outcome than other schizophrenic patients. This may 
indicate that such patients are more validly regarded 
as having either an affective disorder or a 
schizoaffective psychosis. Studies of this issue have 
suffered from significant methodologic problems, 
including inappropriate sampling, unsystematic 
collection of symptom data, unreliable diagnostic 
procedures, and restricted outcome assessment. The 
present study, designed to surmount these 
methodologic difficulties, indicates that while levels of 
psychotic symptoms ir. schizophrenic patients 
correlate with poor outcome, affective symptoms have 
little prognostic power. 


rognosis has often been used as a validating crite- 

rion for identifying disease entities. In psychiatry, 
prognosis has been especially important in defining 
schizophrenia, but identifying prospectively a homog- 
eneous outcome group of patients with schizophrenia 
has been difficult. One of the major explanations for 
this difficulty has been the hypothesis that the diagno- 
sis of schizophrenia has often included patients with 
affective symptoms who actually have either an af- 
fective disorder or a schizoaffective psychosis. If that 
hypothesis were true, the ‘‘schizophrenic’’ patients 
with affective symptoms might actually have a dif- 
ferent disorder with a tetter prognosis and should not 
be considered as schizophrenic. 

Lanpfeldt (1), Kant (2), Vaillant (3), Taylor and 
Abrams (4), Levenstein and associates (5), and Astrup 
and Noreik (6) found that schizophrenic patients with 
affective symptoms had the best outcome. These in- 
vestigators, however, employed samples of convenience, 
raising the possibility that the findings were a function 
of selection procedures which occurred before the pa- 
tients entered the studies and, therefore, that the re- 
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sults may not apply to schizophrenic patients in gener- 
al. Their assessment of initial symptoms was unstan- 
dardized and of uncertain reliability, except for the 
study by Taylor and Abrams (4). In several of these 
studies the assessment of patients’ outcome was not as 
carefully controlled or detailed as has been possible 
recently, so that the outcome criteria were either not 
specified or were very general and used only global 
measures such as “‘remission.’’ There is evidence that 
outcome is, in fact, very complex (7) and that many of 
its elements are only loosely associated (e.g., level of 
symptoms may be only modestly correlated with work 
function or rehospitalization, which in turn may be on- 
ly modestly correlated with social function). The fail- 
ure of earlier studies to consider these various aspects 
of outcome may have led to questionable conclusions. 
Further, these studies tended to employ only one par- 
ticular definition of schizophrenia, and in some cases 
the reliability of this diagnosis might be questioned. A 
variety of work has been carried out recently using al- 
ternative reliable methods of diagnosing schizophrenia 
(8). Since different diagnostic approaches to schizo- 


. phrenia are likely to yield markedly different groups of 


patients labeled schizophrenic (8), the presence of af- 
fective symptoms within each of these groups might 
have different prognostic significance. 

The present study was carried out to overcome 
these problems cf sampling, initial evaluation, out- 
come assessment, and diagnostic usage. We evaluated 
a representative sample of patients with functional 
psychiatric disorder by using standardized techniques 
and reliable assessment of initial symptoms and out- 
come at 2-year follow-up and a variety of approaches 
for diagnosing schizophrenia. From these data it may 
be possible to evaluate more conclusively whether 
schizophrenic patients with affective symptoms at the 
time of hospitalization comprise a subgroup whose 
outcome is different from that of ‘schizophrenic pa- 
tients without such symptoms. 


METHOD 


As part of a larger investigation of diagnosis and 
prognosis in severe functional psychiatric disorder (9), 
a representative sample (N=217) of all first-admission 
patients for functional psychiatric disorder from two 
catchment areas over a l-year period were screened 
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for the study at admission and evaluated with struc- 
tured assessment interviews. Patients were included in 
the study if they were between the ages of 15 and 55 
years and did not have primary problems with alcohol- 
ism, drug abuse, or organic brain disease. 

The catchment areas in which the patients of the 
study resided are two geographical regions in Monroe 
County, N.Y. Both are heterogeneous in terms of 
race, social class, and urban, suburban, and rural 
areas. The two hospitals—a university hospital and a 
state hospital—from which the subjects in the study 
were drawn provide the bulk of inpatient psychiatric 
care for the residents of these catchment areas. To en- 
sure that the study population would be representative 
of first admissions from the catchment areas, a survey, 
carried out by using the Monroe County Psychiatric 
Register (10), showed that 77% of the first admission 
psychiatric patients from the two catchment areas in 
1971 were admitted to these two facilities. This per- 
centage was expected to increase by the time patients 
were enlisted in our study (1974-1975) because of a 
steadily growing emphasis in Monroe County on pa- 
tients being treated at the centers serving their catch- 
ment areas. | 

All patients admitted to these hospitals and eligible 
for the study (N —310) were asked to take part in a se- 
ries of research interviews; 227 (73%) agreed to partic- 
ipate in the interview procedures; 65 (2196) refused 
participation; and 18 (6%) left the hospital too quickly 
to be contacted and could not be located subsequently. 
Of the 227 who agreed to participate, 10 dropped out, 
leaving 217 patients on whom data were collected. 
Data obtained from a review of hospital records (11) 
demonstrated that individuals who agreed to partici- 
pate in the interview procedures were not significantly 
different in terms of symptoms, psychiatric history, 
social function, or demographic characteristics from 
those refusing to participate. The 18 patients lost to the 
study because they were discharged too quickly to be 
contacted and could not be subsequently located were 
somewhat different from the main sample in that they 
included a higher percentage of black, single, and state 
hospital patients. Signs and symptoms in the month 
prior to admission were evaluated by use of the Psy- 
chiairic Assessment Interview (12). The Standard Psy- 
chiatric History (13) was employed to obtain a history 
of psychiatric symptoms, social functioning, and fam- 
ily background. Data were also collected from pa- 
tients' relatives and from case records. 

We used several symptom measures to evaluate the 
relationship between affective symptoms and óutcome 
in schizophrenia. Thirty-two symptom dimensions had 
been derived by combining rating data from the symp- 
tom items on the Psychiatric Assessment Interview. 
Five gradations of each dimension reflected increasing 
severity of symptoms. One of these 32 symptom di- 
mensions, 'depression," was composed of 16 symp- 


tom items involving mood, ideation, and somatic 
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symptoms; 10 items representing mood and expansive 
behavior constituted a hypomanic-manic dimension. 
In previous studies (9) a psychotic dimension had been 
constructed by combining scores of all psychotic 
symptoms, and a neurotic dimension had been con- 
structed by including the sum of all neurotic symp- 
toms. We used factor scores to investiga:e other com- 
posite symptom groups that might be related to affect 
and outcome. All symptom dimensions except the psy- 
chotic and neurotic dimensions, which are composites 
of more basic dimensions, had been subjected to a fac- 
tor analysis. One-half of the total sampl was used to 
generate these factors. À factor analysis of symptom 
dimensions on the second half of the total sample es- 
sentially replicated the findings from tae first. Most 
psychotic items loaded heavily on a first factor, which 
accounted for 21% of the variance; items reflecting de- 
pression as well as neurotic and somatic concerns 
loaded heavily on a second factor, which accounted 
for 11% of the variance. Items representing retarded 
movement and speech, flat affect, and bizarre behavior 
loaded heavily on a third factor, representing 8% of the 
variance; and items representing incomprehensible 
speech, unkempt appearance, and incongruent and la- 
bile affect loaded on a fourth factor, representing 6.3% 
of the variance. These results are discussed in more 
detail elsewhere (9). 

A follow-up evaluation was carried cut 2 years from 
the date of the patients’ admissions. Follow-up data 
were collected on 85% of the original sample (N= 185) 
by those members of the research team who had eval- 
uated the patient initially. A psychiatriz history for the 
intervening 2 years was obtained as well as relevant 
social data, and a Psychiatric Assessment Interview 
(PAI) was again carried out to assess symptoms in the 
month prior to follow-up. From these data, 2-year out- 
come was rated with the Strauss-Carpenter Level of 
Function Scale (7). The reliability of this scale has been 
described; its validity has been supported by its suc- 
cessful demonstration of prediction-outcome relation- 
ships in schizophrenic patients and of associations be- 
tween symptoms, social function, and work function. 

We used three approaches for diagnosing schizo- 
phrenia by applying the diagnostic criteria of these 
systems to the PAI symptoms ratings made at the time 
of entry into the study (8). When we applied Kurt 
Schneider's system of first-rank symptoms (14), 36 pa- 
tients were classified as schizophrenic; 42 were classi- 
fied as schizophrenic by the flexible system for diag- 
nosing schizophrenia at the 5-symptom level (15), and 
52 patients were classified as schizophrenic by the 
New Haven Schizophrenia Index (15). 


RESULTS 


The neurosis factor, the depression dimension, and 
the hypomania dimension each had only a few signifi- 
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TABLE 1 
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Froduct Moment Correlations of Initial Symptoms with Outcome in 217 First-Admission Schizophrenic Inpatients? 


Initial Symptoms 


Depression/ Retarded- Excited- Hypomania/ 
Cutcome Measure Psychosis Neurosis Bizarre Bizarre Depression Mania 
Time out of hospital — 30° 
mi 33° 
~ 314 — 394 
Quality of social life 43° 
.444 
Quality of social contacts E35" 44> 
36° 
.342 
Quality of work —.36t =. 
Quantity of work =;32 9 
No symptoms — 40° .39b 31 
Ability to meet own needs — 48> : 
— 33d —.33 
Fullness of life — .46> 
— .48° 
E .329 
Global assessment of adjustment — 40° 31° 
— 329 
Total —.47° .29« 
—_ 408 . 
Psychotic symptoms 32° 348 —.33b 
Neurotic symptoms — 344 


2p«.01 for correlations in the +40s or —40s, and for correlations for psychotic symptoms and neurotic symptoms; p<.05 for all other correlations. 


®Schneider's first-rank symptoms. 
‘Flexible 5 symptoms. 
New Haven Schizophrenia Index. 


cant correlations with outcome. In contrast, for all 
three classifications of schizophrenia, a variety of oth- 
er initial symptoms correlated with several follow-up 
measures (table 1). Perhaps most striking is the large 
number of significant correlations between the general 
psychosis factor and poor adjustment at outcome for 
all three systems of diagnosing schizophrenia, a find- 
ing that further supports the validity of the outcome 
assessment instrument. 

The data analysis treated depression and hypo- 
mania-mania as continua, scores of which were then 
correlated with continucus outcome variables. An al- 
ternative approach to data analysis was also used by 
dividing patients labeled schizophrenic by each of the 
three diagnostic approaches by a median split into 
those with higher depression scores and those with 
lower depression scores and then comparing outcome 
measures. This split was also done separately dividing 
these patients into two groups based on their level of 
hypomanic-manic symptoms. The results (analysis of 
variance) of these analvses showed significant dif- 
ferences between patients with and without affective 
symptoms only in quality of work as an outcome mea- 
sure for the Schneider and flexible systems diagnostic 
criteria. Patients in these groups who were more de- 
pressed initially had lowez quality of work functioning 
at follow-up. 

In crder to assess the prognostic power of individual 
affective symptoms, as opposed to composite symp- 
tom dimensions, we correlated the individual affective 


symptoms comprising the depression and hypomania- 
mania dimensions and several other affective symp- 
toms of interest with 5 outcome measures of chief ir- 
terest (table 2). Most striking are the correlations, for 
all three systems of diagnosing schizophrenia, of gran- 
diose delusions and measures of impairment at follow- 
up. Other individual affective symptoms were not cor- 
related with the follow-up variables in table 2: depres- 
sive symptom dimensions—trouble concentrating, de- 
creased libido, crying, brooding, future dark, life noi 
worth living, indecision, weight loss, decreased ener- 
gy, slowed thinking, sad feelings, decreased interests, 
suicida! thoughts, depressed mood at interview, facial 
expression sad at interview, suicide attempts; other 
depressive symptoms—social withdrawal, other delu- 
sions of guilt, delusions of worthlessness, decreased 
energy, restlessness; hypomania dimension symp- 
toms—elated mood at interview, flight of ideas, over- 
confident, reckless dispersion of assets, increased en- 
ergy. 

Several significant associations of affective symp- 
toms with outcome in this study indicate that most of- 
ten depression, hypomania-mania, or high scores on 
the depression-neurosis factor predict poor adjustment 
at follow-up (p<.05). High levels of the retardation/ 
bizarre factor in our schizophrenic patients predict 
better status at follow-up in terms of a larger 
number of social contacts, higher quality of life, 
and absence of symptoms for all three systems of 
diagnosing schizophrenia. 
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TABLE 2 
Correlation of Individual Affective Symptoms with Outcome in 217 First-Admission Schizophrenic Inpatients? 
Time Out Frequency of Quality 
Affective Symptom of Hospital Social Contacts of Work No Symptoms Total 
Depressive dimension symptoms 
Early wakening 32” 
Other depression symptoms 
Delusicn of harming others 35° 36° 
Hvpomania dimension symptoms 
Pressure of speech 55,367 
'Exciting ideas —,39» 
Other manic/hypomanic symptoms 
Delusions of grandiose power -—.35b -.43* 
— 45b 
— 46 
Delusions of grandiose identity — 404 — 34b -—- 48¢ 
-.47^ 
_ —.49¢ 





“Affective symptoms are listed only if they correlated significantly with at least one. of the five outcome measures; p<.05 for all correlations. 


"New Haven Schizophrenia Index. 
*Schneider's first-rank symptoms. 
*Flexible 5 svmptoms. 


DISCUSSION 


In this representative sample of first-admission 
schizcphrenic inpatients, affective symptoms as usual- 
ly conceived had minimal prognostic value at 2-year 
follow-up. For these patients, whether diagnosed 
schizophrenic by Schneider's first-rank symptoms, the 
criteria of the flexible system, or the New Haven 
Schizophrenia Index, only a few of the 12 outcome cri- 
teria used are predicted by affective symptoms and 
then at relatively low levels scattered in one or another 
diagnostic system. Although some of the findings are 
in the predicted direction, others are not; they clearly 
do not indicate that affective symptoms are major 
prognostic characteristics in this sample. This con- 
clusion is even more striking when contrasted with the 
far more significant prognostic power of the psychosis 
and retarded-bizarre symptom factors. 

The minimal prognostic power of affective symp- 
toms in our sample agrees with the results of one 
report that did not focus specifically on these symp- 
toms (17). They are discrepant, however, with most 
previous work in the area. How might this discrepancy 
be explained? It does not seem to be a statistical arti- 
fact. Association levels as well as significance levels 
are low. Negative findings for the prognostic value of 
affective symptoms in this study might be the result of 
diagnostic methods that excluded high affect/good out- 
come patients who may have been included in prior 
studies, but there is strong evidence against this hy- 


pothesis. The use of Schneider’s first-rank symp- . 


toms as diagnostic criteria makes no specific exclusion 
on the basis of affective symptoms, and some prior 
work has suggested that a significant number of pa- 
tients with these symptoms would be viewed by many 
as having manic-depressive illness (18, 19). Another 


study (20). suggests that the level of affective symp- 
toms in patients diagnosed schizophrenic by the New 
Haven Schizophrenia Index criteria is higher than the 
level of affective symptoms found in first admission 
psychiatric patients as a whole. On the other hand, 
with regard to the possible exclusion of patients with 
low levels of affective symptoms, previously published 
data (8) reveal that of patients who have levels of af- 
fective symptoms low enough to meet the Research 
Diagnostic Criteria for schizophrenia, between 75% 
and 100% are included in the groups of schizophrenics 
studied in this project. Thus, it appears there are not 
restricted levels of affective symptoms in this sample 
that would explain discrepancies with other studies. 
Could the ''retarded-bizarre'' factor, which was re- 
lated to prognosis, actually be an affective symptom 
factor, perhaps reflecting a specific type or severity of 
depression? This seems possible; however, 1 of the 4 
symptoms loading heavily on that factor, flat affect, 
has usually correlated inversely with good outcome in 
other studies (21), not positively, as one would expect 
from affective symptomatology. It is possible that flat 
affect, which is often difficult to rate reliably (12), real- 
ly reflects the unchanging depressed affect that some- 
times characterizes severe depression. However, bi- 
zarre behavior, including violent excitement, repeti- 
tive movements, laughing out of context, and 
posturing, is less likely in most clinical views to be part 
of a severe depressive syndrome. Retarded move- 
ment, another item in this factor, has been associated 
with depression and good outcome (6). Although by 
definition the retarded-bizarre factor is orthogonal to 
the neurotic depression factor, it is sull possible that 
the two factors tap different kinds of affective symp- 
toms. If such were the case, the retarded-bizarre fac- 
tor could represent a special depressed picture, leav- 
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ing out many symptoms customarily considered pre- 
eminent in affective disorder. 

Perhaps the discrepancy between these findings and 
earlier studies of the prognostic impact of affective 
symptoms can best be ascribed to the four issues noted 
in the introduction, namely, sampling, initial symptom 
assessment, multidimensional evaluation of outcome, 
and diagnostic criteria. Perhaps these have reduced 
certain unrecognized biases that may have entered in- 
to other studies. Three considerations seem particular- 
ly important: first, most previous studies did not em- 
ploy systematic methods of symptom evaluation but 
relied instead upon chart review or clinical impres- 
sions. The importance of a structured or semi-struc- 
tured interview approach for symptom evaluation in 
general has been discussed (12). For symptoms of de- 
pression in particular, there are serious risks of misun- 
derstanding unless the utmost care is devoted to as- 
sessment (22). The investigations of McCabe (21) and 
Taylor and Abrams (4) involved systematic approach- 
es for reliably assessing symptoms, but neither of 
these directly investigated the predictive role of af- 
fective symptoms. 


Second, prior investigations may have relied on 


symptoms such as retarded movement, retarded 
speech, and what in this study is called ‘‘flat affect” as 
evidence for the presence of depression. If so, they 
would be more compatible with our findings but not 
with the report by Carpenter and associates (17) re- 
garding the importance of flat affect in predicting poor 
outcome. 

Third, most earlier studies did not use systematic 
and reliable approaches for diagnosing schizophrenia. 
Since reliable diagnosis depends on systematic data 
collection, earlier studies may have brought in other 
diagnostic criteria, such as established chronicity, 
which may have correlated with blunted affect and 
thus produced misleading results. We used only first- 
admission patients and standard evaluation techniques 
and therefore may have reduced such confounding. 
Astrup and associates (23, 24) apparently studied only 
first admissions, but their use of chart review was dif- 
ferent from ours and they excluded patients who had 
been ill for longer than 6 months at the time of hospi- 
talization. About 30% cf our schizophrenic population 
had had psychotic symptoms for more than 6 months. 
Astrup and Noreik (6) studied first-admission schiz- 
ophrenic patients, but initial assessment and diagnosis 
was on the basis of chart review, and outcome rating 
was unidimensional. 

Because of the negative or contradictory evidence 
available, we conclude that symptoms and symptom 
groups most commonly considered as evidence for af- 
fective disorder do not have important prognostic val- 
ue in schizophrenia, at least in the few years after a 
first hospitalization. This conclusion is supported by 
the results of one study (17), which measured depres- 
sion and anxiety but did not focus on this specific is- 
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sue, and by a long-term follow-up study by Vaillant 
(25), which suggests that remitted schizophrenic pa- 
tients who later relapsed were not significantly dif- 
ferent in terms of initial afféctive symptoms from those 
who maintained their remission. Our findings, which 
are contrary to the conclusions of earlier investigators, 
also suggest that common approaches to the diagnosis 
of schizophrenia do not include a subgroup of patients 
whose diagnosis, based on relationships between af- 
fective symptoms and outcome criteria, should be af- 
fective disorder. Prognosis is one of many approaches 
to establishing the validity of a diagnosis. 
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ECT and Special Problems of Informed Consent 


BY CHARLES M. CULVER, M.D., PH.D., RICHARD B. FERRELL, M.D., 


AND RONALD M. GREEN, PH.D. 


The authors examine the question of whether severely 
depressed patients can validly consent to ECT, indeed 
whether anyone should be asked to consent toa 
treatment that some have held is disabling and beyond 
the range of rational choice. They suggest some 
clarification in the use of the terms ‘‘competent’’ and 
"rational." The authors present examples of cases 
where ECT may appropriately be used with and 
without a patient's consent. They conclude that except 
in cases in which patients may die without ECT, 
physicians will not err morally by respecting patients' 
informed decisions about treatment. 


an a severely depressed patient validly consent to 
C. course of ECT? Can this patient validly refuse 
consent? Although the requirement of informed con- 
sent is a firm part of the ethical practice of medicine, 
two separate problems make these questions appropri- 
ate and urgent where ECT is concerned. One problem 
is that ECT is usually prescribed for patients who are 
seriously depressed and whose ability to consent 
migat therefore be open to question. À second prob- 
lem concerns the therapy itself: ECT has been held by 
some to be an intrusive physical technique with inher- 
ently unacceptable risks and hence beyond the range 
of rational choice. While these two problems challenge 
the validity of informed consent to ECT from different 
directions, both throw open to question the current 
practice of employing ECT on the basis of patient con- 
sent. 
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DEPRESSION AND COMPETENCE TO CONSENT 


The first of these two problems is not unique to 
ECT. It is encountered frequently in the fields of psy- 
chiatry and neurology where the brain, the organ that 
plays a decisive role in the giving of consent, is often 
involved in the disease process and may, as with ECT, 
itself be the direct object of treatment. One might 
therefore suppose that psychiatry and neurology must 
be inherently paternalistic when serious mental illness 
is involved, that is, that they must involve minimal re- 
liance on the patient's expressed wishes regarding 
treatment and primary reliance on the treatment 
team's (or family’s) judgment concerning what is in the 
patient's best interests.! 

In fact, clinical practice does not appear to bear out 
this supposition. Not only is the patient's consent ac- 
tively sought in such cases by responsible physicians, 
but a patient's refusal to consent is usually respected. 
How can we account for this? Part of the answer 
seems to be that.in the view of most psychiatrists seri- 
ous mental illness does not usually render a patient in- 
capable of making informed decisions about treat- 
ment. Patient A is a case in point. 


Case 1. Ms. A, a 71-year-old woman, was admitted to our 
unit with a moderately severe depression. She had had three 
other depressive episodes over the past 40 years. The third 
episode, which occurred 6 years ealier, was the most severe. 
She was initially given antidepressant medication; when this 
proved ineffective ECT was recommended. Ms. A con- 
sented and received a course of eight sessions of ECT, which 
resulted in a prompt alleviation of her depression and a re- 
turn to her usual active life. 

Ms. A remained symptom-free for 6 years, but then once - 
again, without any clear precipitant, she became depressed, 
with a significant sleep disturbance, loss of appetite and 
weight, and occasional thoughts of suicide. She was hospi- 
talized and given antidepressant medication, which, as be- 


: fore, proved ineffective. She readily agreed to a course of 


ECT. Despite her depression Ms. A appeared to her psychia- 
trists to be capable of understanding her situation and mak- 
ing an informed decision about her treatment. She under- 
stood that ECT would almost certainly alleviate her depres- 
sion as it had before, and she clearly preferred ECT to the 
options of no further treatment or some combination of cor- 
tinued antidepressant medication with psychotherapeutic 


lFor a general discussion of paternalistic medical interventions 
and when they are and are not justified, see Gert and Culver's work 
(1, 2). 
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support. After only four treatments, her mood improved 
substantially, her appetite and sleep pattern returned to nor- 


mal, anc her suicidal thoughts ceased. She was discharged . 


and 6 months later remained in normal mood. 


Ms. À seems to us to illustrate a quite unproblematic 
use of ECT. Most, but not all, depressed patients ap- 
pear to be as capable of making an informed decision 
as she was. However, some patients seem to be unable 
. to give or not give consent at all. Occasional patients 
withhold consent when their physicians and relatives 
believe that it would be most reasonable for them to 
agree. Ánd, although rarely, a severely depressed pa- 
tient refuses ECT at a time when it appears that he or 
she will die without it. 

The response of psychiatrists to these cases differs 
widely. In some instances, treatment is initiated inde- 
pendently of the patient's wishes, while in other cases 
those wishes are respected. The reasons why one 
course or another is taken are not always clearly artic- 
ulated, and this lack of clarity is partly due to the in- 
adequacy of terms used to describe patients whose 
consent is more problematic than Ms. A's was. When 
psychiatrists and others discuss these cases, terms 
such as "competence," “‘rationality,’’ and ''capabili- 
ty" are often used. The terms are often used inter- 
changeably, imprecisely, and in a confusing manner. 
For example, a patient who considers and then refuses 
what his or her physicians believe to be a very neces- 
sary treatment may be labeled ''incompetent."' On fur- 
ther inquiry it is often the case that there is no indepen- 
dent measure of the patient's competence; rather, the 
label has come from the treatment-refusal decision. 
Those doing the labeling have moved from their dis- 
agreement with the patient's decision to a label that 
characterizes the patient as globally incompetent. This 
kind of linguistic move is confusing at best. Patients 
who make what appear to be unwise treatment decisions 
often carry out most of their other activities quite com- 
petently. But there is a further danger in this too-quick 
and too-global labeling: it may reassure the physician 
that a particular paternalistic insistence on treatment is 
justified when it may not be. This is because it is easier 
for most of us to think we are treating an incompetent 
patient (despite his or her protestations) than to think 
we are forcing our own treatment decision on a com- 
petent patient who disagrees with it. 

Because of these difficulties we want to suggest a 
particular use of terminology in dealing with these 
matters, which we hope will be clarifying, and a cer- 
tain associated moral reasoning. We suggest first of all 
that “competent” and ‘‘incompetent’’ not be used as 
global attributes of a person but rather be applied more 
narrowly with respect to particular abilities, for ex- 
ample, that a person be described as competent to do 
X" only when certain criteria are met. We will say 
then that a patient is competent to decide about having 
a particular treatment (such as ECT) when the follow- 
ing are satisfied: 1) the patient knows that the physi- 
cian believes the patient is ill and in need of treatment 
(although the patient may not agree), 2) the patient 
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knows that the physician believes this particular ireat- 
ment may help the patient's illness, and 3) the patient 
knows he or she is being called upon to make a deci- 
sion regarding this treatment.? 

These are deliberately ‘“‘minimal’’ criteria because 
the intent, for reasons explained below, 1s to consider 
a patient competent to make a treatment decision un- 
less he or she is clearly incompetent to do so. 

We suggest further that ‘‘rational’’ and "irrational" 
be used as attributes of the decisions made by patients. 
Thus while some patients will be deemed incompetent 
to make treatment decisions, the rest will be consid- 
ered competent to make decisions that may be judged 
rational or irrational. An irratioral decision is one 
based on an irrational belief (e.g., a patient does not 
believe he or she has cancer despite overwhelming evi- 
dence that he or she has) or on an irrational desire 
(e.g., a patient prefers to die rather thar have a gangre- 
nous foot amputated but can give no reason for this 
choice).? This use of "irrational," which will be illus- 
trated in some of the examples below, is meant to ac- 
cord with the way the term is usually employed, not 
only by psychiatrists but by people in general. 

Thus we would view Ms. A as having been com- 
petent to make a treatment decision and would also 
view her decision as a rational one. We now wish to 
apply the above terminology to other more trouble- 
some cases to see whether it helps clarify and make 
explicit the way we (and others) believe it appropriate 
to respond in such cases. 


THE PATIENT INCOMPETENT TO 
TREATMENT DECISION 


MAKE A 


Case 2. Ms. B, a 69-year-old woman w:tà a biopsy-proven 
unresectable retroperitoneal sarcoma, was admitted to our 
unit in a profound confusional state that vas thought to be a 
result of delirium, a very severe psychozic depression, or a 
combination of the two. Approximately 1 year earlier she 
had been admitted to the hospital with a similar mental syn- 
drome. At that time a retroperitoneal mass had been identi- 
fied and biopsied during laparotomy. Treatment with ECT at 
that time (1 year before the present admission) resulted in 
dramatic clearing of her confusional state and melancholia, 
enabling Ms. B to resume a satisfying lif2 with her family for 
a period of about 10 months, when the current confusional 
state developed. 

At this point Ms. B was disoriented to place and time and 


"These criteria are similar to the criteria employed in most juris- 
dictions to ascertain that a person has comp2tenily made a will: the 
individual must know he or she is making a w Il, know what his or her 
assets are, and know who his or her natural heirs are. See Roth and 
associates’ discussion (3) for a useful elabo:zticn of various mean- 
ings that have been attached to ‘‘competence.”’ 

*The following would be regarded as irraticnal desires: the desire 
to die, to suffer pain (physical or mental), :c be disabled, or to be 
deprived of freedom, opportunity, or pleasure. It is not always irra- 
tional to desire these things, but it is irraticnal to desire them with- 
out some adequate reason. It is sometimes difficult to decide on the 
adequacy of a person's reason for acting on what would otherwise 
be an irrational desire. For a fuller account cf rationality see Gert's 
discussion (4, pp. 27-37). 
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was severely agitated and restless. She was not able to give 
understandable answers to most direct questions, and in gen- 
eral her speech consisted of incoherent babbling. An exten- 
sive search for a metabolic, pharmacologic, or structural 
cause for her mental syndrome yielded no positive results. 
Her retroperitoneal sarcoma appeared to have increased 
somewhat in size, but this could not be directly correlated 
with her change in mental function. Her sarcoma was in no 
wey felt to be immediately life-threatening. Her physicians 
felt that ECT was again indicated but that she was not com- 
petent to give informed consent to any treatment procedure. 
The hospital attorney was of the opinion that ECT could be 
used if the unanimous informed consent of her three adult 
children was obtained. Her children did consent, and a 
course of ECT was again administered. A similar gratifying 
improvement resulted. i 


Ms. B was not competent to decide about having 
ECT according to our criteria: there seemed no way to 
maše her aware that there was a treatment decision to 
be made, let alone communicate to her why her doc- 
tors believed treatment was necessary. 

We believe that under these circumstances it is usu- 
ally sufficient to allow next-of-kin to make treatment 
decisions about the patient’s care. They are usually in 
the best position to know the patient’s values and to 
apply those values to the decision at hand. Any posi- 
‘tion about treatment the patient has previously ex- 
pressed (while competent) should of course be given 
great weight and should almost always be determina- 
tive. 

It is because we believe that patients incompetent to 
make a treatment decision can usually be treated with 
only next-of-kin's consent, while far more stringent 
criteria must be met to treat patients who competently 
decide against treatment, that our criteria for compe- 
 tence are so minimal. We want to allow next-of-kin to 
represent a patient's interests only in those cases in 
which it is abundantly clear that the patient is simply 
unable to represent his or her own interests. 


COMPETENTLY MADE IRRATIONAL DECISIONS 


As we have indicated, patients can be competent to 
. make a decision, but their decisions can be viewed by 
their physicians and others as irrational. They may te- 
naciously hold patently false beliefs about themselves 
or their conditions, or they may have desires we usual- 
ly consider to be irrational. Nevertheless, in most in- 
stances patients' wishes are and should be respected 
even when they seem significantly irrational. 
Nonetheless, psychiatry (and, to a lesser extent, 
neurology) seems to be distinguished by a somewhat 
lesser reluctance than other branches of medicine to 
overrice the wishes of patients who make seriously ir- 
rational decisions. This probably reflects the judgment 
that such patients not infrequently make irrational de- 
cisions that seem part of the disease from which they 
suffer and that they can very frequently be expected to 
reverse their wishes after treatment. However, com- 
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petence should be accorded considerable respect in 
the treatment of even severe mental illness, and psy- 
chiatrists should require a compelling reason to cver- 
rule the wishes of a patient displaying minimal compe- 
tence to make treatment decisions. Where ECT is con- 
cerned this means that if a patient understands the 
reasons for his or her physician's recommendation of 
ECT and also knows that consent is being elicited for 
treatment, this is prima facie a strong reason for re- 
specting the patient's wishes, even when the treatment 
team disagrees. Ms. C illustrates this situation. 


Case 3. Ms. C, a rather frail 55-year-old married woman, 
was admitted to our unit with a 6-month history of a moder- 
ately severe depression. She was transferred to us from a 
community hospital where her local psychiatrist had tried 
two different antidepressant medications but had stopped 
both because of her marked hypotensive response to even 
the usual low starting dosages. 

When she came to us Ms. C was markedly depressed. She 
had lost a moderate amount of weight and was sleeping poor- 
ly but maintained a fairly adequate intake of food and water. 
We recommended ECT to her. However, she firmly and con- 
sistently refused. She had had a close friend who had re- 
ceived ECT; while her friend's depression had improved at 
the time, she had killed herself a year later. Ms. C acknowl- 
edged that ECT ‘‘may not have been responsible" for.her 
friend's suicide but said she was terrified of it. 

We therefore devised a drug regimen in which we gave her 
a very small nighttime dosage (10 mg) of desipramine, a tri- 
cyclic antidepressant, which we later increased siowly in 
small (10 mg) increments. We also gave her small morning 
and noontime doses of methylphenidate,.a stimulant. She 
suffered from significant orthostasis, but with close nursing 
care this problem proved manageable. After 2 to 3 weeks her 
depression began to respond. In an additional 2 weeks she 
was feeling quite well again, and her hypotension had ceased 
to be a significant problem. 


In this case Ms. C's physicians and her husband all 
felt that ECT should be tried. The probability of signif- 
icant and rapid benefit was very high and the risk was 
very small (see below). The alternative to ECT seemed 
to be a high: probability of continued suffering for a 
long period of time with only slim hope that further 
alternative treatment might help. The patient's not 
choosing ECT for the reason she gave seemed on bal- 
ance irrational to us. However, the harm she risked by 
not choosing ECT did not seem extreme enough to jus- 
tify our considering any more coercive efforts.4 We 
viewed her as having competently made a decision 
that was irrational but that should be respected. 

In actual fact, we encounter very few patients who 
refuse ECT. Why should this be so? Probably the most 
important reason is that we generally suggest ECT on- 
ly when antidepressant medications have been given 
an adequate (3-5 week) trial and have failed. Thus 
ECT-eligible patients have typically been suffering . 


“For a full elaboration cf the features of a case that determine 
when paternalistic intervention is justifiable, see Gert and Culver's 
work (2). 
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from depression for some time and want to relieve 
their pain. If we suggested ECT much earlier—for ex- 
ample, as an alternative to trying medications—we 
would probably encounter more refusals. 

Does the fact that someone is suffering a great deal 
make suspect their consent to a procedure that holds 
out a very high probability of relief? We believe it ex- 
plains why they usually consent but it does not invali- 
date that consent; if one were to make that claim, one 
would have to disallow the majority of patient con- 
sents in medicine. Gall bladders and appendices are 
removed at times of pain, and probably fewer patients 
refuse these procedures than refuse ECT. Our patients 
who consent to ECT seem to make that decision for 
reasons analogous to those used by patients generally: 
they dislike very much the suffering associated with 
being depressed, and while they may have some mis- 
givings about undergoing ECT they would prefer un- 
dergoing the treatment to the alternative of continued 
depression. Assuming that ECT is an acceptable treat- 
ment (see below), there seems no other rational basis 
on which it could be chosen, either by the patient or by 
someone representing his or her interests.? 

However, there are rare cases involving competent 
patients in which coercive paternalistic intervention 
Occurs and seems justifiable. These are essentially all 
cases in which ECT appears to be necessary to save 
the patient's life. Ms. D is an example. 


Cas? 4. Ms. D, a 69-year-old married woman, was admit- 
ted to our unit with a depressive illness of 6 months' dura- 
tion. Approximately 1 year before admission she was discov- 
ered an a routine examination elsewhere to have an elevated 
lactic dehydrogenase. A liver-spleen scan was done and 
showed her spleen to be enlarged. No further studies were 
carried out. 

Approximately 6 months before her hospitalization Ms. 
D's husband suffered a heart attack and was subsequently 
confined to a nursing home. She stated in retrospect that her 
“world went to pieces” at that time. She gradually became 
depressed and experienced characteristic changes in appe- 
tite, weight, and sleep. She refused to seek medical atten- 
tion. Eventually her husband called his lawyer, who sum- 
moned the police to her home, where they found her in a 
state of neglect and brought her to the emergency room at 
her local hospital. She was admitted and noted to be de- 
pressed, but was alert, oriented, and cooperative. Positive 
physical findings included anemia, leukopenia, hypoprotein- 
emia, and a further increase in spleen size. She was seen by a 
consulting psychiatrist, who thought she was significantly 
depressed and recommended treatment with tricyclic antide- 
pressant medication. She agreed to take the medicine, but 
did not improve. The patient's internist recommended a 
bone marrow examination and other laboratory studies. Ms. 
D refused for reasons that she would not clearly discuss, 
saying only that she ‘‘didn’t want to bother.” She was trans- 


‘Using the analysis and terminology proposed by Gert and Dug- 
gan (5), we would say that while the decision to consent to medical 
procedures is often made in the presence of coercive incentives 
(e.g., suffering and risk of death), it is nonetheless voluntary, i.e., 
the patient has the ability to will to have or not to have the treatment 
depending on whether such coercive incentives are or are not pres- 
ent. 
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ferred to our medical center for a further attempt at evalua- 
tion and possible treatment. 

Our evaluation confirmed the above impressions. She was 
seen by a neurologist and by a hematologist, who recom- 
mended a CT scan, an EEG, a lumbar puncture, and a bone 
marrow examination. The patient's clinical condition contin- 
ued to deteriorate, and she began refusing most food and 
fluids. She refused to allow most of the reccmmended diag- 
nostic tests to be performed. Repeated efforts by us and by 
her family to obtain her consent for these studies were un- 
successful and were now met by her saying that ''I deserve 
to die." 

We felt she was indeed at risk of death through malnutri- 
tion and electrolyte disturbance resulting from inadequate 
fluids and nutrition. Her husband and son were informed of 
the seriousness of the situation. Her son obtained an at- 
torney, went to court, and on the basis of the clinical details 
we provided, obtained temporary legal guardianship of his 
mother. He then authorized us to proceed with the diagnos- 
tic procedures deemed necessary. These were done despite 
her objections. The hematology consultant zoncluded that 
the most likely hematologic diagnosis was myelofibrosis. 
Her long-term prognosis from this disorder was thought to 
be questionable, but her prognosis for the next several years 


. was.quite good. 


Her son authorized us to proceed with ECT for her now 
severe melancholia. She was treated initially without her 
consent and over her stated objections. 

After the second treatment she gave verbal consent to fur- 
ther treatments; after the fourth treatment she became 
brighter in mood, began eating well, and was much more ver- 
bal. After a total of 10 treatments Ms. D reported that she 
felt quite well. She exhibited a mild post-ECT delirium, 
which subsequently cleared. She was able to express appro- 
priate feelings of sadness about her nusband's illness. She 
told us that she was very grateful we had treated her. At her 
last follow-up visit, several months after discharge, she was 
doing quite well. 


We viewed Ms. D as entirely competent to make a 
treatment decision according to our criteria: she knew 
that her doctors believed she had a very serious de- 
pressive illness and that they further believed that 
ECT was necessary to save her life. She clearly knew 
that she was being asked to consent to ECT. However, 
she refused consent, giving no reason other than her 
belief that she deserved to die. This choice of non- 
treatment seemed seriously irrational to us and almost 
certainly a reflection of her profound depressive ill- 
ness. Thus we believed that paternalistically forcing 
treatment on her was justified —that cne can univer- 
sally advocate such an intervention when the harm or 
evil one is probably forestalling is so great, the evil one 
is perpetrating is probably so much less, and the pa- 
tient's refusal is significantly irrational (2). 

Because we viewed Ms. D as competent to decide, 
we made every effort to obtain her consent to treat- 
ment. When this was not forthcoming it was only after 
much discussion among members of the treatment 
team and the patient's family that (ilegal) measures 
were instituted to allow coercive treatment. Thus her 
wishes (not to have treatment) were zaken very seri- 
ously and forced us into a searching examination of 
our own reasoning. Of course, phvsicians should en- 
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gage in a Similarly thoughtful weighing of risks and 
benefits whenever any treatment is recommended to 
and discussed with a patient. However, if the patient 
does not consent, we believe open discussion with oth- 
er staff and family members is called for (except in 
genuine emergency situations) before paternalistic in- 
tervention is ever justified. This requirement is strin- 
gent but seems desirable whenever a patient com- 
petently makes a decision with which his or her own 
doctors disagree, and its shows why the consent pro- 
cess is so important when ECT (or any other treat- 
ment) is involved. 


IS ECT AN INHERENTLY IRRATIONAL 
TREATMENT? 


A quite different challenge to the validity of consent 
to ECT is posed by those critics who contend that by 
its very nature this treatment is not rationally choice- 
worthy. This appears to be the view, for example, of 
Friedberg, who has characterized ECT as the deliber- 
ate infliction of brain damage, which results in serious 
mental impairment in the form of memory loss and dis- 
orientation (6, 7). He considers ECT so un-choice-wor- 
thy as therapy that he challenges the moral integrity of 
physicians who offer it. 

Friedberg's rather ore-sided and simplistic view of 
ECT is not shared by the majority of psychiatrists who 
deal with depressed patients, and it is not borne out by 
objective studies on the efficacy or side effects of this 
treatment. The preponderance of evidence suggests 
that ECT usually effects a dramatic amelioration of de- 
pression and that it does so in the overwhelming ma- 
jority of cases with little or no long-term impairment of 
memory or other injurious sequelae (8-10). In fact, 
many psychiatrists feel that ECT is so safe, rapid, and 
efficacious that to refuse to suggest it to seriously de- 
pressed patients (who run a significantly high risk of 
death because of their illness) is itself irresponsible. 

Nonetheless, it seems clear that we do not yet know 
with sufficient precision the frequency of the signifi- 
cant persistent memorv loss that does apparently 
rarely follow ECT, and we do not know anything 
about patient characteristics (e.g., age, sex, type of 
lateralization of brain functions) that may increase its 
likelihood. Many more studies of the kind reported by 
Squire (11) are needed. 

However, it must be emphasized that the issue of 
the rationality of consenting to ECT does not depend 
on obtaining any more factual information than we 
now have. For example, suppose that Friedberg's very 
negative portrayal of ECT were exactly correct; it 
would still not follow that it would be irrational for a 
patient to choose it or immoral for a physician to offer 
it. This is because it is not usually considered irrational 
to take major steps (including even killing oneself) to 
escape persistent and unbearable pain, and severe de- 
pressive iliness frequently involves psychic pain of 
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this sort. Thus a patient who chose to undergo scme 
mild brain damage, which would result in mild per- 
sistent memory deficits, in order to escape from severe 
psychic pain that could not be relieved in any other 
way would not be making an inherently irrational deci- 
sion. 

However, no critic who has examined the evidence 
(even the same evidence cited by Friedberg; see 
Frankel's report [9]) believes that Friedberg's very 
negative appraisal of ECT is correct. The over- 
whelming majority of patients incur no residual memo- 
ry loss at all. Thus the best description of the choice 
confronting the patient is the following: 

1. Continued depression on the one hand (or what- 
ever condition it is hoped ECT might alleviate) with, 
usually, a continuation of prior attempts at therapy, or 

2. ECT on the other hand, which is characterized 
by certain probable benefits (excellent chance of alle- 
viation of depression; usually lesser chance of allevia- 
tion of other conditions) and certain risks (very good 
to excellent chance of no residual effects; lesser 
chance [perhaps 1095-5096 but not yet known] of 
minor memory problems that may persist 6-12 months; 
rare chance [perhaps less than 1% but not exactly 
known] of moderate to marked memory problems that 
may persist for longer than a year and in extremely rare 
cases be chronic and disabling). The risk of memory 
impairment should be adjusted upward in the case of 
bilateral ECT and downward with right unilateral 
ECT. 

We believe it is this information which should be 
given to the patient in the early stage of the informed 
consent procedure. We hope the day will soon arrive 
when we can be more precise in communicating the 
magnitude of the risks involved, but we believe the 
above summarizes the research literature coupled with 
our own experience. We have found little difficulty in 
informing patients of these risks and benefits. We do 
not believe that our current lack of precise knowledge 
makes the patient's decision inordinately difficult; 
many treatments for which we ask consent in medicine 
contain a much greater zone of uncertainty about out- 
come than does ECT. 


CONCLUSIONS 


ECT appears to be an eminently rational treatment 
for patients to choose in many clinical situations. The 
vast majority of very depressed (and other) patients do 
consent to having ECT when it is recommended, and 
there seems no basis on which to question the validity 
of their consent. 

However, there are a few patients from whom con- 
sent is not forthcoming. À few of these are patients 
who are incompetent to make a treatment decision at 
all and their next-of-kin must usually be relied upon. 

Finally, some patients do refuse ECT. In some cases 
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their refusal seems rational, e.g., when it objectively 
seems possible but not probable that ECT will help 
their condition and/or (very rarely) when ECT itself 
holds a high risk of morbidity. Usually, given the type 
of clinical situations in which ECT is recommended, a 
patients refusal seems irrational to the treatment 
team. However, except in extreme cases involving a 
probable risk of death in the near future without ECT, 
physicians treating depressed patients will not err mor- 
ally by respecting their patients’ informed decisions 
about treatment. 
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Patient Access to Records: Tonic or Toxin? 


BY LOREN H. ROTH, M.D., M.P.H., JACK WOLFORD, M.D., AND ALAN MEISEL, J.D. 


The authors review their experiences in permitting 
psychiatric patients to read their own records. 
Patients are permitted to read the records with a staff 
member present to explain the information in the 
record. Copies of the records are not provided, nor is 
the patient always provided access to the complete 
record. Permitting this type of limited patient access 
to records has resulted in a generally positive 
experience for the patients, and harm has not ensued. 


I find it perverse that although I am denied direct ac- 
cess to my own files I can authorize others to examine 
them. 


— Anonymous Patient 


ome medical and psychiatric patients ask to ex- 
S amine or to have cories of their records (1-4). Such 
requests are often not honored unless the records or 
copies are transmitted directly to another party, such 
as a physician, a clinic, an insurance representative, or 
a lawyer, or unless the records have been subpoenaed. 
Only about one-third of the states now have statutes 
that permit some sort of direct patient access to rec- 
ords, and half of these afford only very limited rights 
(5). For example, in one well-publicized court case (3), 
hospital records were denied to a former psychiatric 
patient and to her husband, who wanted to consult the 
records in order to write a book. Officials at the hospi- 
tals explained that 


[we] prefer to release records to a designated physician 
rather than to the patient himself because (1) medical rec- 
ords are often unintelligi»le to the layman, (2) the revela- 
tion of certain information could be detrimental to the in- 
dividual’s current well-being, and (3) the records often 
contain references to other individuals who might be 
harmed by disclosure. 
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Hospital records, especially those of the mentally 
ill, often contain intimate, personal information given 
by families. It is claimed that disclosing information in 
a given case would *'tend to dry up potential sources 
of future information in other cases, and therefore ad- 
versely affect the public interest in the cure of mental 
illness” (6). 

By contrast, others claim that benefits accrue to the 
patient and physician from a policy of patient access. 
Without at least limited access to the record, the pa- 
tient really cannot know what information he (or oth- 
ers) may be releasing about him. 


The right to one's medical record is an extension of the 
right to confidentiality and privacy. It is the right of the 
patient to have a tangible record of his communications 
with his physician, and it protects the patient against the 
indiscretion or negligence of the health care provider. (2) 


Advocates of patient access also claim that the pa- 
tient has a legitimate interest in the information in his 
record for the purpose of self-education and in order to 
ensure continuity of care (7, 8). Health care providers 
who advocate patient access to records view such a 
practice as promoting better doctor-patient relation- 
ships and as helping patients to become more knowl- 
edgeable and self-reliant consumers of health care (7). 

Recent developments, such as the Federal Privacy 
Act of 1974 and the Freedom of Information Act of 
1966 and 1974, allow citizen access to numerous types 
of records. Medical and psychiatric records, although 
they have been treated as exceptions in the past, will 
probably not be so treated in the future (9). A number 
of bills under consideration in Congress would permit 
medical patients access to their records under a wide 
variety of circumstances (10). The APA Model Law on 
Confidentiality of Health and Social Service Records 
(9) endorsed a policy of patient access to records that 
is similar to the approach described in this paper. 


BACKGROUND 


Over the last few years, the Western Psychiatric In- 
stitute and Clinic (WPIC), a teaching hospital of the 
University of Pittsburgh, has received a number of 
requests from former patients who wish to read or ob- 
tain copies of their records. It was previously the hos- 
pital's policy not to divulge information in records di- 
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rectly to the patient, a policy encouraged by Pennsyl- 
vania law (6, 11). | 

In August 1975, WPIC formulated a new policy, 
which stated, 


Patient access to his or her medical record should be 
permitted unless it is determined that such access would 
cause an imminent, substantial and concrete detriment to 
the patient's well-being. Only under these circumstances 
should access be denied. Access should be permitted with 
the exceptions of sections of the medical record which 
may invade the privacy of any third parties. In instances 
where access to the medical record is denied for any rea- 
son, the patient may formally appeal to the Executive 
Committee of WPIC. 


In the usual circumstance, the patient is permitted to 
read the medical record in the presence of the Director 
of Adult Services at WPIC or his designee, who an- 
swers the patient's questions about the information in 
the record. In 1978, this WPIC policy became the basis 
for Pennsylvania Department of Public Welfare regula- 
tions that permit mental patients in all hospitals li- 
censed by the department access to the records under 
similarly controlled circumstances (12). 

There have been relatively few empirical efforts to 
assess the impact on patients of reading their medical 
records. Studies performed at the Medical Center 
Hospital of Vermont indicated that medical patients 
who were routinely given a complete copy of their 
medical records were more cooperative and less anx- 
ious; no adverse effects were noted (13, 14). There are 
scattered references noting the policy of psychiatric 
hospitals that permit patients to read their records 
(e.g., a state hospital in Washington allows former and 
current patients to inspect their own records [15]). The 
policy is said to have been successful, but no docu- 
mentation was provided. Stein and colleagues (16) re- 
centlv reported a positive experience when psychiatric 
patients routinely inspected their records during the 
course of treatment. Their report, however, did not 
deal with instances when patients make specific or per- 
sistent requests to review their records and when, for a 
variety of reasons, treatment staff may have been re- 
luctant to meet such requirements in the past. 

In this paper, we report the results of the implemen- 
tation of the WPIC policy. We addressed the following 
quesiions: Why do patients ask to review their rec- 
ords? What concerns are engendered in patients who 
read their records? What are the consequences to pa- 
tients who are permitted to read their records? 


THE STUDY PERIOD 


Persons who asked to review or to have copies 
made of their records were referred to the Clinical Di- 
rector of WPIC. Over a one-and-a-half year study peri- 
od, there were 16 such requests. Twelve of them even- 
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tuated in the patient (or in one case a relztive) meeting 
with the Clinical Director of WPIC (J.W ) and/or with 
another author of this report (L.H.R.). Four requests 
were not pursued by the patients beyond the initial dis- 
cussion with them (telephone or letter) of the WPIC 
policy. One additional patient, whose case illustrates 


the imperative quality of some patients' concerns, be- . 


lieved that his record was stigmatizing and that in- 
appropriate release had already preveated his sub- 
sequent employment. He stole the entire record from 
the WPIC record room. The negotiations in this in- 
stance revolved about the hospital's attempt to secure 
copies of the record from the patient. 


METHOD 


When the patient's records were shown to him or 
her, the WPIC policy was again explain2d, and the pa- 
tient was asked (before reading the record) to explain 
his reasons for wanting to review tbe record. The ses- 
sions lasted from one hour to an hour ard a half. At the 
end of the session, there was an open-ended question- 
and-answer period in which patients were asked to dis- 
cuss their feelings about having read :he record and 
were again asked why they had wanted to review the 
record. They were also encouraged to call or write a 
summary of their view of the experience. 

We interviewed 12 persons (5 men and 7 women). 
Eleven were patients. One man was te son of a de- 
ceased expatient who had been hospitalized 28 years 
previously. The patients interviewed ranged in age 
from 23 to 51. Three of the patien:s were in outpatient 
psychiatric treatment (either at WPIC ^r elsewhere) at 
the time of interview. Of the ex-patients, 5 had origi- 
nally been treated at WPIC more than 5 years pre- 
viously as inpatients. Eight persons were afforded to- 
tal access to the record, 2 patients were denied access 
to selected portions of the record, and 2 were denied 
any access to the records. Follow-up letters were also 
sent to each patient 3-6 months after the record-read- 
ing interview. Nine patients either wrote or called or 
were reached by us for telephone follow-up of the in- 
terviews. 


RESULTS 


Although the number of patients .cterviewed was 
small, certain themes were evidert. 

1. All the patients but 2 (even those who were de- 
nied access to selected portions of their records) were 
pleased with the opportunity afforded them. Several 
noted long-standing curiosity, even a sense of urgency 
about the information contained in the record. 

2. The patients were satistied that the record was a 
fairly accurate description of their beaavior as they re- 
membered it. Patients were surprisec that treatment 
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staff had known so much about them. This reaction 
was gratifying to us. Although the records were de- 
tailed, we had not anticipated that their quality would 
be so favorably viewed by the patients. 

3. Patients had some concern about the meaning of 
diagnoses given, which was particularly evident in two 
of the patients diagnosed in the record as ‘‘schizo- 
phrenic.” The implications of the term were explained 
to both patients. These patients and others were puz- 
zled but also reassured by inconsistencies among the 
psychiatric diagnoses given in the chart. The diagnosis 
of schizophrenia," for example, was denied by one 
patient who, because he had signed out against medi- 
cal advice, chose to regard this diagnosis as only a 
"working one.” Two patients expressed concern that 
the material contained in the chart was ‘‘unfortunate,”’ 
i.e., they were not happy that this type of material 
about them existed, and they expressed a strong desire 
that it not be revealed inadvertently to others. 


CASE VIGNETTES 


The following brief case examples illustrate some 
reasons why patients wanted to review their records, 
why material was at times withheld, and the follow-up 
of some of the encounters. 


Case 1. Ms. A, a 37-year-old woman, applied for a job and 
mentioned her psychiatric history. This included hospital- 
ization for depression, alcoholism, and suicide attempts. 

The company physician wanted to see Ms. A’s psychiatric 
record before she was hired. The patient, with some anxiety, 
appealed to the hospital that she first be permitted to read 
her record. When she read the record, Ms. A decided that 
she did not want it forwarded to the company. We agreed 
instead to summarize the pertinent information in a letter to 
the company. The letter was received by the company and 
Ms. A was hired. 


Case 2. Mr. B, a 34-year-old chronically dependent and 
depressed man, was given permission to review his records 
by his therapist and was referred to the Director of WPIC. 
He admitted curiosity about his therapist and wanted ''a 
little piece of ammunition'' to ‘get back at him." He was 
questioned as to why he did not pursue this matter further 
with his therapist, but he indicated that he did not want to 
use ''valuable therapy time.” It was decided not to show the 
patient his record immediately, but first to refer him back to 
his present therapist. The patient made no more requests to 
read his record. 

Mr. B was admitted to the hospital, depressed and sui- 
cidal, 25 days following the refusal to allow him to read his 
record. Therapy notes revealed that before the current hos- 
pitalization, Mr. B had been especially concerned about ter- 
minating treatment with his present therapist and with the 
thera»ist's upcoming vacation. 


Care 3. Ms. C, a 27-year-old divorced woman, asked 
to read her record. She had been hospitalized as an adoles- 
cent, at which time an extensive social and developmental 
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history was collected from her parents. Under "dynamics," 
the record stated that "the patient was an unwanted second 
sibling of a middle-class family in which the father had tre- 
mendous difficulty in handling his own hostile feelings." 
This aspect of the record was withheld from Ms. C to pre- 
serve the confidentiality of the parents’ communications. 
The patient seemed to be looking for some evidence of a 
better previous relationship with her parents than had appar- 
ently existed in order to effect a rapprochement with the 
family. 

Although she was not shown the complete record, Ms. C 
believed the partial record review was helpful in her relation- 
ship with her own daughter. 


Case 4, Ms. D, a 28-year-old woman, requested her rec- 
ords 4 days after a self-inflicted superficial laceration of the 
wrist, for which she was seen at the psychiatric emergency 
ward. At the time of the laceration, she was angry at her 
therapist at another clinic. She wanted an objective view of 
her past behavior. The patient read the records with extreme 
care. She was pleased that the descriptions of her were accu- 
rate. 

We had later conversations with her therapist. The thera- 
pist felt Ms. D's experience of reading her records had been 
a positive one for her. 

Follow-up information was obtained by letter from Ms. D 
approximately 4 months later. She said that reading the rec- 
ords had helped to convince her that ''learning disabilities" 
were not the only problem accounting for her past difficulties 
and that there were other aspects of her personality which 
required her attention. 


Case 5. Ms. E, a 43-year-old divorced woman, made re- 
petitive requests over a l-year period to receive copies of 
and to read her record. Eight years previously she had been 
voluntarily admitted to the hospital, at the urging of her hus- 
band, with a diagnosis of psychosis. 

The patient believed that the hospitalization had ruined 
her life. She insisted that she had no memory of ever agree- 
ing to any portion of the hospitalization. She wanted to 
prove that a wrong had been done to her and wanted some 
type of compensation, although she did not clarify the nature 
of this compensation. Ms. E was permitted to read her rec- 
ord on at least three separate occasions with the help of three 
different doctors. It was shown her that she had signed for 
admission to the hospital and that there was no evidence that 
she had received medications which would account for her - 
not remembering having agreed to hospitalization. 

No degree of explanation, reassurance, or perusal of the 
record convinced Ms. E that it was an accurate representa- 
tion of what had happened to her. She sought legal advice, 
which was apparently not helpful to her. 

Although we were concerned that Ms. E might misinter- 
pret some rather convoluted language in the record con- 
cerning her psychodynamics, this language was not at the 
forefront of her interest. 


Case 6. Ms. F, a 53-year-old divorced woman, was active- 
ly hallucinating and was not allowed to read her record at the 
interview. She felt she was programmed by the Catholic 
church to make her look “‘like a paranoid schizophrenic per- 
son." In 1969 she had been given such a diagnosis during a 
psychiatric hospitalization. The patient was interested in 
proving her sanity. 
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Ms. F specifically requested to see the results of the ‘‘ink 
. blot" test. When she was told that the report of this test 
could not be found, she insisted that its absence was not 
coincidental, that the only thing that would have proved her 
"sane" was removed from the record. 

Ms. F persisted in her demands, indicating that ''I know 
from the Freedom of Information Act that I am entitled to all 
this information.’ A letter was received from the patient 5 
months after the initial contact requesting complete copies of 
all her records. We did not honor this request, and we heard 
nothing further from Ms. F. 


Case 7. Ms. G, a 28-year-old teacher who had received 
sporadic psychotherapy, asked to inspect her record in 
order to ascertain whether a potentially embarrassing re- 
mark made in therapy was present. She noted that ‘‘a ner- 
vous person has a strong tendency to set their mind on fire 
when they are concerned about something, and they imagine 
the worst.” This concern related to any documented homo- 
sexual activity. This information was present in the record, 
but Ms. G was relieved to note that the behaviors she had 
described to the therapist had been presented accurately in 
the record, i.e., no interpretation was given to the material 
by the therapist. One week after she received the records, 
Ms. G sought group therapy and gave permission to allow 
videotaping of the group for teaching purposes. 

In a follow-up letter 5 months later, Ms. G wrote, ‘‘I have 
had absolutely no afterthoughts about seeing my record be- 
cause reading it relieved my mind of all the fears which I had 
about what the record might contain.” 


DISCUSSION 


A simple request from a patient to read or to receive 
copies of his or her medical record raises many legal, 
ethical, and clinical questions. The most basic one 
concerns the purpose of record keeping. More clarity 
about this purpose would illuminate related questions, 
such as the following: Who has the right to control ac- 
cess to the medical record? Who has the right of ac- 
cess to the record? What are physicians' obligations to 
family members and others who provide information 
about the patient? How are these obligations to be 
met? Our brief experience cannot provide definitive 
answers to these questions, although we believe we 
have learned some things about the problems in this 
complex area. 

Our follow-up procedures, immediately after the pa- 
tient had read the record and later, revealed little if any 
direct harm to patients from reading their records. We 
were not able to satisfy all requests. The great majority 
of patients viewed the experience as a positive one, 
although in at least 2 of the 12 cases we were unable to 
achieve any resolution of the patients’ ‘‘problem’’ 
with the record. Our tentative conclusion is that psy- 
chiatric patients are not likely to be harmed by this 
experience, and often are benefited. Patients—even 
those whose requests to see their records are based on 
a variety of fears—value accurate and descriptive ac- 
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counts of their behavior and are not harmed by reading 
most such descriptions. In fact, most are quite relieved 
to find that the records are more innocuous than they 
had imagined. 

Although patients have a variety of reasons for ask- 
ing to see their psychiatric records, it is difficult to de- 
termine the patient's true motivation. In only 1 of the 
12 persons we interviewed, however, did the patient's 
apparent motivation (revenge toward his therapist) 
seen unreasonable. We thought that this request, if 
honored immediately, might have interfered with the 
patient’s ongoing psychotherapy. 

It was our experience that patients were not looking 
for reasons to sue the hospital or its physicians. To 
date, no legal actions against the hospital or its physi- 
cians have ensued as a result of the WPIC policy. 

Our most negative experience was with one actively 
psychotic expatient who was not shown her record 
but learned that a piece of information sie regarded as 
vital was missing and became even more convinced 
that there was a conspiracy agains: her. 

We do not simply make copies of records and give 
them to patients, nor do we allow the patients to read 
records without explanation and concurrent attempts 
to support them in dealing with potentially disturbing 
material. Given the state of recordkeeping (when the 
records were written, it was not contem plated that pa- 
tients would read them), such a cautious approach is 
essential. 

Perhaps the most difficult issue in pétient access to 
records relates to the confidentizlity of information 
provided by persons other than the patent. Third par- 
ties deserve to have their communicaticrs remain con- 
fidential. Some resolution in this area might be accom- 
plished by more frequent discussions with patients' 
relatives to determine whether they regard the infor- 
mation given as confidential and whetzer they would 
be harmed if such information became known to the 
patient. 

Mental health professionals are making a coordi- 
nated effort to maintain the confidentiality and privacy 
of patients’ communications (9). Paradoxically, the 
maintenance of such confidences may be possible only 
if patients are allowed access to their records. 
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Psychosocial Aspects of Neoplastic Disease: II. Affective and 
Cognitive Effects of Chemotherapy in Cancer Patients 


BY PETER M. SILBERFARB, M.D., DAWN PHILIBERT, AND PETER M. LEVINE, M.D. 


A battery of cognitive and affective tests administered 
to 50 consecutively admitted medical oncology 
patients revealed cognitive impairment to be a 
common occurrence in the absence of affective 
disorders or other psychopathology. Chemotherapy 
was the major variable associated with cognitive 
impairment in these patients. These findings 
suggest that the consultant psychiatrist should be 
aware of chemotherapy as a possible source of 
behavicral change and emotional distress in cancer 
patients. 





ancer or its treatment can lead to major changes in 
C a patient’s mental status. These changes in mental 
state are often reflected in behavioral abnormalities. 
The literature on the emotional suffering of cancer pa- 
tients is considerable (1-3). One article has even sug- 
gested that a cancer patient’s distress is similar to the 
depression of psychiatric patients (4). However, be- 
havioral abnormalities are often incorrectly attributed 
to psychogenic causes, that is, the patient’s reaction to 
the meaning of the illness, rather than to disturbed 
physiology. Previous work (5) suggests the need to 
study the effects of cancer chemotherapy on behavior, 
specifically, the higher cerebral function of cognition. 
The purpose of this study is to document subtle 
changes in cognitive states in a general medical oncol- 
ogy population in order to determine whether this is a 
relevant factor in the psychological care of the cancer 
patient. 
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METHOD 
Subjects 


Fifty medical patients consecutively admitted to the 
oncology unit of the Mary Hitchcock Me-orial Hospi- 
tal comprised the study group. They corsisted of 22 
men and 28 women, and their ages rangzd from 22 to 
86 years, with a mean age of 59.4 and a standard devia- 
tion of 13.2 years. Five patients had me:zstasis to the 
central nervous system (CNS), 31 had metastasis out- 
side the CNS, and 14 patients were without metasta- 
sis. Twenty-three of the 50 patients were taking 
chemotherapeutic agents when tested (see table 1). Of 
these 23, only 4 had CNS metastasis, & were free of 
metastasis, and 11 had metastasis to non-CNS sites. 
Nine patients neither had metastasis nor were taking 
chemotherapeutic agents at the time of testing. The 
site and type of malignancy varied as follows: respira- 
tory system, 10 patients; digestive system, 7 (stomach, 
] patient; esophagus, 4; colon, 1; and cecum, 1); 
breast, 7; female genital tract, 5 (ovary, 4 patients; and 
endometrium, 1); Hodgkins, 4; lymphoma, 3; leuke- 
mia, 3; multiple myeloma, 3; malignant melanoma, 4; 
bone, 1; buccal cavity and pharynx, 1; prostate, 1; and 
carcinoma with primary site unknown, 1. Three pa- 
tients were receving radiation therapy m addition to 
chemotherapy at the time of the study. 


Psychological Measurements 


Two of us (P.M.S. and P.M.L.) tested the cancer 
patients within 48 hours of their admission. The exami- 
nation took approximately 30-60 minutes to complete, 
depending on the patient's condition. Cognitive func- 
tioning was assessed using the Cognitive Capacity 
Screening Test, which is a standardized mental status 
exam; the Trail Making B Test; and Digit Symbol Test 
(a subtest of the Wechsler Adult Intelligence Scale). 
The Cognitive Capacity Screening Test has been used 
successfully on a medical population tc detect organic- 
ity and has few false positive results (6). The Digit 
Symbol Test involves a symbol substitution task that 
requires visual-motor coordination, motor per- 
sistence, sustained attention, and swift response. It 
has been shown to be quite sensitive in detecting brain 
damage even when the damage is minimal (7). The 
Trail Making B Test has been consistently demon- 
strated to be sensitive in detecting brain damage and 
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TABLE 1 
Number of Cancer Patients (N=50) Taking Chemotherapeutic Agents 
Agent Number of Patients? 
Steroids 
Ethinyl estradiol I 
Testosterone proprionate 1 
Megestrol acetate I 
Prednisone 10 
Alkylating agents 
Cyclophosphamide 4 
Chlorambucil L 
BCNU l 
Antimetabolites , 
Methotrexate 2 
Antibiotics 
Adriamycin 1 
Bleomycin 1 
Miscellaneous drugs 
Vincristine 3 
CIS-platinum I 


"Since some patients received multiple agents, the numbers total more than 
the number of patients receiving chemotherapy. 


can be used successfully to differentiate control sub- 
jects from brain-damaged patients with only a small 
degree of error (8, 9). 


It is known that depression can be accompanied by - 


cognitive changes, especially impairment of memory, 
and that the overly anxious patient may have ditficulty 
controlling attention, which could disrupt performance 
on cognitive tests. To rule out the influence of these 
variables, a series of affective tests were done. These 
consisted of the Zung Self-Rating Depression Scale 
(10), a psychiatric assessment by the examiner; and 
the brief form of the Multiple Affective Adjective Check- 
list (BMAACL). In addition to the three clinically 
relevant affects of anxiety, hostility, and depression 
measured by the BMAACL (11), we created a fourth 
scale to indicate the level of general distress. This 
Distress Score consisted of the sum of an individual's 
raw scores from the anxiety, hostility, and depression 
scales. 

In addition, the Digit Symbol Test was administered 
to 32 psychiatric patients and 30 normal subjects, and 
the BMAACL was administered to 33 psychiatric pa- 
tients and 32 normal subjects. The normal subjects 
were obtained from the staff of the medical center, 
while the psychiatric patients were part of an ongoing 
research project (12) that involved both depressed and 
nondepressed psychiatric inpatients. 


Statistical Analysis 


The scores of the cancer patients, psychiatric pa- 
tients, and normal control subjects on each of the psy- 
chological scales were analyzed by using Kruskal- 
Wallis one-way analysis of variance for comparison of 
several groups and the Mann-Whitney U test for com- 
parison of two groups. In addition, Spearman rank 
correlations were computed to determine the relation- 
ship betweeen the cancer patients' scores on the af- 


TABLE 2 
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Median Scores of Cancer Patients, Psychiatric Patients, and Nor- 
mal Control Subjects on 8 Psychological Scales? 


Median Scores 


Normal 
Cancer Psychiatric Control 
Patients Patients Subjects 
Psychological Scale (N=50) (N=33) (N=32) 
BMAACL anxiety scale 2b 5b 0 
BMAACL hostility scale 4 6° 4.5 
BMAACL depression scale 3 9b 2 
BMAACL Distress Score 12.5" 22» 7 
Digit Symbol Test 252^ 195». 4 131.5? 
Zung scale 49 — — 
Trail Making B Test 149.5 = <= 
Cognitive Capacity 
Screening Test 26 ect iam 


*O0n all scales a Mann-Whitney U test was used to compare median scores of 
cancer patients with those of psychiatric patients, median scores of psychiat- 
ric patients with those of normal control subjects, and median scores of nor- 
mal control subjects with those of cancer patients. 

bp«.001. 

*pz.05. 

Median based on 32 subjects. 

*Median based on 30 subiects. 


fective and cognitive scales. A p value less than .05 
was required for significance. 


RESULTS 
Interview 


The consultation psychiatrists administering the test 
battery to the 50 cancer patients did not feel that any 
patients were suifering from a major psychiatric ill- 
ness, with the exception of 7 patients given a clinical 
diagnosis of organic brain syndrome (OBS). Of the 7 
patients with clinically obvious OBS, only 1 suffered 
from cerebral metastasis. Five of the 6 patients receiv- 
ing chemotherapy were taking nonsteroid chemothera- 
peutic agents. All 7 patients with OBS had abnormal 
cognitive scores on formal testing. 

No cancer patients were thought to be suffering 
from schizophrenia, manic-depressive illness, or any 
major affective disorders. The median scores on the 
psychological scales are summarized in table 2. Table 
3 compares the age distribution for all three subject 


groups. 
Psychological Measurements 


The Digit Symbol Test scores of cancer patients 
were significantly different from those of the psychiat- 
ric patients and normal subjects (p<.001). If we ex- 
cluded patients who either had metastasis or were re- 
ceiving chemotherapy, there was still a significant dif- 
ference among the groups (p«.001). There was no 
significant difference between the scores of cancer pa- 
tients with metastasis (any site) and the scores of pa- 
tients free of metastasis. However, the patients with 
cerebral metastasis took significantly longer to com- 
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TABLE 3 
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Distribution of Ages for Cancer Patients, Psychiatric Patients, and Normal Controi Subjects 


Psychiatric Patients 


plete the Digit Symbol Test than did all other cancer 
patients (p«.05). Patients receiving chemotherapy al- 
so took significantly longer to complete the Digit Sym- 
bol Test than did those cancer patients not receiving 
chemotherapy (p=.001). 

The median score for cancer patients on the Trail 
Making B Test was abnormal, but, as with. the Digit 
Symbol Test, there were no significant differences be- 
tween those subgroups with and without metastasis. 
Unlike the Digit Symbol Test, no difference was found 
between patients with only cerebral metastasis and all 
other cancer patients. However, on the Trail Making B 
Test there was a significant difference between cancer 
patients receiving chemotherapy and all other cancer 
patients (p=.016). 

_ The third scale used was the Cognitive Capacity 
Screening Test, in which a score of 20 or below is con- 
sidered abnormal. Nine of the 50 cancer patients 
scored in the abnormal range. Of the 41 patients who 
had normal scores on this examination, 27 scored be- 
tween 26 and 30, and 14 had scores of 21-25. The me- 
dian score of the entire group of cancer patients was 26 
(mean=24.64 with a standard deviation of 4.33). As 
with the Trail Making B Test and Digit Symbol Test, 
the performance of chemotherapy patients differed sig- 
nificantly from that of other cancer patients (p=.01). 
The median score of chemotherapy patients was 23, 


Normal Cont-ol Subjects 


Cancer Patients, All BMAACL Digit Symbol BMAACL Digit Symbol 
Scales (N50) (N=33) (N =32) (N=32) (N=30) 
Age (years) N o N % N. % = N % N % 
Less than 20 0 0 0 0 1 3.3 
20-29 3 6.0 6 18.2 5 15.6 8 25.0 14 — 46.7 
30-39 2 4.0 5 15.2 5 15.6 7 21.9 9 30.0 
40-49 3 6.0 10 303 10 31.3 9 28.1 5 16.7 
50-59 16 32.0 4 12.1 5 15.6 5 15.6 ] 3.3 
60-69 15 30.0 6 18.2 5 15.6 3 9.4 0 
70-79 8 16.0 2 6.1 2 6.3 0 0 
80 and older 3 6.0 0 0 0 0 
TABLE 4 
Median Scores of Cancer Patient Subgroups on Cognitive Scales? 
Patient Subgroup 
With Metastasis Without Metastasis Receiving Chemotherapy With Metastasis 
Psychological Scale (N=36) (N= 14) (N-23) to CNS (N=5) 
- Digit Symbol Test 250 278.5 307° 360° 

Trail Making B Test 151 147 164° 163 
Cognitive Capacity Screening Test 27 25. NNNM. 23 
aOn all three scales each subgroup was compared with all other cancer patients using a Mann-Whitney U test of significance. 
^p«.001. 
ep.05. 
îp<.0l. 


which was within the normal range of the test but was 
significantly lower (that is, showed more cognitive im- 
pairment) than the median score of all other cancer pa- 
tients (p«.01). In addition, 8 of the 9 cancer patients 
with scores of 20 or below were receiving chemother- 
apy. Therefore, 35%. of the chemotaerapy patients 
scored abnormally on this test, compared with only 
496 of the cancer patients not receiving chemotherapy. 
There were no significant differences in test scores be- 
tween cancer patients with metastasis in the CNS or 
metastasis to non-CNS sites, compared with other 
cancer patients. 

The importance of cancer chemotherapeutic agents 
in causing cognitive impairment is shown in table 4, 
which lists the median scores of carcer patient sub- 
groups on all cognitive scales and significant inter- 
group differences. Because of the well-known effect of 
steroids on cognitive functioning, the chemotherapeu- 
tic agents were divided into steroic and nonsteroid 
groups. There were no significant differences in cogni- 
tive scale scores between patients in these two groups. 

The BMAACL Distress Score revealed that the can- 
cer patients were significantly less distressed than. the 
psychiatric patients (p<.001), but were more dis- 
tressed than the normal subjects (p<.001). This was 
also true when the BMAACL Distress Score was bro- 
ken down into its componert scales of anxiety and de- 
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TABLE 5 
Spearman Rank Correlations of Cancer Patients’ Scores on Af- 
fective and Cognitive Scales g 


Correlation 
Digit Cognitive 

Symbol Capacity TrailB Zung 
Scale Test Test Test Scale 
BMAACL depression scale 0.05 0.09 0.26 
BMAACL Distress Score —0.13 0.10 0.30? 
Zung scale 0.27 —0.20 0.38» 
Trail B Test 0.70" ^ —0.68* 
Cognitive Capacity Test —0.52* 
aps: 05. 
bp«.01. 
*p«.001. 


pression. However, the BMAACL hostility scale re- 
vealed no significant difference between cancer pa- 
tients and normal subjects, although cancer patients 
were significantly less hostile than psychiatric patients 
(p=.04). There was no significant difference between 
cancer patients receiving chemotherapy and the re- 
maining cancer patients on the BMAACL Distress 
Score. 

The cancer patients had a median score of 49 on the 
Zung depression scale, which is within the “‘non- 
depressed’’ range. There were no significant dif 
ferences between patients with metastasis and all oth- 
ers or between patients receiving chemotherapy and 
all others on the Zung depression scale. 

When cancer patients were compared by site of ma- 
lignancy, no differences were found on any of the 
BMAACL scales, the Zung depression scale, or any 
of the cognitive tests. 

Rank correlations of cancer patients' scores on the 
affective and cognitive scales are shown in table 5. The 
Zung scale was the only affective scale that signifi- 
cantly correlated with a cognitive scale (the Trail B 
Test), which seems to support the notion that except 
for these two, abnormal scores on affective scales did 
not influence abnormal scores on cognitive tests for 
the 50 cancer patients. Tt should be noted that the Zung 


^. Scale asks questions relating to fatigue, weight loss, 


and other somatic variables that can be abnormal sec- 
ondary to cancer and not represent depression. 


DISCUSSION 


Delirium in cancer patients has not been thoroughly 
studied. Our own prior experience (5) suggests that 
when psychiatric consultation is obtained for medical 
oncology patients, delirium is frequently misdiagnosed 
as a behavioral problem. Others! have noted the pres- 
ence of cognitive impairment in oncology patients, and 


'Folstein MF, Teitelbaum M, DePaulo R, et al: Psychiatric distur- 
bance in medical patients. Panel at the 131st annual meeting of the 
American Psychiatric Association, Atlanta, Ga, May 8-12, 1978 
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Lieberman (13) has commented on the increase in cog- 
nitive impairment among the terminally ill. Occasion- 
ally, specific chemotherapeutic agents have been sin- 
gled out as culprits in the etiology of delirium (14, 15). 
Certainly, the role of steroids is well known as is hy- 
percalcemia in the etiology of delirium. The effects of 
metastasis to the nervous system as well as the remote 
effects of cancer on the CNS without obvious metasta- 
sis (16) are also well known. 

The data presented in this paper indicate that im- 
paired cognition was quite common in a consecutively 
admitted group of medical oncology patients. The re- 
sults of the Cognitive Capacity Screening Test, Digit 
Symbol Test, and Trai] Making B Test support this no- 
tion. The results of the clinical interview and scores on 
affective scales indicate that depression and/or anxiety 
was not a factor in causing the abnormal scores on 
cognitive testing. 

Of particular importance is the significant associa- 
tion of cognitive impairment with a wide varietv of 
chemotherapeutic agents, regardless of the primary 
site of the cancer or whether or not there was metasta- 
sis to the brain. The scores on the Cognitive Capacity 
Screening, Trail Making B, and Digit Symbol tests 
were significantly abnormal in patients receiving che- 
motherapy; of these, the Digit Symbol Test was the 
most sensitive in identifying patients with metastasis 
to the brain. On the Cognitive Capacity Screening 
Test, chemotherapy patients had a median score that 
was significantly lower than that of nonchemotherapy 
patients (p<.01). This indicates that patients receiving 
cancer chemotherapeutic agents demonstrated a sig- 
nificantly lower level of cognitive functioning than did 
nonchemotherapy patients. Since cognitive changes 
can be quite subtle and are often missed on routine 
medical workup, we suggest that brief neuropsychiat- 
ric testing be done prior to formulating a treatment 
protocol. 

The mechanism of the delirium in patients receiving 
chemotherapy is unclear, but since many of the agents 
listed in table 1 do not cross the blood-brain barrier, 
cerebral permeability per se does not seem to be a pre- 
requisite for cognitive impairment. Metabolic by-prcd- 
ucts or other mechanisms may be involved. Certainly 
the effects of age on the occurrence of delirium is a 
confounding variable when comparing test results, 
since the cancer patients generally were an older 


` group. Age, in fact, may be the major risk factor in the 


development of cognitive changes in cancer chemo- 


' therapy patients. A study of young cancer patients, in- 


cluding chemotherapy and nonchemotherapy patients, 
would help answer this question. However, if the aged 
are found to be more susceptible to cognitive changes 
following chemotherapy than are younger patients, it 
still should not lessen the clinician's vigilance to the 
occurrence of cognitive impairment among younger 
patients, since behavioral changes following chemo- 
therapy have also been reported in this group (14, 17). 
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Our data support the findings of other investigators 
who found a lack of major psychiatric illness in cancer 
patients (18). None of our patients could be considered 
to have severe psychiatric illness. Certainly, some 
were depressed, anxious, and even hostile, but this 
usually was kept well within what one would consider 
normal limits. Earlier investigators have commented 
on the lack of observable anger in cancer patients (19, 
20). Our study also supports this notion, in that there 
was no significant difference between cancer patients 
and normal subjects as measured by the BMAACL 
Hostility Scale. 

The common occurrence of subtle cognitive impair- 
ment in hospitalized cancer patients may explain to 
some degree why there is a discordance between can- 
cer patients’ and their physicians’ perception of the 
patients’ emotional status (21). Our investigation sug- 
gests the need to study further the effects of chemo- 
therapy on higher cerebral functions. By studying con- 
comitantly both a patient’s cognitive faculty and af- 
fective responses, the psychiatric consultant can 
better implement appropriate treatment plans. 


REFERENCES 


1. Sutherland AM, Orbach CE, Dyke RB, et al: The psychological 
impact of cancer and cancer surgery. Cancer 5:857-872, 1952 

2. Peck A: Emotional reactions to having cancer. Am J Roentgenol 
Radium Ther Nucl Med 114:591-599, 1972 

3. Holland J: Psychologic aspects of cancer, in Cancer Medicine. 
Edited by Holland JF, Frei E III. Philadelphia, Lea & Febiger, 
1976 

4. Craig TJ, Abeloff MD: Psychiatric symptomatology among hos- 
pitalized cancer patients. Am J Psychiatry 131:1323- 1327, 1974 

5. Levine PM, Silberfarb PM, Lipowski ZJ: Mental disorders in 


20. 


21. 


SILBERFARB, PHILIBERT, AND LEVINE 601 


cancer patients: a study of 100 psychiatric referrals. Cancer 
42:1385-1391, 1978 


. Jacobs JW, Bernhard MR, Delgado A, et al: Screening for or- 


ganic mental syndromes in the medically ill. Anr. Intern Med 
86:40-46, 1977 


. Wechsler D: The Measurement and Appraisal of Adult In- 


telligence. Baltimore, Williams & Wilkins Co, 1958 


. Reitan RM: The relation of the trail making test t2 organic brain 


damage. J Consult Psychol 19:393-394, 1955 


. Reitan RM: Validity of the trail making test as an indicator of 


organic brain damage. Percept Mot Skills 8:271-276, 1958 


. Zung WW: A self-rating depression scale. Arch Sen Psychiatry 


12:63-70, 1965 


. Zuckerman M, Lubin B, Vogel L, et al: Measurement of experi- 


mentally induced affects. J Consult Psycho! 28:418-425, 1964 


. Price TRP, Mackenzie TB, Tucker GJ, et al: The dose-response 


ratio in electroconvulsive therapy. Arch Gen Psychiatry 
35:1131-1136, 1978 


. Lieberman MA: Psychological correlates of impending death. J 


Gerontol 20:181-190, 1965 


. Allen JC, Rosen G: Transient cerebral dysfunction following 


chemotherapy for osteogenic sarcoma. Ann Neurol 3:441-444, 
1978 


. Holland J, Fasanello S, Ohnuma T: Psychiatric symptoms asso- 


ciated with L-asparaginase administration. ] Psychiatr Res 
10:105-113, 1974 


. Shapiro WR: Remote effects of neoplasm on central nervous 


system: encephalopathy, in Advances in Neurclogy, vol 15. Ed- 
ited by Thompson RA, Green JR. New York, Raver: Press, 1976 


. McIntosh S, Klatskin EH, O’Brien RT: Chron-c neurologic dis- 


turbance in childhood leukemia. Cancer 37:853~857, 1976 


. Odegard Ø: The excess mortality of the insane. Acta Psychiatr 


Scand 27:353~367, 1952 


. LeShan L, Worthington RE: Some recurrent life history pat- 


terns observed in patients with malignart disease. J Nerv Ment 
Dis 124:460-465, 1956 

Green S, Morris T: Psychological attributes of women who de- 
velop breast cancer: a controlled study. J Psychosom Res 
19:147-153, 1975 

Derogatis LR, Abeloff MD, McBeth CD: Cancer patients and 
their physicians in the perception of psychological symptoms. 
Psychosomatics 17:197-201, 1976 


602 Am J Psychiatry 137:5, May 1980 


EDITORIALS 


Editors Three 


he observant reader will perhaps have noticed that in the January 1980 issue 

the Journal greeted the new decade with a slightly altered hemline. A small 
increment in the spacing between the lines of its text and minor rearrangements in 
the composition of its pages have, we hope, increased its attractiveness and read- 
ability. 

Further and more significant changes heralded in this issue warrant brief editori- 
al comment. A glance at the masthead will reveal the addition of a new position— 
that of Deputy Editor. The swelling number of manuscripts submitted to the Jour- 
nal in recent years and the growing complexity of psychiatry as a clinical and 
scientific discipline have considerably taxed the Editor’s capacity to.make wise, 
informed, and expeditious decisions about the papers that flow endlessly across 
his desk. It is with great pleasure and satisfaction, therefore, that he welcomes Dr. 
Morris A. Lipton to the post of Deputy Editor. Combining wide clinical and psy- 
choanalytic experience with an extensive knowledge of biclogical psychiatry and 
psychopharmacology, Dr. Lipton will help to achieve the excellence and balance 
in its contents toward which the Journal strives. 

The Journal’s primary task, of course, is to publish papers of scientific and 
conceptual merit that will advance our knowledge of mental illness and its treat- 
ment. Of equal value is its function as a judicious guide to the flood of books 
published yearly about psychiatric matters. In its book review section it attempts 
to signalize works of distinction to aid its readers in building their libraries. The 
Journal is greatly in luck, therefore, to have enlisted one of its Associate Editors, 
Dr. Nancy C. Andreasen, for its freshly created position of Book Review Editor— 
as the book review section now proudly proclaims. An outstanding clinician and 
investigator, Dr. Andreasen in addition will bring to her post an earlier distin- 
guished career in English literature and an abiding love of books. Her advent can 
only strengthen the usefulness of this section for our readers. 

The Journal and the members of the Association are truly fortunate in these 
appointments, and the Editor, behind the new king-size desk that he shares with 
his two colleagues, sits content in the knowledge that, editorially speaking, three 
heads are better than one. 


J.C.N. 
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Psychiatry and the Prisoner 


Ithough psychiatrists are accustomed to reading about deplorable conditions 
Ain American prisons, we are not often reminded of the especially cruel neglect 
of mentally ill prisoners or of the misuse of prison psychiatry. However, the ar- 
ticle by Edward Kaufman, M.D., in this issue does not shield us from painful 
realities about our own discipline. He describes uses and abuses of psychiatry in 
prisons that are relatively common. His observations suggest that psychiatric care 
of prisoners is getting worse rather than better. 

I believe that several factors have contributed to this deterioration. First, there 
are more people in our prisons than at any time in our history (over half a million) 
and our institutions are so overcrowded that conditions have become brutalizing. 
Prisons in 19 states are so deficient as to have been found guilty of violating the 
most basic rights of inmates. Thirteen state systems are now being sued. Much of 
the overcrowding is directly related to a new emphasis on deterrence and retribu- 
tion as guiding philosophies of criminal justice, which leads to longer sentences 
and diminished opportunity for parole. 

Second, fewer psychiatrists are available to work in prisons. We are not, of 
course, turning out enough psychiatrists to meet the needs of any group of pa- 
tients in the public sector. But prison psychiatry has not been popular even when 
more psychiatrists were available. The recent de-emphasis on rehabilitation as a 
major goal of criminal justice has discouraged even the most idealistic psychia- 
trists from working in correctional settings. | 

Third, in the past two decades a variety of powerful psychotropic agents have 
become readily available. Used correctly, they can substantially ameliorate the 
suffering of the mentally ill. Used recklessly or negligently, they can seriouslv 
harm patients. When psychiatrists are not available to supervise the use of psy- 
chotropic agents, serious misuse is not only possible, it is likely. 

What can psychiatrists do about these deteriorating conditions? Unfortunately, 
very little. As a profession we have never exerted much influence on the criminal 
justice system and our power to influence social conditions of any type is not at 
this moment very great. We can certainly urge more of our colleagues to involve 
themselves in treating mentally ill prisoners. It should not be necessary to hold out 
the goal of rehabilitation as an enticement to involve psychiatrists in the correc- 
tional justice system. The possibility of ameliorating the suffering of the mentally 
ill prisoner is a worthy enough goal without worrying about rehabilitation. How- 
ever, I have little optimism that moralistic exhortations will recruit psychiatrists in 
this area. There is plenty of useful work to do elsewhere. Prisons are emotionally 
stressful and physically dangerous environments, and prison work is neither pro- 
fessionally nor financially rewarding. 

As a profession, however, we can help at least a little by fully recognizing the 
problem and asking our professional organizations to develop specific standards 
for psychiatric care in prisons. Dr. Kaufman has made some important recom- 
mendations. These need further discussion, elaboration, and refinement. It is hard 
to know how helpful the setting of standards is likely to be, particularly when 
these standards are so often ignored. The exercise should not, however, be entire- 
ly futile. It would certainly strengthen our own moral position and give at least a 
small amount of hope to prisoners and prisoner organizations that are seeking 
humane change. | 

I also believe that psychiatrists, both individually and through our organizz- 
tions, can help by continuing to espouse a rational philosophy of corrections. 
Whether we believe in the value of rehabilitation or not, we can point out how 
current philosophies of criminal justice are being interpreted in ways that lead to 
cruel and excessive punishment. We can describe how such conditions create 
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mental illness. We can also make a convincing case for the moral and economic 
advantages of rational psychiatric treatment of mentally ill prisoners. 


SEYMOUR L. HALLECK, M.D. 


Dr. Halleck is Professor of Psychiatry, Division of Health Affairs, University of North 
Carolina School of Medicine. Address reprint requests to Dr. Halleck, Department of 
Psychiatry, University of North Carolina, Chapel Hill, N.C. 27514. 
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Dialysis for Schizophrenia: Review of Clinical Trials and 


Implications for Further Research 


BY DAVID L. FOGELSON, M.D., STEPHEN R. MARDER, M.D., AND THEODORE VAN PUTTEN, M.D. 


At least 67 schizophrenic patients have undergone 
dialysis for renal failure, without improvement in 
schizopnrenic symptoms. Ninety-two nonuremic 
schizophrenic patients have received dialysis in 
nonblind studies; 22 improved, 21 improved partially, 
47 showed no change, and 2 became worse. The 
authors point out factors other than dialysis that may 
affect outcome, including family response and 
reduction in drug dose. They believe that until the 
results of current double-blind, sham-controlled trials 
are known, dialysis should not be prescribed as a 
treatment for schizophrenia. 


he publication of Wagemaker and Cade’s uncon- 
trolled trial (1) of dialysis in 6 schizophrenic pa- 
tients excited great interest in the public media and 
among clinicians (2). The biochemical explanation for 
the possible clinical effectiveness of dialysis has also 


attracted much attention (3-7). However, the enthusi- 


astic search for a biochemical etiology of schizophre- 
nia in dialysate threatens to eclipse the primary ques- 
tion: does dialysis effectively treat schizophrenia? 
More than 80 nonuremic schizophrenic patients have 
undergone dialysis, but it is still not known whether 
dialysis as a treatment for schizophrenia is effective 
for even some patients. The issue is important. Dial- 
ysis is invasive, painful, not without risk, and ex- 
pensive. Families of schizophrenic patients are often 
desperate and will. mortgage their home for a new 
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treatment. In this article we will review the clinical tri- 
als to date. The results of some of these trials have not 
been published before, but because dialysis is now 
touted as an effective treatment for schizophrenia, we 
consider including data gained from personal commu- 
nications justifiable. 


DIALYSIS STUDIES TO DATE 


At least 67 schizophrenic patients have undergone 
dialysis for renal failure (8-10). The studies of all but 2 
patients! were done retrospectively and lack descrip- 
tive information. For 57 cases (85%) the studies did 
not state whether outcome was evaluated by a psychi- 
atrist (footnote 2 and reference 10). Only dramatic im- 
provement in major psychotic symptoms was likely to 
have been detected. Improvement in schizophrenic 
symptoms was not noted in any of the uremic schizo- 
phrenic patients who underwent dialysis. It seems rea- 
sonable to conclude that dramatic improvements do 
not occur when uremic schizophrenic patients receive 
dialysis. 

In the nonblind studies of dialysis of nonuremic 
schizophrenic patients, patient characteristics, diag- 
nostic criteria, outcome measures, and dialysis tech- 
nique varied enormously. Table 1 shows the results of 
each of these studies, which treated a total of 92 pa- 
tients. Twenty-two patients (24%) shewed much im- 
provement, 21 (23%) showed partial improvement, 47 
(51%) showed no change, and 2 (2%) became worse. 


'M.K. Harisprasad, I. M. Nadler, R.P. Eisinger: Hemodialysis for 
uremic schizophrenics: no psychiatric improvement. Veterans Ad- 
ministration Medical Center, Lyons, N.J. (personal communica- 
tion). 

?N. Otchin, Program Chief for Metabolic and Renal Disease, Vet- 
erans Administration Central Office Medical Service, Washington, 
ont unpublished retrospective study, 1978 (personal communica- 
tion). 
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TABLE 1 
Studies of Nonblind Dialysis of 89 Nonuremic Schizophrenic Patients 

Results 
Study Number of Patients Improved Partially Improved No Change Wors: 
Feer and associates (11) 5 i 2 2 0 
Wagemaker and Cade (1, 12, 13) 25 12 0 11 2 
Splendiani and associates (14) -13 3 7 3 0 
Escobar and associates (15) 1 0 i 0 0 
Hombroukx and Bellengier (16) 5 1 0 4 0 
Drori (17) 5 l 1 3 0 
Emrich and associates (18) 3 0 0 3 0 
Sjostedt and associates? 13 0 0 13 0 
Cohen and associates" il 3 3 5-6 0 
Kolff and Stevens* 4 0 l 3 0 
Pitts? 7 i 6 0 0 


aL. Sjostedt, G. Franzen, B. Rorsman, et al: Hemodialysis in chronic schizophrenia: a negative report. Department of Nephrology 
Psychiatric Institute, University of Lund, Lund, Sweden, and Department of Pharmacology, University of Uppsala, Sweden (person: 


communication. 


HI.M. Cohen, S.C. Scheiber, R. Novak, et al: Hemodialysis in schizophrenia. Departments of Medicine, Psychiatry, and Pharmacology 
University of Arizona College of Medicine and Tucson Veterans Administration Medical Center (personal communication). 

*W.J. Kolf, A. Stevens, University of Utah, Salt Lake City (personal communication). 

‘F, Pitts, Department of Psychiatry, University of Southern California Medical Center (personal communication). 


Of the patients whose sex was known, 47 were male 
and 20 were female. Seventeen (36%) of the males and 
12 (60%) of the females showed much or partial im- 
provement. No study had dramatically better results 
than the rest. 

Uncontrolled research in schizophrenia has often 
raised false hopes. An imposing new treatment creates 
many changes, e.g., a new treatment team is involved, 
families may rally in support, an impoverished social 
environment may be enriched, and drugs may be al- 
tered. All of these factors may affect the course of a 
patient's illness. In addition, when the treatment con- 
dition is known to all, raters and subjects are biased. 

The medication variable is crucial because what ap- 
pears to be a response to dialysis may in truth be a 
response to cessation of neuroleptic medication (1, 12, 
13, 16). Since patients who undergo dialysis can be as- 
sumed to suffer from a strain of illness only minimally 
sensitive to antipsychotic drugs, many of them will 
have been treated with high doses. Such high doses 
may be toxic and often produce akinesia. Reducing the 
dese or stopping the drug can account for the de- 
scribed improvements in blunted affect, lack of drive, 
and other negative symptoms. 

Other factors that affect outcome must be consid- 
ered the same way. For example, Brown and associ- 
ates (19) have shown that expressed emotion in fami- 
lies of schizophrenic patients may be a major determi- 
nant of relapse. It is not unlikely that families may 
treat a schizophrenic member differently when he or 
she undergoes dialysis. A dramatic medical approach 
could soften the hostile intrusiveness so disabling to 
schizophrenic patients. 

The efficacy of dialysis in schizophrenia is now 
being studied in at least half a dozen centers in the 
western world. Until the results of these double-blind 
sham-controlled trials are known, we should restrain 
ourselves from making any judgments. At this time he- 


modialysis certainly does not qualify as a treatment fo 
schizophrenia. 
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Vith Axis for DSM-III: Psychodynamic Evaluation 


BY TOKSOZ B. KARASU, M.D., AND ANDREW E. SKODOL, M.D. 


DSM-IIIAas raised questions among mental health 
professionals about the relationship of diagnosis to 
íreatment. Practicing psychotherapists have been 
reluctant to endorse the revised classification, arguing 
that diagnostic discriminations needed to plan 
psychotherapy treatment are absent from DSM-IIT's 
multiaxial system. The clinical usefulness of a 
diagnostic classification is a major measure of its 
validity. The authors illustrate with three patients from 
psychotkerapy practice, all with long-standing 
problems of depressed mood, the limits of DSM-III in 
planning psychotherapy treatment, and they make 
suggestions for the development of a treatment- 
oriented ''axis" to complement the current multiaxial 
evaluation system. 


enewed interest in psychiatric diagnosis has been 
R stimulated by the current revision of the classifica- 
tion of psychiatric disorders, DSM-III (1). In spite of 
the advances included in the revision (especially in 
the directions of more operationalized diagnostic cri- 
teria, more treatment-oriented classifications, and 
multiaxial discriminations), practicing psychotherapists 
have been reluctant to endorse it. They have argued 
that the revised system does not use. categories of 
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diagnosis that correspond to the levels of diagnostic 
assessment needed in their practice (2, 3). 

The persistent failure to reach consensus on a classi- 
ficatory system among psychiatric professionals stems 
from the need to classify psychiatric diagnoses accord- 
ing to predominant signs, svmptoms, clusters of clini- 
cal features (syndromes), or other descriptive sets, in 
the absence of clearly distinguishable mechanisms of 
pathogenesis or precise etiology for the majority of 
psychiatric disorders. Until advances in determining 
etiology are made, rivalry between various theoretical 
schools will continue. And until then, any nomencla- 
ture system will function as a diagnostic system only 
as it acquires validity (4, 5). 

One of the major sources of vzlidity for a classifica- 
tion system is its utility, i.e., how well it serves the 
purposes for which it was designed. Professionals 
whose major use of psychiatric classification is to plan 
and guide psychotherapeutic strategies have asserted 
that the revised DSM-III fails to meet their needs. The 
purpose of the present report is to begin to build on the 
clinical utility of DSM-III for the practice of psycho- 
therapy. As an example of the rudimentary state of our 
knowledge concerning the etiology, course, and treat- 
ment response of most psychiatric disorders, Akiskal 
and associates (6), in their study of the nosological 
status of neurotic depression, found on follow-up of 
100 so diagnosed patients that this diagnosis was a 
rubric for a heterogeneous group of disorders, includ- 
ing affective disorder, schizophrenia, and organic 
mental syndrome. They discovered that the *'charac- 
terological' dimension of this group of patients was 
the only clinically meaningful component of the neu- 
rotic depressive syndrome and that it seemed to pre- 


dict unfavorable social outcome as well as suicide. 


The practicing psychotherapist routinely assesses 
this characterological dimension at a level of concep- 
tualization beyond the level of descriptive observation 
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of symptoms and signs. This evaluation of personality 
structure and functioning, commonly referred to as a 
psychodynamic formulation, serves as a ‘‘psychother- 
apy diagnosis” in that the judgments made by the ther- 
apist suggest the psychotherapeutic approach by 
which the patient is likely to derive maximal benefit 
and the problems he or she might be expected to en- 
counter with a particular therapeutic venture. 

Promising results have recently been reported in the 
treatment of depression with psychotherapy, which, in 
relieving symptoms, was found to be comparable or 
even superior to the use of drugs alone (7, 8). A Col- 
laborative Multicenter for the Psychotherapy of Major 
Depressions has recently been initiated by the Nation- 
al Institute of Mental Health to investigate this com- 
plex issue. Thus, in today’s practice, psychotherapy is 
important in the armamentarium of treatments for de- 
pressive disorders. The proper identification and eval- 
uation of its clinically useful dimensions are of para- 
mount importance. 

In this report we will use the examples of three rep- 
resentative patients, each with a chief complaint of de- 
pression, to illustrate the applicability of the new 
DSM-III classification for psychotherapy treatment. 
The patients were selected for both their similarities 
on one level and their differences on another in order 
to test the discriminative abilities of the DSM-III 
classification. Specifically, we wanted to know wheth- 
er an assessment of the patient based on DSM-III can 
begin to guide psychotherapy in a discriminative fash- 
ion, or whether additional information is necessary to 
formulate a treatment plan. Although a diagnostic sys- 
tem is not meant to convey such extensive information 
that all of the nuances of treatment planning are evi- 
dent from the diagnosis alone, the multiaxial diagnos- 
tic approach allows for the inclusion of unambiguous 
information with maximal clinical usefulness in the 
greatest number of cases. In this report we will offer 
suggestions for developing a VIth diagnostic axis that 
would increase the clinical utility of DSM-III for psy- 
chotherapy practice. 


CASE REPORTS 


Dysthymic disorder (depressive neurosis) is de- 
scribed in DSM-III as a ‘‘chronic (at least 2 years) dis- 
turbance of mood involving either depressed mood or 
loss of interest or pleasure in all, or almost all, usual 
activities and pastimes, and associated symptoms, but 
not of sufficient severity to meet the criteria for a ma- 
jor depressive episode.” This condition is one of the 
most commonly seen disturbances in psychotherapy 
practice. Using the following three examples from our 
outpatient practices, we will attempt to demonstrate 
the limits in the clinical usefulness of the five axes of 
DSM-HI with this diagnostic category. 

Three intelligent and attractive professional women 


~ 
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in their early thirties requested psychiatric help; their 
chief complaints were relatively persistent depressive 
moods of several years’ duration. The patients had 
brief periods of well-being that were unexplainable; 
otherwise, they were mostly gloomy and had a lack of 
sustained interest in work, sex, life, friends, sports, 
and so forth. They talked about being bored and bor- 
ing, felt uninteresting, suffered from a sense of “‘se- 
cretly kept” low self-esteem and inadequacy (in spite 
of some evidence to the contrary). They all suffered 
from minor sleep disturbances and had fluctuating mi- 
nor weight problems that constantly necessitated some 
sort of reducing diet. They also had problems of in- 
timacy with men. All three contemplated suicide from 
time to time, but never acted on this. They were free 
from thought disorders and delusions, hallucinations, 
and serious drug abuse and alcoholism. None of them 
experienced hypomanic, manic, or major depressive 
episodes; none had any serious chronic physical ill- 
nesses. All three came from intact upper-middle-class 
families and did not suffer any chronic life stresses. 

The three women, evaluated on the five axes of 
DSM-III, were diagnosed as follows: Axis I: dysthymic 
disorder; Axis II: mixed traits, mostly compulsive and 
narcissistic, with no personality disorder; Axis III: 
none; Axis IV: no apparent psychosocial stressors; 
Axis V: 3—good. Although not differentiated by the 
five axes of DSM-III, these three women belonged to 
distinct groupings based on their psychological make- 
up. They appeared to be quite different when they 
were evaluated on the following dimensions: 1) con- 
scious and/or unconscious conflicts, 2) defense mecha- 
nisms and coping styles used to resolve conflicts, and 
3) ego functions. 


Case 1. The patient was the youngest of four siblings and 
the only girl. Her father, a prominent financier, was a domi- 
nant and charismatic man. Her mother, a housewife, was a 
pleasant and sensual woman, but a less gifted individual who 


completely submitted to her husband. The patient identified 


with her father and pursued the same profession. She felt 
sorrow and, at times, contempt for her mother. On the other 
hand, she imitated her seductive style of dressing. While 
growing up, she resented her position and status as the only 
girl in the family. With encouragement from her father, she 
competed with her brothers, even wrestled with them. How- 
ever, she also equally enjoyed her special daughter status” 
with her father and flaunted her beautiful dresses and jew- 
elry. 

Conflict. The patient's predominant conflict was with her 
sexual identity. She did not feel feminine, although she was 
physically well-developed and, on the surface, charming. 
She had infrequent symbolic homosexual dreams, but denied 
any homosexual contact or desire for other women. In fact, 
she had no female friends. With men she was aggressive and 
competitive and would have sexual contact only with some- 
one more aggressive and powerful than she. Her orgasms 
were facilitated by clitoral stimulation, which she felt was a 
sign of masculinity, and she worried about its being known 
to her sexual partners. She did not enjoy most stereotypic 
"female activities" (i.e., keeping house, cleaning, cooking— 
her refrigerator contained only low-calorie soft drinks). She 
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felt that she “needed a wife," someone like ‘my mother," 
and she was not sure of whether she could be a normal wife 
and mother. 

Ego functions. The patient was a strong woman who could 
adapt to a variety of situations, tolerate frustrations well, 
and never shift from her long-term pursuits. She was asser- 
tive and could maintain her values and opinions in the face of 
pressures. She was creative, could regress adaptively, had a 
biting sense of humor, and was psychologically minded. She 
had close relations with her parents and was affectionate to- 
ward her brothers. She had a rich fantasy and dream life. 
One of her repetitive dreams was to make love to her father 
who, in the dream, physically resembled her mother. The 
patient was aware of the homosexual implications of this 
dream. She was a popular date for men, whom she compared 
with her father, but she eventually found them inferior and 
dropped them. She was intrusive and challenging with every- 
one, but mostly with men, and described herself as ''treach- 
erous.” 

Defenses. Suppression was her most common defense. 
She also sublimated her conflicts by working long hours and 
dedicating herself to her job. She intellectualized her con- 
flicts by saying, "Tam in love with my father and my mother; 
incest à trois.” 


Case 2. The patient was the older of two children of highly 
controlling parents—an obsessive father with paranoid traits 
and an overly worried, overly solicitous and intrusive 
mother— whose lives revolved around the children. The par- 
ents had always anticipated the needs of the children, pre- 
scheduled their daily activities, arranged their dates, and did 
their schoolwork for them. The patient was discouraged 
from entering competitive sports or developing creative in- 
terests. During her adolescence she fought frequently with 
her mo:her. These fights led to her first psychotherapy expe- 
rience, which continued until she moved to a distant state to 
enter college. She not only did well in college, but also 
earned a graduate degree at a business school. A year before 
her consultation with the present therapist, she moved to 
New York to take a position as junior executive in a major 
investment company. 

Conjlict. The patient's predominant conflict was her 
struggle with dependence and independence. Although she 
was an accomplished woman in her own right, she felt quite 
dependent on anyone who might appear suitable for her 
needs. She would behave passively, inviting others to take 
care of her, and then would feel oppressed at not being able 
to express her resentment and anger over the fear of losing 
the scurce of the gratification of her need for dependence. 
Conversely, she would go to the other extreme by attempt- 
ing to be completely independent, rejecting even appropriate 
offerings (e.g., insisting on paying a date half of the cab fare). 
During these periods she would become very charitable, ex- 
cessively giving and generous (buying gifts for friends or giv- 
ing large and frequent dinner parties), and then would feel 
unappreciated, would think her generosity was not recipro- 
cated, and would feel deprived and empty. 

Ego functions. The patient was a competent individual but 
easily influenced. She made friends easily with older men 
(mostly married and unavailable) and enjoyed their ‘‘pro- 
tection’ and ‘“‘knowledge.’’ For a brief period of time she 
would become sexually involved with them, then would lose 
interest, but managed to maintain asexual, friendly relations 
with some of them. She found younger men too ‘‘selfish and 
demanding.” She also befriended younger and older women, 
whom she ''adopted"' as sisters or mothers. These relation- 
ships survived as long as the other party unconditionally 
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“gave” to her; she would perceive a minor intrusion (i.e., 
some advice) as an attempt to control her and would cut off 
all contact with the ‘‘intruder.’’ For months thereafter she 
would remain by herself, going to the movies, traveling, tak- 
ing courses, and getting involved in new busizess ventures 
or fund-raising activities for good causes. She kad little inter- 
est in art, music, animals, or having children. although she 
eventually wanted to be married. She was interested in 
clothes and cooking. In her intimate moments, temporary 
regression would bring out cuddling behavior and childlike 
language, which she felt were not well received by her dates. 
At times, uncontrollable and prolonged regression would set 
in, during which she would go on eating binges and sit and 
watch television for hours during her free time. 

Defenses. Regression was her most adaptive defense. Re- 
action formation to dependency needs and denial would at 
times break down, leading to regressive behzvior. 


Case 3. The patient's only sibling was a brother who was 
four years older. Her father traveled a great deal and spent 
little time with the children, excep: when thay were ill. He 
was an insatiable collector of all sorts of items, including 
newspapers and magazine clippings going back to his youth, 
all of which he kept in the house. The mother was very atten- 
tive and excessively concerned about her children's good 
health. Eating, sleeping, taking vitamins, regular exercising, 
and proper bathroom habits were mandatel in the house, 
except on Sundays, when the family ate pizza, slept most of 
the day, and ''did their own thing.” The pacient did not re- 
member her toilet training, but was told that she had had 
chronic constipation and required anal laxatives during the 
first three years of her childhood. 

Conflict. The predominant conflict was control-dyscon- 
trol. The patient had an executive position .r a large adver- 
tising agency. In a short period of time she had advanced by 
working hard and by doing other people's work, manipulat- 
ing her bosses, making sure that she was informed about all 
company business and *'holding on” to this information as a 
basis for power. Her competent subordinates were reduced 
to roles of dependent clerks. She had to te involved in all 
areas, from hiring a cleaning person fcr the company to pro- 
viding a doctor for the ill father cf a copyv riter. Simultane- 
ously, and incongruently, for long pericds of time she would 
leave important business matters unattended, delegate an 
undue amount of power and responsibility to others, or fail 
to provide supervision for newly hired individuals vital to the 
operation of the business. Although she earned a good sal- 
ary, she lived on a tight budget and would argue over minor 
money matters with grocery people or her maid. She worried 
about money and saved by ‘‘always takmg a bus or sub- 
way." However, at other times she would make very large 
charitable contributions out of her substaatial savings. 

Ego functions. The patient's own life, as well as her rela- 
tionships with others, was best charactzrized by her at- 
tempts to have everything under control (2y someone, pref- 
erably herself). Her social life was well structured; her dates 
would have one-half hour for cocktails v hen they arrived, 
and then they would go to one of her regu ar restaurants and 
to a show. On the second date the man was invited in for 
coffee, and on the third date she would maše love with him. 
She could not sleep with any of her dates all night, and she 
would not make love in their apartments 1f everything was 
in perfect order, she enjoyed lovemakirg with her regular 
dates; on the other hand, occasionally she would pick up a 
strange man, bring him home, and make love without any 
negative feelings. 

She denied ever loving anyone, maintaining that she did 
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not really know what “‘that’’ meant. She liked people, would 
entertain, have fun, and make love, but she just could not 
‘*be completely lost in another person.’’ Her range of emo- 
tions was less limited in other areas. She would comfortably 
express anger and feel pain, distress, and her isolation. 
"Women gathered around her for advice; she had emerged as 
a local sexual expert after having attended a two-week sex- 
uality training exercise. She never fully trusted anyone; in 
addition, she was highly opinionated, distant, and ready to 
fault others. 

Usually the patient cid not allow herself to regress in the 
real world, except for occasional temper tantrums, and she 
denied a need for other people. Her fantasies were of grandi- 
ose achievements, while her dreams, which she scarcely re- 
membered, were concrete and oriented toward daily activi- 
ties (she would dream the entire night about playing tennis, 
claiming that it improved her game). When she was ill with 
the flu and a high fever, she experienced some nightmares 
(i.e., about someone trying to throw her out of a window, her 
room being flooded, drowning, someone trying to insert a 
large bottle in her anus while others were holding her down). 
She dismissed these dreams as being utterly irrelevant. 

Defenses. At her best-adjusted times, her defenses con- 
sisted of splitting, intellectualization, and doing-undoing; at 
her worst times, projection would take over, leading to epi- 
sodic withdrawals. 


DISCUSSION 


The three patients differed from each other behav- 
iorally and psychologically from the point of their orig- 
inal and present conflicts, life histories, relations with 
others, defenses and coping styles, dream lives, needs, 
weaknesses, and assets. Axes I and II of DSM-III 
would identify them as having dysthymic disorder (de- 
pressive neurosis) with compulsive and narcissistic 
traits. Although the d'agnosis of dysthymic disorder 
suggests certain psychological problem areas, such as 
low self-esteem and excessive guilt, further clinically 
useful information for the treatment of these patients 
must come from a methodical evaluation of their psy- 
chological world. A comprehensive psychodynamic 
evaluation would be required to judge 1) the suitability 
and appropriateness o- psychotherapy for these pa- 
tients, 2) the indicated therapeutic approach including 
the prognosis of the treatment, 3) the nature of the im- 
plicit or explicit contract one may draw with these pa- 
tients, 4) the required frequency of their visits and the 
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duration of the recommended treatment, 5) the goals 
and purpose of the psychotherapy, 6) the anticipated 
nature of the therapeutic relationship and its complica- 
tions, and 7) the potential dispositions of the transfer- 
ence and countertransference. 

Such an evaluation is taught and practiced in every 
dynamically oriented psychiatric community. Al- 
though the evaluation of psychodynamic dimensions 
has informal guidelines, it currently lacks the clarity, 
preciseness, and reliability of the other axes in DSM- 
III. To date the large group of patients— classified by 
DSM-III as having affective, anxiety, dissociative, so- 
matoform, psychosexual, and personality disorders— 
for whom psychotherapy is traditionally a primary 
treatment has not been extensively or systematically 
studied. Therefore, the task for psychotherapy re- 
searchers is to develop a valid and reliable method that 
would lend itself to the systematic evaluation of the 
patient’s conflicts, object relations, defenses, coping 
mechanisms, and mental structure. Such an unam- 
biguous standardization of the psychodynamic evalua- 
tion could be accomplished by the creation of formal 
sets of criteria directed at those relevant psychological 
functions and used as a parallel VIth axis to DSM-III. 
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Interviewing Bipolar Patients and Their Families 


BY BRENT G.H. WATERS, M.B.B.S., IRENE MARCHENKO-BOUER, AND DAVID R. OFFORD. M.D. 


The authors report on the case ascertainment phase of 
a pedigree study of patients with bipolar affective 
disorder. The nature of the research interview, which 
necessarily probes for symptoms and signs of affective 
disorder, appeared to have a provocative effect on 
some subjects by exposing heavily defended conflicts 
related to the expression of affect. Although such 
studies are necessary, researchers must be sensitive to 
the needs of their subjects and not regard the 
ascertainment interview as benign and uncathected. 


n the past 10 years, affective disorders have become 

the focus of considerable attention, similar to that 
previously accorded to schizophrenia. Recent devel- 
opments in the fields of human genetics and psychiat- 
ric diagnosis have allowed the introduction of more 
rigorous strategies into psychiatric research. Segrega- 
tion studies, currently the preferred design to address 
the dual questions of inheritance and pathogenesis of 
affective disorders (1, 2), require careful ascertainment 
in multigeneration pedigrees. The relatives must be ac- 
cessible and willing to participate in the study, and the 
criteria for determining affective illness must be valid 
and reliable. We have observed, however, that such a 
thorough procedure may have unanticipated adverse 
consequences for some of the noncomplainant rela- 
tives, i.e., those relatives who had not previously 
sought or received treatment for emotional problems. 


PROCEDURE 


We derived the data from the case ascertainment 
phase of an ongoing pedigree study. The subjects were 
bipolar affective psychotic probands (N=20), their 
spouses (N=19), and their adult offspring (N=69). We 
devoted the major portion of the interview to a semi- 
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structured appraisal of past and current psychiatric 
status, using the Schizophrenia and Afective Dis- 
orders Schedule Life-time Version (SADS-L) of Spit- 
zer and Endicott (3). We interviewed the proband first, 
followed by his or her spouse and each adult offspring. 
The appropriate institutional consents were obtained 
after the purpose of the interviews had been fully ex- 
plained to each subject. 


FINDINGS 


In the course of the interviews, we were surprised 
by the reaction of many of the adult offspring when 
they were questioned about mood. Inquiry about 
mood and mood variation is of crucial importance in 
the determination of affective illness, and we were un- 
prepared for the provocative and distressing effect 
such inquiries seemed to have on some subjects. 
Some denied that their mood varied at all. Others mis- 
perceived mood changes, elaborating on the most triv- 
ial mood variations while seeking reassurance from the 
interviewer that these everyday events, which they 
seemed to fear were beyond their control, were not 
evidence of emergent affective disorder. Still others 
initially denied mood changes, only to ccntact the in- 
terviewer later to seek similar reassurance. 

Of all family members, the probands were best able 
to distinguish between normal mood variation and pri- 
mary affective disorder, usually on the basis of the 
vegetative symptoms attending the illness (4, 5). The 
spouses were generally not perturbed by the mood 
portion of the interview pertaining to them, in spite of 
the fact that 7 of the 19 met the criteria for minor de- 
pression; some, however, spontaneously communicat- 
ed perplexity about the probands' mood swings and 
their (the spouses") inability to control them. The off- 
spring were the most defensive or disturbed when 
questioned about mood. 


Case Vignettes 


Case 1. Typical of the denial response was that of the 31- 
year-old son of a female proband. He bitterly recalled both 
his parents’ ‘‘inability to control their emotions,” and stated 
he would never be so weak as to lose control and get de- 
pressed. Interestingly, his 28-year-old brother gave a similar 
response on interview. In addition to the proband, all three 
other family members had been treated for affective dis- 
order—the husband for minor depressive d:sorder and the 
two daughters for major depressive disorder and bipolar II 
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disorder, respectively. In the face of such a family con- 
stellation, it is not difficult to understand why both sons ac- 
quired such a defensive and rigid attitude. 


Case 2. Evidencing a misperception response, the 26-year- 
old daughter of a female proband detailed brief depressed 
periods in response to adverse work conditions and de- 
scribed periods of seemingly normal well-being when her life 
was going well. Nevercheless, she was afraid she could not 
control these moods, which reminded her of the times her 
mother was ill. She questioned whether she might have in- 
herited her mother’s weakness. Shortly after the birth of her 
Caughter, the proband suffered continuing bipolar II dis- 
arder, but it was only in the past 4 years that her husband 
and her daughter acknowledged her hypomanic episodes, 
during which she had teen a great burden on her family, as 
part of her illness. Unfortunately, these hypomanic episodes 
were the basis for a great deal of the daughter’s experience 
of mood variation during her formative years and thus may 
have influenced her perception of it. 


Case 3. Showing fragile denial, the 19-year-old daughter of 
a male proband denied any symptoms of mood disturbance. 
Rather, she dwelt on her father’s severe illness instead of on 
herself. At the time she seemed a stable, open, and con- 
cerned person, but a month later her sister contacted the in- 
terviewer to report that the subject was very upset about 
how we might have interpreted the interview. Since the in- 
terview, she had been actively seeking reassurance from her 
parents and siblings that she was normal. She feared that in 
her responses we had detected evidence that she had inher- 
ited the same condition. Her family calmed her, and she was 
further reassured by a follow-up letter from us. Apart from 
the severity of her father’s illness, a strong family history of 
affective disorder may have contributed to her defensiveness 
and pessimistic ruminations. 


DISCUSSION 


Davenport and colleagues (6, 7) have observed de- 
nial, the avoidance of affect, and fears related to the 
heritable aspects of afective illness among bipolar pa- 
tients and their families. They regarded the fears about 
heritability as real but prone to uncertainty, over- 
statement, and assumption, and they pointed to the 
need of these families, who clearly have feelings to- 
ward each other, to maintain the affective status quo to 
avoid the possible eruption of another manic or de- 
pressive episode. 

At least two related dynamics appear to be impor- 
tant in the reaction o? the offspring to the interview 
questions about mood and affect. First, family mem- 
bers tend to protect the bipolar patient from life situa- 
tions that may provoke some (albeit appropriate) af- 
fective response, apparently out of fear that such 
mood variation would lead inevitably to frank mood 
disorder. 

Second, many offspring are aware of the heritability 
of primary affective disorder, generally by virtue of 
their strong family history. They have a justifiable fear 
thet they too may develop a primary affective dis- 
order. The nature and, in particular, the focus of the 
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interview forces them to think about this frightening 
possibility. They fear that even minor or normal mood 
variation (the sort from which they protect the pro- 
band) heralds such a course; they deal with this by 
denying any mood changes or by describing their ef- 
forts to prevent their mood from running out of con- 
trol. 

Our interview appeared to have unintentionally and 
erroneously confirmed the presence of major affective 
disorder in some offspring who feared this eventuality. 
We are concerned that this ''affective self-labeling"' 
may have brought with it the unanticipated adverse ef- 
fects of anxiety and reactive depression, neither of 
which we can presume to be inconsequential. 

There is good evidence from other sources (8, 9) 
suggesting that simply the knowledge of suffering even 
a relatively benign condition may engender increased 
morbidity. For example, being labeled as hypertensive 
was associated with a significant increase of ab- 
senteeism from work in one study (9). This effect 
could, in part, be attributed to becoming aware of the 
condition. Another more relevant controlled study (8) 
found that detecting emotional illness by the General 
Health Questionnaire, that is, labeling the patient as 
having an emotional problem, altered illness behav- 
ior—i.e., consultations for emotional problems in- 
creased over the next year. 

In our current interviews, we seek to address the 
problem of incorrect labeling by being alert to any evi- 
dence of conflict about affect and by meeting it with 
explicit reassurance. Whenever necessary, we draw a 
distinction between everyday worries and the sus- 
tained, autonomous mood changes of primary af- 
fective disorder. We also make it clear that we are 
available for further questions and send a letter to all 
subjects keeping them abreast of the study's progress. 

Compliant research subjects are an important re- 
source. It is crucial that researchers not lose sight of 
the fact that the subjects are also sensitive human 
beings; by insensitive handling, they can suffer anxiety 
and depression and be lost to further research (10). In 
pedigree studies especially, such attrition seriously 
compromises the study. The more complete a ped- 
igree, the more informative it can be, and one would 
hope to be able to go back to the same families as new 
methodologies develop and new hypotheses are gener- 
ated. It may not be sufficient to follow the interview 
procedures recommended by the institutional review 
board for research; the continued compliance of the 
offspring of bipolar probands may rest on the case in- 
terview procedure's being handled sensitively and on 
the interviewer's being alert to possible anxieties. 

In conclusion, we endorse the necessity of pedigree 
studies but wish to draw attention to what we regard as 
an adverse consequence of the interview procedure. 
We believe that it is possible to anticipate and circum- 
vent the problem, lessen or eliminate unwanted emo- 
tional reactions, and perhaps do worthwhile pre- 
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ventative psychiatry. Benefit may also accrue in the 
form of improved compliance of the subjects and their 
availability for future studies. 
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Psychoanalytic Concepts in Psychiatric Training 


BY HERBERT PARDES, M.D. 


The author describes, categorizes, and appraises 
psychiatric training programs on the basis of how 
each handles psychoanalytic concepts. He suggests 
rationales for including a proper balance of 
psychoanalytic conceptualizations in each type of 
program. Some emphasis complementing a balanced 
curriculum is recommended. He also notes that the 
psychiatrist is both a physician and a mental health 
professional who looks at the biologic, psychological, 
and social aspects of behavior; the synthesis of these 
several perspectives should be conveyed effectively 
and without bias to all students entering psychiatry. 


ifteen years ago, a discussion of the role of psycho- 
F analytic concepts in psychiatric training would 
have been somewhat standard and noncontroversial. 
In the interim, the field of psychiatry in general, and 
psychiatric training in particular, has changed dramati- 
cally. New insights and therapeutic strategies avail- 
able to psychiatrists include an improved understand- 
ing of biologic concepts regarding the etiology and 
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mechanisms of the major mental disarder, behavior 
therapy and its underpinning of learning theory, and 
brief therapy approaches. As a result of these and oth- 
er developments within the field, the previously un- 
challenged hegemony of psychoanalyzic orientations 
in psychiatric training has been replaced by a pot- 
pourri of orientations (1), each with st-engths and lia- 
bilities. 

This paper will focus on three types of psychiatric 
training programs seen commonly today: 1) the exclu- 
sively psychoanalytic program; 2) the program that to- 
tally excludes psychoanalytic concepts; and 3) the 
broad cafeteria-type program. To the extent that the 
thrust of training programs reflects and contributes to 
the definition of psychiatry, a clear appreciation of 
particular deficiencies and strengths is essential to the 
future of psychiatry. 


THE EXCLUSIVELY PSYCHOANALYTIC PROGRAM 


A major difficulty inherent in the exclusively psy- 
choanalytic program is the frequently constricted atti- 
tude of faculty and, ultimately, of students. The effect 
in practice is that if a patient is not amenable to a rela- 
tively classical form of psychoanalytic psychotherapy 
or psychoanalysis, he or she is often considered less 
interesting or attractive as a patient. Àn added, al- 
though perhaps more subtle, danger cf such an attitude 


_ on the part of a provider is that it may derogate other 
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therapeutic approaches. In suggesting that any therapy 
other than psychoanalytic treatment is second-class, 
therapists may overlook—and discourage their pa- 
tients from seeking—alternative treatments. Psycho- 
pharmacologic approaches as a complement to psy- 
chosocial treatment or as the most critical element ina 
given patient’s therapeutic regime are frequently mini- 
mized. Despite the availability of alternative ap- 
` proaches, even patients whose likelihood of response 
to exploratory psychotherapy is minimal may be of 
fered psychotherapy for extended periods of time by 
clinicians whose training was exclusively psycho- 
analytic in orientation. 

There is a risk in assuming that a psychiatrist's con- 
ceptual understanding of a patient’s depth psychology 
is equivalent to offering the patient substantial help 
with whatever problem he or she presents. Analogous 
is the surgeon who considers the skillfully executed 
operation a success, the patient’s death notwithstand- 
ing. Failure to assess a patient’s functioning after a 
reasonable period of intensive therapy is double- 
edged, denying the therapist the opportunity to deter- 
mine whether the psychodynamics are well under- 
stood and the patient the chance to focus on the diffi- 
culties that he or she is experiencing. To some extent, 
this is related to the suggestion that other therapeutic 
approaches may be second-rate. If one assumes that 
the therapy offered to a patient is superior to all others, 
one may adhere to that therapy long after it has be- 
come apparent that it is ineffective. 

Yet another liability of the exclusive psychoanalytic 
approach may be seen ir. a therapist’s over-reliance on 
psychoanalytic or psychological explanations as a 
compensation for his or her failure to positively influ- 
ence a patient's symptoms and functioning. The ten- 
dency to use jargon as a means of obfuscating the lack 
of effectiveness of a given treatment brings to mind the 
anecdote of two professors, each of whom had charac- 
teristic manners of response to any issue raised during 
clinical conferences. The first would discuss the issue 
at great length and in laborious detail; the second was 
quite laconic and to the point. At one conference, fol- 
lowing presentation of the case, the moderator solicit- 
ed comments from the loquacious individual, who re- 
sponded in typical fashion. The moderator then asked 
the laconic individual if ke wished to speak. The man 
stood and said, ''I also have nothing to say." Mental 
health practitioners, particularly some psychoana- 
lysts, sometimes tend to use elaborate verbiage to im- 
press other people, to bind their personal anxiety, or 
to hide problems or failures. 


PROGRAMS EXCLUDING PSYCHOANALYTIC 
CONCEPTS 


Although the exclusively psychoanalytic approach 
may have numerous deficiencies, the program that ex- 
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cludes psychoanalytic concepts also presents prob- 
lems. These programs frequently are dominated by 
zealots determined to extinguish psychoanalytic think- 
ing from their work and typically eschew such key 
psychological concepts as unconscious mental pro- 
cesses and give little attention to the individuality of 
patients. The emphasis can become so exclusively 
phenomenologic that patients may be indistinguishable 
on the basis of their records. The patient is deprived of 
his or her individuality, and the psychiatrist is de- 
prived of opportunities to develop fully; graduates of 
such programs are likely to be mechanistic, tending to 
focus more on the disorder than on the patient. This is 
similar to complaints that many persons in the psycho- 
social fields have leveled against medicine in general 
(2). Patients are labeled ‘‘manic-depressives’’ and 
"schizophrenics'" and ''catatonic psychotics” rather 
than people with complicated and individual personal 
histories who also have specific types of symptoms 
and disorders. Overlooked are the regularly occurring 
experiences of other clinicians with patients who man- 
ifest one diagnosed disorder at one time and an entire- 
ly different disorder at another time. Although psychi- 
atry should be concerned with the development of a 
system for understanding and categorizing diseases, 
the task of the psvchiatrist to understand a patient as 
fully and comprehensively as possible should com- 
plement systems for classifying patients. 

Some programs tend to omit psychoanalytic theory 
and disregard issues having to do with continuity of 
behavior in the life of an individual. Since the empha- 
sis is on a given disorder with a given set of symptoms, 
similarities in a person's adaptive responses over time 
or from situation to situation may hold little interest to 
graduates of such programs. Consequently, key as- 
pects of an individual's history that may be critical in 
understanding what has caused the difficulty as well as 
how to treat it most effectively may be disregarded. 
Rather, the primary questions most likely to be asked 
are, ‘‘What are the symptoms, what is the diagnosis, 
and what is the most appropriate drug?” 

One characteristic of this type of program that is 
similar to a deficiency found in many exclusively psy- 
choanalytic programs is a tendency for the graduate to 
be pessimistic or nihilistic regarding certain kinds of 
psychopathology. For example, if an individual does 
not respond to certain types of drugs, the clinician may 
move on to the next patient. Given such a mechanistic 
focus, patients receive little in the way of extended at- 
tention. Often, clinical settings affiliated with this type 
of program have a high patient to psychiatrist ratio. 


THE 'CAFETERIA-TYPE' PROGRAM 
Another type of psychiatry training program that 


has certain liabilities may be described as the *'cafe- 
teria-type'' or eclectic program: every theoretical ap- 
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proach to psychiatry and mental health is offered not 
only in the lecture room but in clinical training as well. 
Such programs encourage the psychiatric trainee to 
consider multiple frames of reference with regard to a 
patient. The significant contribution of such a balanced 
program is its graduates’ intellectual understanding of 
various theoretical approaches to clinical issues (3). 
However, the program must offer trainees some par- 
ticular focus, whether biological, systems theory 
based, or psychoanalytical. Without focus, residents 
may complete their training but have few specific ideas 
as to how to function clinically on their own. 

Many psychiatrists involved in clinical work are 
aware that the therapist’s confidence in the ef- 
fectiveness of his or her treatment approach has con- 
siderable impact on a patient’s clinical response. An 
ambivalent or confused psychiatrist is likely to have 
ambivalent or confused patients. A distinction must be 
made between a program that has only one orientation 
and a program that fully exposes students to a breadth 
of psychiatric approaches in addition to providing 
them with an emphasis. 

In the cafeteria-type program, one is likely to find a 
great deal of unstated, unattended behavior in the 
manner in which psychoanalytic concepts are handled. 
Occasionally, residents in programs that do not in- 
clude psychoanalytic concepts within the formal cur- 
riculum quietly seek supervision from psychodynam- 
ically and psychoanalytically oriented practitioners to 
compensate for what is lost in training. On the other 
hand, programs that focus exclusively on the psycho- 
analytic approach may inadvertently motivate trainees 
to seek additional training in other settings. Collective- 
ly, these narrowly based programs are likely to gener- 
ate widely diverse breeds of psychiatrists who feel 
passionately not only about their own orientation but 
also about their colleagues’ brand of psychiatry. 


RELATED ISSUES IN THE FIELD 


The various training settings relate to developments 


in psychiatry as a field. Thus, what may be viewed as . 


deficiencies in a particular program stem clearly from 
divisions within the field; training and issues in the 
field have multiple reciprocal relationships. For ex- 
ample, psychoanalytic clinicians and teachers often 
have promulgated major dynamic concepts without 
paying sufficient attention to the rationale that sup- 
ports them or the data that substantiate them. Phe- 
nomenologically oriented psychiatrists criticize their 
dynamic colleagues for being unscientific. Perhaps 
both factions should share the responsibility in areas 
where additional work is needed. In many instances, 
sufficient data and experience are available to sub- 
stantiate the relevance and accuracy of many psycho- 
dynamic concepts. If, however, some of these con- 
cepts require further testing or investigation, psychia- 
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trists of both orientations might be encouraged to 
undertake it. Those with strong psychodynamic inter- 
ests should attend more rigorously to providing sup- 
porting rationales. Nondynamic psychiatrists might 
assist their dynamic colleagues in finding ways to test 
psychodynamic concepts more effectively. 

It is important to distinguish between the use of psy- 
chodynamic or psychoanalytic conceptuzlization for a 
broad understanding of behavior anc the selection and 
use of psychoanalytic therapies in treatment. For ex- 
ample, a psychodynamic understanding ef a given pa- 
tient may lead a psychiatrist to offer tha: patient sup- 
portive psychotherapy, perhaps with paarmacologic 
treatment if appropriate but not necesserily with any 
goal of insight development in therapy. Although un- 
derstanding a person’s behavior mav help steer a clini- 
cian toward a particular treatment stratezy, that strat- 
egy will not necessarily entail uncovering or analytic 
processes. 


TOWARD A BALANCED PSYCHIATRY TRAINING 
APPROACH 


Having briefly assessed various broac categories of 
psychiatric training programs, I wil present in- 
crementally recommendations for inclusion of psycho- 
analytic concepts across the range of psychiatric resi- 
dency training programs. At the most fundamental lev- 
el, any psychiatrist should obtain in the course of 
didactic review a familiarity with and an understanding 
of psychoanalytic concepts. Clinical epplications of 
such conceptualizations should be inc-uded in train- 
ees’ course work, and trainees should be shown the 
application of dynamic or analytic conc2pts in a varie- 
ty of clinical settings. Trainees should be aware that 
psychoanalytic theory constitutes a meéns of articulat- 
ing an understanding of normal and abnormal human 
behavior. 

In a balanced program, a general recommendation 
that residents engage in personal psychotherapy or 
psychoanalysis is typical and useful. The psychiatrist 
is such a contributing factor in the therapeutic inter- 
action with patients that a reasonable understanding of 
his or her own psychology is important (4). 

Of related interest is the question of the importance 
of psychoanalytic conceptualizations and therapies to 
the field as a whole. Some members of the psychiatric 
profession contend that a lessening of tue preeminence 
of psychoanalytic thinking in training settings is corre- 
lated with a reduction in the interest of medical stu- 
dents in careers in psychiatry. Diminished student in- 
terest may stem in part from the existence of unfo- 
cused programs that provide great breadth but little 
depth or emphasis in any particular area. Focused pro- 
grams, whether psychodynamic, research-oriented, or 
family-oriented, appear to evoke greeter intensity of 
student interest. 
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Ideally, developing information in the areas of neu- 
roscience, biological psychiatry, and sociology should 
complement an understanding of the utility of the psy- 
chotherapies and psychodynamic conceptualizations. 
If these approaches are viewed as complementary and 
additive, rather than antagonistic, the field can focus 
on moving substantially forward in terms of the 
breadth of its therapeutic armamentarium, the excite- 
ment of its research, and the challenge of understand- 
ing human behavior. The essence of psychiatry, a 
medical discipline focusing on biological, psychologi- 
cal, and sociological aspects of behavior, cannot be 
dissociated from psychiatric training and the appropri- 
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ate role of diverse concepts within a psychiatric cur- 
riculum. 
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Impact of the Threatening Patient on Ward Communications 


BY RICHARD B. CORNFIELD, M.D., AND SETH D. FIELDING, M.D. 


Patients and staff may have difficulty facing the 
realities of a dangerous situation on an inpatient 
service. The authors describe how, in response to the 
presence of a potentially violent patient, distorted 
patient communications in group settings may be 
reinforced by staff avoidance patterns. Appropriate 
therapeutic interventions are often delayed until staff 
members overcome their resistance to acknowledging 
the signals that frightened patients send. The authors 
discuss strategies to circumvent and overcome these 
problems. 


potentially violent or destructive patient on an in- 

patient service often provokes strained communi- 
cation patterns in both patients and staff. Such pat- 
terns frequently involve difficulty in facing the threat- 
ening behavior directly. Patients may allude obliquely 
to their concerns about the potential violence, and the 
staff in turn may not attend to the meaning of these 


Received Dec. 1, 1978; revised Sept. 4, 1979; accepted Sept. 21, 
1979. 

Fram the Bronx Veterans Administration Medical Center and 
Mount Sinai School of Medicine, New York, N.Y. 

Address reprint requests ta Dr. Cornfield, Veterans Administra- 
tion Ambulatory Care Center, Rm. 207, 1421 Cherry St., Phila- 
delphia, Pa. 19102. 


communications or to the threatening patient's behav- 
ior. At such times the emotional milieu on an inpatient 
unit may be tense and brittle, but it is difficult to pin- 
point the source of the tension. The anxieties that arise 
in such situations are more evident on a closed or in- 
termittently closed ward 1f patients feel there is no 
route of escape in an emergency. They are heightened 
when patients feel that staff is unaware of the danger. 

Inpatient group psychotherapy sessions and com- 
munity meetings can be rich sources of data on these 
distorted behavior patterns among staff and patients. 
Such behaviors express individual dynamics, tensions 
among the patients, and latent problems in staff func- 
tioning. Patient reactions to the threat of danger range 
from apparently uninvolved and lethargic responses, 
to provocative and insulting behaviors, to overt panic. 
Staff reactions often indicate improper therapeutic dis- 
tance, denial, and overintellectualization. In most in- 
stances these are countertransference responses to 
anxiety provoked by the threatening patient (1). Per- 
sistent staff inattention to the early warning signals al- 
lows increasingly distorted communication patterns 
that make reestablishing control difficult. 


CASE VIGNETTE 
The following vignette illustrates some of the com- 


mon patient-staff communication problems on a ward 
with a potentially dangerous person. Following the vi- 
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gnette we will discuss the strategies we have devel- 
oped to try to overcome these obstacles. 


A §3-year-old man was admitted for the first time to our 
30-bed psychiatric inpatient unit. He had been hospital- 
ized several times before in chronic care institutions. He 
had a history of fire setting and aggressive behavior during 
periods of emotional stress, and this admission was pre- 
cipitated by agitated behavior, including the setting of 
several fires on the day before admission. 

On the second evening of hospitalization, a small fire 
broke out on the patient’s mattress. He claimed that he 
had fallen asleep with a lighted cigarette. He acknowl- 
edged that he should not have been smoking and denied 
any intention of starting this fire. The staff seemed to ac- 
cept this explanation uncritically. The next day in the 
community meeting, the patients were unusually quiet. 
The staff members commented on the apparent boredom 
among the patients, pointing out their disinterest in talking 
and their unwillingness to get involved. Despite this ap- 
proach, the patients continued to be less engaged than 
usual. When patients did speak out they asked for more 
personal attention by their doctors and criticized the hos- 
pital program for its food, therapeutic activities, milieu, 
laundry, etc. 

There seemed to be considerable discomfort among 
staff and patients; one staff member noted that there could 
be strong feelings behind the silences and nonspecific 
complaints. Immediately, a patient angrily criticized the 
staff for not knowing what was going on in the unit. Other 
patients then expressed their fears of sleeping on the 
ward. They spoke of their fears of danger when they were 
children and uncertain that their parents would protect 
them. 

As soon as the staff sensed that the warded-off issue 
was the fire of the previous night, they mentioned it. The 
meeting then became emotionally intense. The patients 
vented feelings of being ‘‘trapped’’ on a closed ward with 
an unpredictable patient in their midst. The remainder of 
this highly productive meeting was spent discussing and 
working through these affects, and the staff reassured the 
patients that they would attend closely to the threatening 
man. 

In their postgroup conference, the staff discovered that 
they had had feelings similar to those expressed by the 
patients. Staff members admitted that they had been lean- 
ing On certain patients for help during the uncomfortable 
community situation because of anxieties of their own. 
After considerable introspection they agreed that they had 
retreated from their own feelings of fear and anger toward 
the potentially dangerous patient and that they had be- 
come aware of their own responses only after the patients’ 
strong affective display. 


OBSERVATIONS OF THE IMPACT OF POTENTIAL 
VIOLENCE 


We have identified in the case cited above a number 
of illustrative emotional responses that patients and 
staff exhibit in potentially dangerous situations. They 
include the following: 
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1. Apathy and emotional detachment. Diminished 
affect, poverty of associations, and especially bore- 
dom or disinterest may be the first signals of patient 
discontent. These withdrawal responses. often shield 
intense affect and may be understood as symbolizing 
identification with and mirroring of the inertia of the 
staff in order to produce a reaction in the staff. Similar 
behavior on the part of the staff, such zs denial, may 
be a defense against the stimulation of strong emotions 
by the threatening patient, including fears of attacking 
or of being attacked (2). 

2. Narcissistic self-absorption. When 2 threat in the 
environment is not offset by clear evidence that the 
staff is in control, patients often regress 70 narcissistic 
preoccupation. In the example cited abcve a number 
of patients, under the strain of the uncertainty, began 
to focus on their own needs for personal attention. 
Such self-absorption is an automatic cefensive reac- 
tion representing heightened awareness of vulnerabil- 
ity to harm. A secondary function of sel--absorption is 
to mobilize a protective response from the caregiver. 
For example, inpatients who feel threatened will often 
make repeated visits to the nursing stacion with phys- 
ical complaints; such behavior can serve as a clue to 
the fact that patients sense a danger from which they 
feel unprotected. | 

A counterpart to the patients’ narcissistic with- 
drawal is the staff's preoccupation with individual 
needs and specialized interests, particularly during 
such impasse situations as described above. They may 
find more "'pressing'' matters to deal with than the un- 
comfortable ward situation. 

3. Displaced affect. This is one of -2e most preva- 
lent behavior patterns among patients when there is a 
threat of harm on the ward. Such displacement often 
contains a symbolic condensation of the concerns of 
the patient, reflecting fear of violence, fantasies of rage 
and retaliation, and the wish for protzction. Thus, in 
one instance, the patients referred to tre staff as “‘pris- 
on guards" (hoping to reinforce the staff's strength) 
and to the prison-like atmosphere of the hospital. They 
questioned whether anyone on the staff could assess 
when someone was getting better (or. by implication, 
Worse). 

In the case cited above, one staff member seemed 
more alert to the quality of the displaced complaints 
about the hospital milieu than to the specifics of each 
issue. Intense, unfocused negative affect is very often 
a defense against fear and resentment over lack of 
security. 

A corollary among the staff is a heated argument or 
discussion over a relatively minor issue in the clinical 
running of the ward, or a symbolically intense attitude 
such as a staff member's overproteztiveness toward 
the threatening patient. Such exaggerations in staff be- 
havior suggest loss of control in mair.taining an appro- 
priate therapeutic relationship (1). 

4. Mutual criticism. In their criticism of the staff, 
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patients are often suggesting that the staff has some- 
how failed them. Milder statements or casual com- 
ments about staff shortcomings signal the problem: pa- 
tients reprove the staff for laziness or passivity or for 
allowing the patients to perform staff functions. More 
blatant staff criticism may involve comments about 
staff stupidity or ignorance of body language, inef- 
fective treatment methods, disinterest, or ‘‘leaving us 
to the wolves,” all suggesting a high level of tension 
among the patients. 

We have also observed the response pattern of 
scapegoating of patients by the staff. As in the example 
above, patients individually or collectively mav be re- 
garded as ‘‘responsible’’ (i.e., blamed) when an un- 
comfortable, unproductive impasse impedes the 
steady flow of a highly valued community meeting. In 
more heated situations a patient may be labeled “‘psy- 
chopathic" and then discharged from the hospital 
through the staffs collaboratively focusing an in- 
appropriate share of the blame for ward tensions on 
the identified individual. Such an assessment, contam- 
inated by inappropriate emotional loading, can occur 
in situations where cer-ain staff members are unable to 
recognize and modulate their own personal anxieties. 

Staff anxieties can be mitigated by the opposite reac- 
tion of unusual fascination with the potentially violent 
patient. Lion and Pasternak (2) commented, ‘‘Staff 
and patients as well may take a special interest in the 
patient, finding him charming or interesting, and listen 
avidly to his accounts of past antisocial acts without 
coming to grips with and challenging the patient's ag- 
gressive propensities.” 

Fatients who have been in the hospital for only a 
short period of time may feel particularly helpless and 
sensitive to their own vulnerabilities. They need to be- 
lieve, at some level, in staff omnipotence. A threat- 
ening patient who is poorly controlled by the staff may 
become more anxious and provocative as time pro- 
gresses and his or her aggressive impulses mount. 
When staff fails to control the dangerous patient, other 
patients fear their own impending decompensation. 

Tne patients are often reluctant to express their feel- 
ings toward the therapists directly because of fantasies 
of abandonment or fear of retaliation from the fright- 
ening patient or the threatened staff. If other patients 
are not supportive, the individual patient fears ostra- 
cism or humiliation from his or her peer group for 
speaking out. Trapped in a conflict between a need for 
protection and the constraints against expressing such 
sentiments, the patient in a threatening ward situation 
resorts to symbolic or disguised maneuvers. 

As the patients’ discomfort mounts when the staff 
does not decipher their covert messages, an atmo- 
sphere of extreme fear may develop. One may find a 
contagion of precipitous signing out of the hospital 
against medical advice, AWOLs, failures to return 
from weekend passes, fist fights, sexual acting out, and 
alcohol and drug abuse. These are fight or flight reac- 
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tions to danger. Ultimately, these more dramatic prov- 
ocations mobilize the staff to take action. 

‘‘ Blind spots” among the staff compound these pa- 
tient problems. A number of authors have commented 
on staff discomfort and uncertainty when treating the 
potentially violent patient. Lion and associates (2-4) 
have discussed countertransference attitudes toward 
the violent patient, mentioning denial as a frequent de- 
fense of the therapist that complicates treatment. 
Hartocollis (5) discussed reactions among the nursing 
staff dealing with a threatening or violent patient. He 
suggested that loss of control therapeutically may re- 
late to feelings of inadequacy and fears of the staff's 
own impulses to be violent. Madden and associates (6) 
have suggested that assaults on psychiatrists may be 
precipitated by unconscious provocation by the thera- 
pist, who communicates latent but intense feelings 
toward violence-prone individuals. Rosen (7) also de- 
scribed the problems faced by therapists working on a 
psychiatric intensive care unit that dealt with a steady 
flow of life-threatening behaviors: 


The responsibility for treatment cannot be shifted to 
mechanical devices, and the clinician ... is repeatedly 
exposed to stimuli in the thoughts and actions of the pa- 
tient that threaten to reevoke his own unresolved conflicts 
and arouse unacceptable sexual and aggressive impulses. 


Thus, the staff themselves are often defended 
against their own anxieties as unacceptable impulses 
mount and their fantasies of omnipotence are chal- 
lenged. Avoidance patterns may produce staff con- 
flicts and poor staff communication, leading to clinical 
mismanagement. 


STAFF INTERVENTION STRATEGIES 


Given the subtle complexities of a potential danger 
situation, including staff resistance to acknowledging 
patient communications, we feel it important to deline- 
ate the following specific strategies of staff inter- 
vention that we have developed. 


Staff Sensitivity Sessions 


Many personal and interpersonal factors can affect 
the staff's capacity to listen productively to what pa- 
tients are saying in groups. Scheduled, continuing sen- 
sitivity sessions use the collective ego of the staff to 
clarify the problem issues. The orientation in these 
sessions include 1) making staff who are focusing on 
special needs and interests (e.g., research) aware that 
their focus is preventing them from taking a total look 
at the patient who is out of control, 2) pointing out 
cultural blind spots that could lead a staff member to 
identify with the reasons for a patient's anger (e.g., 
"cultural deprivation") and overlook his or her cur- 
rent threatening attitude, 3) indicating any staff ten- 
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dency to use the potentially violent patient to act out 
unresolved impulses toward authority (for example, 
staff who interact directly with the patient but feel dis- 
advantaged in the ward hierarchy may withhold con- 
structive observations and controls; the outcome may 
be a chaotic ward situation in which supervisors can- 
not function effectively), and 4) clarifying specific per- 
sonal problems that prevent a staff member from func- 
tioning well with a threatening patient. In all of these 
instances the group is supportive of more constructive 
approaches, and the affected staff member is helped to 
bring his or her attitude into phase with the goals and 
methods of the staff as a whole. 


Educational Programs for the Staff 


Whether it involves a specific problem patient or 
conceptual issues of benefit to the staff such as “‘limit 
setting" (8, 9), reading and discussing the literature is 
of substantial value to staff members. Specific lectures 
and seminars concerning ward management, limit set- 
ting, and countertransference attitudes are helpful. 
Particularly useful are meetings in which senior staff 
can share data and ideas from their own experience in 
dealing with disruptive situations. 


Community Discussion of the Perceived Problem 


Community discussion of shared concerns about a 
dangerous person is an extremely helpful technique. 
The patients often know a good deal about a problem 
patient but are reluctant to discuss negative material 
unless it is understood that such issues are open to dis- 
cussion. The staff must convey to the patients that 
they are concerned about a problem and will attempt 
to handle it properly, with the assistance of the pa- 


tients as a group. The staff should solicit observations - 


and feedback from patients, thus indicating that in a 
problem situation affecting everyone they are not om- 
niscient. This attitude facilitates more open discussion 
and reduces the patients' need to resort to sending dis- 
guised and subtle messages and acting out their con- 
cerns. We feel that minimizing the patients' sense of 
helplessness through collaborative involvement im- 
proves the immediate situation as well as enhances the 
ego strength of individuals. 
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Senior Staff Override 


The presence of a violent patient allows latent staff 
problems with limit setting to emerge. Such staff prob- 
lems may not be solved in time to deal effectively with 
the difficult patient. Democratization o£ the milieu is 
sometimes used conceptually to avoid teking responsi- 
bility for establishing appropriate bouncaries and con- 
trols (10). Having a senior staff member such as the 
unit chief available to make an assessment based on 
experience and to take action is of great emotional val- 
ue to both patients and staff. The senio- staff member 
might not necessarily apply any new strategies but 
might be skilled in application and timing. He or she 
might use staff and patient transference productively 
to instill confidence in the ward's capacity to alter their 
frame of reference and to take appropriate action. The 
senior staff member could also take responsibility for 
some sort of definitive intervention: requesting a su- 
pervisory interview with the therapist and his or her 
patient or requesting restriction of pr-vileges, seda- 
tion, restraints, or discharge. All may be welcome ac- 
tions by a senior staff member not intimately involved 
or overinvolved in the problem and thus noi viewed as 
acting for any reason other than the good of the ward. 
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This section contains 1) new research findings, including preliminary data from pilot studies, either clinical or 
laboratory; 2) worthwhile replication studies; 3) case reports that describe a truly new. syndrome or cast new light on 
established ones; and 4} case reports that indicate a new therapeutic procedure of potential value or call attention to ad- 
verse effects of drugs or previously unreported complications of therapeutic interventions. Program descriptions and 
literature reviews cannot be printed in this section. Criteria for format are listed in ''Information for Contributors” in each 
issue; papers that do not adhere to these criteria will be returned to the author. 


The Diagnostic Dilemma of Blepharospasm 


BY MICHAEL R. VOLOW, M.D., JESSE O. CAVENAR, JR., M.D., WILLIAM N. GROSCH, M.D., 


ROBERT H. SHIPLEY, PH.D., AND MOLLY MYERS, M.D. 


Blepharospasm is a dramatic, disabling, and poorly 
understood clinical condition characterized by tight, 
spasmodic closing of the eyelids that occurs from sev- 
eral times to hundreds of times a day (1). There is con- 
troversy in the literature about whether this condition 
is organic or functional or whether it is due to a com- 
plex interaction of both factors. In a recent review 
Marsden (2) suggested that blepharospasm was an or- 
ganic condition, which he believed was a neurologic 
movement disorder. He proposed the label ‘*blepha- 
rospasm—oromandibular dystonia syndrome” be- 
cause additional symptoms, such as facial spasms and 
torticollis-like neck spasms, were also observed in sev- 
eral of his patients with blepharospasm. An organic 
etiology is also suggested by the fact that certain drugs 
known to act upon the central nervous sytem (princi- 
pally anticholinergics such as trihexiphenidyl and anti- 
dopaminergics such as haloperidol) often cause im- 
provement in blepharospastic symptoms (2). On the 
other band, Cavenar and associates (3) have recently 
reviewed the psychiatric literature and found that 
some patients with blepharospasm respond to psycho- 
logical intervention. They reported four cases in which 
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blepharospasm served as a somatic defense against an 
underlying psychosis and suggested that, contrary to 
earlier reports, blepharospasm was not a classic con- 
version symptom. The controversy about whether 
blepharospasm is organic or functional is further com- 
plicated by the generally accepted clinical observation 
that emotions and psychologic conflict can and do in- 
fluence movement disorders even though the etiology 
is clearly organic (4). 

This report illustrates the complex and intricate in- 
terplay of organic and psychogenic factors in blepha- 
rospasm. We found no other case in the literature that 
described the interplay of organic and psychogenic 
factors in blepharospasm and the resulting dilemma 
the clinicians face in attempting to treat these disabled, 
distressed, disfigured, and severely impaired individ- 
uals. 


Case Report 


Mr. A, a married man, was 58 when he had the insidious 
onset of blepharospasm symptoms. He experienced only 
temporary improvement following a pinch blepharoplasty in 
September 1976 and had to retire from managing a small 
store. In November 1977 his symptoms were markedly 
worse; the blepharospasms were now accompanied by se- 
vere facial spasms. He consulted a neurologist, who de- 
scribed his symptoms as beginning with a tight closing of the 
eyelids, progressing to widespread, forceful opening of the 
lips and jaw, with progression down the platysma; these oc- 
curred up to 200 times a day and were absent during sleep. 
The remainder of his neurologic evaluation was normal. 
These symptoms did not respond to a variety of central ner- 
vous system drugs, including 1200 mg/day of carbamazepine 
and 16 mg/day of clonazepam. He improved with 6 mg/day of 
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haloperidol. A psychiatric evaluation suggested that, in addi- 
tion to the blepharospasm, Mr. A suffered from depression 
and neurotic conversion. However, treatment with 75 mg/ 
day of doxepin and 15 mg/day of diazepam was unsuccess- 
ful. All laboratory studies, including chest and skull films, 
brain scan, ECG, EEG, LP, EMG, hematologic studies, 
blood chemistries, and lead level, were within normal limits. 

Although Mr. A’s blepharospasms improved with halo- 
peridol, he developed impotence, sensations of coughing, 
and feelings of being strangled and ''passing out"; he was 
transferred to another, university-affiliated neurology serv- 
ice, where another neurologic evaluation was normal with 
the exception of the blepharospasms and facial spasms. In 
addition, his CT head scan and clinical evoked response 
.studies (somatosensory and brain stem auditory) done while 
he was drug-free were normal. However, the neurologists 
were unable to make a definitive diagnosis or to tell if organic 
disease was present. 

An additional psychiatric evaluation suggested that Mr. 
A’s spasms were more frequent when he was upset, particu- 
larly when he was discussing deaths and other losses. His 
spasms conveyed an exaggerated and stereotyped mimicry 
of grief, but without tears. Many of his associations had an 
underlying depressive tone. Although he had a history of 
mild insomnia and a 14 kg weight loss, there was no psycho- 
motor retardation, and he denied having any symptoms or 
conscious feelings of depression. Mr. A remained pleasant 
and seemed unable to perceive or to deal with painful af- 
fects, except for those related to his physical symptom. Per- 
sonality testing revealed a person who was reactive-depres- 
sive, with poorly developed coping skills. No evidence of 
underlying psychosis was detected on clinical examination; 
however, Mr. A’s Rorschach test suggested he was emotion- 
ally constricted and socially withdrawn and had repressed 
anger. His IQ was 87, and he had no signs of intellectual 
deterioration. 

Mr. A was transferred to our psychiatry service and we 


obtained additional history during clinical interviews and . 


three amytal interviews. We learned that the facial spasms 
had ccme on suddenly in November 1977 soon after the theft 
of Mr. A’s cherished gun collection. He did not consciously 
connect the theft with the exacerbation of his spasms, but he 
spontaneously compared his hurt at the time of the theft to 
his hurt at the time of his father's heart attack and death in 
1962. When discussing his father, Mr. A became tearful and 
showed an increase in his blepharospasms and facial spasms. 
He recalled both fear and admiration for his stern father, 
*who told me never to open my mouth when adults were 
present," and he remembered teiling himself never to cry 
because his father made him force back tears during frequent 
whippings. In reaction to his ambivalence, Mr. A felt a con- 
tinuing need to assume a fatherly role by providing a haven 
for young boys in trouble; one of these boys was believed to 
have stolen the gin collection. Mr. A disclosed under amytal 
that he had an intense fear of murdering this young suspect 
and associated this impulse with guilt-ridden memories of 
seeing dead teenage soldiers at the end of World War II. 
At the beginning of each amytal interview Mr. A's eyelid 
spasms rapidly disappeared, and there was a slower and in- 
complete decrease of the facial spasms. Even after rein- 
forcement with strong suggestion, however, this temporary 
improvement lasted only 18-24 hours and then the spasms 
returaed. In spite of being more communicative under am- 
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ytal, Mr. A had little sustained integration or carry-over 
from this emotional release. A trial of trihexyphenidyl 
(Artane) appeared to be indicated. 

We gave Mr. A varying doses of Artane elixir diluted to a 
constant volume so that we could ascertain the effect of med- 
ication on his symptoms. Before treatment he had a high, 
stable rate of spasms (20-30/minute). At 6 mzyday of Artane 
his spasms cleared, at 3 mg/day of Artane his spasms re- 
turned at a rate of 5/minute, and at 1.5 mg/day of Artane, the 
spasms rose to 5- 10/minute. We resumed giving Mr. A 6 mg/ 
day of the drug. Although we wished to explore further Mr. 
A's drug response, he was so pleased by this improvement 
that he insisted on being discharged on 6 mg/dzy of Artane. 

Mr. À returned home, and after 8 davs his facial spasms 
returned suddenly. When he was seen in outpatient follow- 
up, we learned that his spasms had been well controlled until 
the suspected thief came to his home. Following this encoun- 
ter, the spasms returned over a 3-day perioc, but again he 
had no conscious awareness of the relationship between the 
spasm recurrence and the visit from the alleged thief. Higher 
doses of Artane, trials of 400 mg/dzy of diethylaminoethanol, 
and 150 mg/day of amitriptyline, and 3 weeks of outpatient 
psychotherapy did not improve Mr. A's blepaarospasm and 
facial spasms. 

Mr. A's spasms improved only after he was readmitted to 
our psychiatry service and the Artane was stopped briefly 
and then restarted. When Mr. A was stabilized on Artane, 
we tried another dose reduction, but he showed a similar 
exacerbation of spasms. Flooding behavior taerapy was un- 
successful, primarily because Mr. A was unable to experi- 
ence emotional imagery. He was discharged on 9 mg/day of 
Artane; only a slight number of spasms was still present. At 
an outpatient follow-up examination 2 months later he again 
had a reduced spasm frequency of 2-8/minme. 


Discussion 


This case is typical of the conflict a pnysician faces 
in treating blepharospasm. Our patient's response to 
neuropharmacologic drugs suggested an organic etiol- 
ogy; on the other hand, his symptoms ware clearly ex- 
acerbated by emotions and intrapsychic conflict and 
his inability to deal effectively with these intense af- 
fects. As with most cases of blepharospasm, the etiol- 
ogy of our patient's condition was not clear. The case 
illustrates the necessity of using both pharmacologic 
and psychotherapeutic intervention to orovide symp- 
tom relief. We suggest that clinicians refrain from 
treating this condition as though it were an either-or 
disability; instead they should use a combined clinical 
approach whenever it seems clinically useful. 
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Tyrosine for the Treatment of Depression 
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BY ALAN J. GELENBERG, M.D., JOANNE DOLLER WOJCIK, R.N., M.S., JOHN H. GROWDON, M.D., 


ALAN F. SVED, AND RICHARD J. WURTMAN, M.D. 


The catecholamine hypothesis of affective illness 
suggests that depression may reflect a deficiency of 
norepinephrine (NE) transmission at specific brain loci 
(1). Consistent with this model, two types of antide- 
pressant drugs currently in use—tricyclics and mono- 
amine oxidase inhibitors—appear to enhance noradre- 
nergic transmission. Tyrosine is the physiological 
precursor for catechoiamine synthesis, and its ad- 
ministration can increase the rates at which brain 
neurons synthesize both dopamine and norepinephrine 
(2-5). If a similar sequence occurs in humans, tyrosine 
administration might be an effective treatment for dis- 
orders, such as depression, that may respond to in- 
creased central noradrenergic tone. We will describe 
the results of a double-blind, placebo-controlled, 
crossover trial of tyrosine in a depressed woman. 


Case Report 


Ms. A, a 30-year-old woman, had suffered from chronic 
and recurrent depressions for several years and was diag- 
nosed as having primary cepression, unipolar type. As part 
of a research study, she was treated with an experimental 
antidepressant, amoxapine; the drug was discontinued after 
10 days because she was agitated and tremulous. We dis- 
cussed the treatment alternatives of a standard antidepres- 
sant or a trial of tyrosine with her, and she gave us informed 
consent for the latter. We then administered 100 mg/kg per 
day of L-tyrosine by mouth in 3 daily doses for 2 weeks, an 
identically appearing placebo at the same schedule for 18 
days, and finally tyrosine for an additional 5 weeks. 

A psychiatrist (A.J.G.), who was “blind” to the therapy, 
rateá Ms. A weekly on the Hamilton Depression Rating 
Scale and the Clinical Global Impressions (CGI). Ms. A, 
who was also blind to the treatment, rated herself weekly on 
the Zung Self-Rating Depression Scale. Venous blood sam- 
ples were collected throughout the tyrosine and placebo 
treatments for measurement of tyrosine concentrations. 
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TABLE 1 
Effect of Tyrosine on Depression Scores of One Patient 





Hamilton Scale Zung Scale 


Trial Mean Score t?  MeanScore t? 
Pretreatment 28 3.566* 67 3.256* 
First tvrosine (6 g/day 

for 14 days) 7 3.9067 > 39 3.373* 
Placebo (18 days) 30 3.355* 68 6.0524 
Second tyrosine 

(6 g/day for 74 days) 4 33 


"Baseline to second tyrosine: t=2.131, p<. 01 (one-tailed t test, df=8). 
"Baseline to second tyrosine: t—5.889, p<.001 (one-tailed t test, df=8). 
“p<.01 (one-tailed t test, df=8). 

49<.001 (one-tailed t test, df=8). 


Ms. A’s depression improved markedly after 2 weeks of 
tyrosine therapy. She said she felt better than she had in 
years and showed striking improvement in mood, self-es- 
teem, sleep, energy level, anxiety, and somatic complaints. 
Her CGI went from ''moderately ill’? to “not ill at all.” 
Within 1 week of placebo substitution, her depressive symp- 
toms began to return, and by the end of the placebo period 
her depressive indices were slightly worse than pretreatment 
levels. 

When we reinstituted tyrosine therapy her depression was 
again completely alleviated. Hamilton and Zung ratings dur- 
ing the pretreatment, tyrosine, and placebo periods are pre- 
sented in table 1. No adverse effects were noted during ei- 
ther tyrosine or placebo therapy. 

Plasma tyrosine concentrations rose within 1 hour after we 
administered a single dose of L-tyrosine and were elevated 
throughout tyrosine ingestion. Plasma levels in samples 
drawn 2 hours after a tyrosine dose ranged between 26.8 and 
32.8 ng/ml, with a mean (+SEM) of 29.8—2.4. Plasma levels 
in samples drawn at similar times after placebo was taken 
were 14.2+0.8 ug/ml, p<.001. 


Discussion 


Oral tyrosine administration increased plasma tyro- 
sine levels in Ms. A, as it has in normal subjects with- 
out psychiatric disorders (6). In addition, symptoms of 
depression decreased dramatically during tyrosine ad- 
ministration and recurred when placebo was sub- 
stituted. We observed no unwanted effects with tyro- 
sine ingestion. 

There are a few reports that tyrosine metabolism 
may be abnormal in depressed patients. Kishimoto 
and Hama (7) have reported that plasma tyrosine lev- 
els were significantly lower in depressed patients than 
in controls and that plasma tyrosine levels rose when 
the patients recovered from depression. They made no 
attempt to alter blood levels by oral tyrosine adminis- 
tration or by dietary manipulations. Ms. A's plasma 
tyrosine levels at baseline and during placebo therapy 
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were normal, and these levels increased during tyro- 
sine ingestion to the same degree as the increases pre- 
viously observed in normal subjects. Disturbances 
have also been reported in the blood-brain-barrier 
transport of tyrosine and tryptophan in patients suf- 
fering from manic-depressive illness (8, 9). It is con- 
ceivable that Ms. A required higher than normal 
plasma tyrosine concentrations to achieve enough 
brain tyrosine to provide sufficient brain tyrosine lev- 
els for adequate catecholamine biosynthesis. 

Whether tyrosine therapy will be effective in alle- 
viating depression in significant numbers of patients 
remains to be seen, and if the therapy is effective, it is 
not certain whether there are clinical or biochemical 
criteria that may predict response. If tyrosine is dem- 
onstrated to be effective and if it actually has few un- 
wanted effects, it might become an attractive alterna- 
tive to the antidepressants currently available. We are 
also studying the use of tyrosine in the therapy of other 
disorders associated with deficiencies in cate- 
cholamine release in the same manner that Growdon 
and Wurtman (10) have studied the use of tryptophan 
to increase brain serotonin levels and of choline and 
lecithin to augment cerebral acetylcholine synthesis 
and release. 
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Dangerousness and the Right of a Psychotic Quadriplegic Patient to Refuse Treatment 


BY RAY PARY, M.D., AND DANIELLE TURNS, M.D. 


Clinicians face many complexities when deciding 
whether or not involuntary treatment is indicated for a 
psychotic individual with a severe physical handicap. 
The literature on this subject 1s scarce; we found only 
one report of a similar case (1). 


Case Keport 


Mr. A, a 32-year-old quadriplegic veteran, was admitted to 
the medical service of the Louisville Veterans Administra- 
tion Medical Center with bleeding decubitus ulcers and a uri- 
nary tract infection. While on the medical service, he was 
uncooperative and demanding; he appeared to be hallucinat- 
ing and expressed delusional beliefs. A psychiatric consul- 
tation was obtained and Mr. À was transferred to our psychi- 
atric unit. 
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Before he was admitted to the bospital, Mr. A lived with a 
caretaker and the caretaker's family. The caretaker reported 
that Mr. A's behavior started changing 2 weeks before he 
entered the hospital, and that Mr. A had told him that the 
Holy Ghost, Martin Luther King, and John Kennedy had 
spoken to him. 

Upon admission to the hospital, Mr. A's mental status ex- 
amination revealed auditory hallucinations, loose associa- 
tions, and ideas of reference. He claimed that messages 
about him were being broadcast over the -elevision and ra- 
dio, and he stated that God had personally informed him that 
he would walk in the future. His sensorium was clear, his 
orientation was complete, and his intellectual functioning 
was normal. He denied having suicidal thoughts and in- 
tentions but acknowledged smoking marijuana three times a 
week in recent months. Physical examination revealed con- 
siderable paralysis of his arms. He could not grasp objects, 
but he was able to use his upper extremities to operate an 
electric wheelchair. His legs were paralyzed, and he was to- 
tally dependent on others for bodily car2. His history and 
clinical picture were not compatible wKh a drug-induced 
psychosis. Our diagnosis of Mr. A was azute schizophrenic 
episode and drug dependence (cannabis sativa). 

Mr. A demanded to leave the hospital shortly after being 
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transferred to our psychiatric unit. Although his family and 
the caretaker claimed that because of his psychosis they 
could no longer assume proper care, they were reluctant to 
request a court order to impose continued hospitalization. In 
a subsequent staff conference, we concluded that we could 
not declare Mr. A to be dangerous to himself since he had no 
means of committing suicide and had not expressed any in- 
tention. 

Two days later Mr. 4 was readmitted voluntarily. This 
time Mr. A exhibited a clear psychosis: his associations were 
loose, he had visual and auditory hallucinations (seeing the 
Holy Ghost and hearing God and the devil), and he experi- 
enced thought broadcast and thought insertion. He denied 
having suicidal intentions, but the day before his hospital- 
ization his sister told us that he had told her about his in- 
tention to kill himself by sticking a pencil in his nose to pene- 
trate his brain and by refusing to eat. On the basis of his 
psychosis and his statements about wanting to commit sui- 
cide, his sister obtained a Mental Inquest Warrant, and Mr. 
A was involuntarily committed for 60 days of psychiatric 
treatment. 


Discussion 


According to Kentucky statute (2), a patient can be 
hospitalized against his will if all of the following cri- 
teria are met: the perscn must be mentally ill; the per- 
son must be dangerous to himself or others as the re- 
sult of his mental condition (this causality clause is not 
required by all states); the patient’s condition is likely 
to improve with appropriate treatment; and hospital- 
ization is the least restrictive alternative form of treat- 
ment. Further, in Kentucky a patient who has been 
involuntarily hospitalized and refuses medication can 
be medicated against his will only if, in the judgment of 
the physician, he is in “immediate danger’’ to himself 
or others. The State of Kentucky (2) defines a mentally 
ill person as one with a substantial impairment in the 
conduct of one's affairs or social relations as manifest- 
ed by defective self-control, poor judgment, and mal- 
adaptive behavior or recognizable emotional symp- 
toms. Dangerousness is defined (2) as the probability 
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of doing substantial physical harm to self or others or 
the inability to provide self or dependents with shelter, 
food, or clothing. 

We had sufficient evidence for Mr. A's mental ill- 
ness during his second hospitalization, but it was 
doubtful whether Mr. A's statements to his sister 
about killing himself would hold up in court as suf- 
ficient evidence for dangerousness to self. Mr. A's 
quadriplegia prevented him from violence; it was un- 
likely that he could kill himself by sticking a pencil 
through his nose until his brain was penetrated, and his 
refusal to eat for 2 days did not constitute an immedi- 
ate danger to himself. However, the caretaker could 
no longer provide him with adequate care because of 
his negativism and delusional beliefs, and thus hospi- 
talization was necessary. If left alone, Mr. A would 
die, not because he was psychotic but because he was 
quadriplegic. One could argue that the failure of his 
support system, and not his psychosis, was endanger- 
ing his life. 

Dangerousness is especially difficult to determine in 
psychotic individuals with severe physical handicaps. 
It is questionable whether quadriplegics can kill them- 
selves or be dangerous to others. The behavioral prob- 
lems induced by a psychosis interfere with the care of 
the quadriplegics’ personal needs, which endangers 
their survival, but their dependency on others stems 
from their physical condition. If bereft of their support 
systems, all quadriplegics could be considered as ca- 
pable of dangerous behavior toward themselves, be- 
cause they are incapable of self-care. Our case report 
exemplifies the interweaving of individual behavior 
and society's reaction to that behavior. 
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Effect of Electroconvulsive Therapy on Serum Isoenzymes 


BY ERNEST R. BRAASCH, M.D., AND DAVID RAY DEMASO, M.D. 


This paper reports a study of the effect of ECT on 
serum isoenzymes. The isoenzymes of creatine phos- 
phokinase (CPK) and lactate dehydrogenase (LDH) 
have become useful in confirming the diagnosis of 
acute myocardial infarction (1, 2). Because cardiac 
complications have frequently been implicated in the 
morbidity and mortality from ECT, it is important to 
investigate the patterns of enzyme change following 
this procedure. 

CPK is found in appreciable quantities only in skele- 
tal muscle, myocardium, brain, and the gastrointesti- 
nal tract (2). Elevations have occurred after skeletal 
muscle damage, pulmonary thromboembolism, cere- 
bral vascular disease, pancreatitis, hypothyroidism, 
shock, convulsive disorders, alcoholism, cardiover- 
sion, and ECT (2, 3). Elevations of CPK also occur 
with myocardial infarction. CPK-MB, an isoenzyme 
of CPK, is specific for cardiac muscle damage and thus 
increases diagnostic accuracy (2). 

LDH is found in virtually all human tissues; skeletal 
muscle, myocardium, liver, kidney, and erythrocytes 
contain the largest amounts. There are five LDH 
isoenzymes; increases in the serum concentrations of 
LDH-1 and LDH-2 are fairly specific for myocardial 
infarction (4). 

Jsoenzymes of CPK and LDH were measured fol- 
lowing direct current cardioversion and no elevations 
consistent with ischemic damage were found (1, 4). To 
our knowledge no similar studies have been under- 
taken following ECT. 


Method 


We studied 12 male inpatients from the Veterans 
Administration hospital affiliated with the Duke Uni- 
versity Medical Center. These men, all of whom were 
managed independently from the researchers, were 
diagnosed as having psychotic depression, in- 
voluticnal depression, manic-depressive illness, or 
schizophrenia. Their mean age was 53.7 years (range, 
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22-73 years). Patients with medical illness, especially 
cardiac disease, were not eliminated from our study 
because we were interested in the ECT results for all 
patients who would normally be receiving ECT (5). 
The electrocardiograms of 3 patients recorded before 
treatment showed changes consistent with past myo- 
cardial damage. 

We obtained informed consent for the study after we 
explained the procedure thoroughly. 

ECT was administered by a standard technique de- 
scribed elsewhere (5). We obtained blood samples 2° 
hours before the first treatment and 6, 24, 48, 72, and 
96 hours after that treatment. A second shock treat- 
ment was given 2 hours after the 48-hour blood sample 
was obtained. We measured serum CFK by the Ro- 
salki method (6), serum LDH by the Henry method 
(7), CPK isoenzymes by the Roe methoc (8), and LDH 
isoenzymes by the Nerenberg method <9). Use of an 
MECTA ECT device permitted us to coatinually mon- 
itor an ECG during the procedure. ECGs were done 
before the first treatment and 24 and 72 F.curs after that 
treatment. 


Results 


Following ECT all patients showed elevations of 
their total CPK concentrations. The highest elevations 
were obtained 6 hours after the first :xreatment. No 
CPK-MB was detected in any of the patients. The total 
CPK concentrations consisted of another CPK isoen- 
zyme, CPK-MM, which is derived mainly from skele- 
tal muscle (2). Total LDH levels were also elevated 
when compared to pre-ECT concentrations. The LDH 
isoenzymes showed no LDH-1 or LDH-2 patterns 
consistent with cardiac tissue damage. 

The ECG results showed no significant changes 
when before and after studies were compared. Contin- 
uous rhythm-strip monitoring during tne procedure 
demonstrated sinus tachycardia and cocczsional pre- 
mature ventricular contractions. We noted no S-T seg- 
ment changes. 


Discussion 


Our results, like previously reported findings (3), 
show that ECT may elevate total CPK. There was no 
evidence of the presence of the isoenzyme CPK-MB 
after ECT, and LDH isoenzyme changes compatible 
with myocardial damage were not demonstrated. Pre- 
vious ECG studies during ECT have revealed changes 
indicative of myocardial ischemia, evidenced by S-T 
segment depression (10), but we found no such ECG 
changes; sinus tachycardia and premature ventricular 
contractions were comparable to the previous studies 
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(10). Our findings suggest that ECT does not appear to 
be involved in cardiac tissue damage and, therefore, 
should not decrease the specificity of these serum 
isoenzymes in determining the presence of myocardial 
infarction. 
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BY ROMAN PABIS, PH.D., MASOOD A. MIRZA, M.D., AND SEYMOUR TOZMAN, M.D. 


Although transsexual surgery has received consid- 
erable attention, autocastration remains a rarity (1, 2). 
Self-castration is usually performed in a state of psy- 
chotic confusion, except for those few men throughout 
history who castrated themselves for religious reasons 
(2, 3). Our case report describes a man with minimal 
psychotic confusion, although elements of psychotic 
depression were evident, who committed autocastra- 
tion in a premeditated and carefully thought out man- 
ner, possibly as a substitute for suicide. 


Case Report 


Mr. A, a 29-year-old man, was admitted to our hospital 
emergency room after excising his scrotum and testes with a 
kitchen knife. He committed autocastration while immersed 
in the ocean because, he alleged, the ocean ‘‘was cool and 
would act as an anesthetic." He then returned home and 
handed his testicles to his mother. Apparently, he felt that at 
his birth ‘‘she had half died," and he intended to give back to 
her the life she had given him at birth. His mother flushed the 
testicles down the toilet and promptly called an ambulance. 
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Mr. A's act was noi impulsive; he had previously consulted a 
surgeon about an orchidectomy, but the surgeon refused to 
perform the operation. 

While in the hospital and receiving psychiatric treatment, 
Mr. A's anxiety and depression diminished and many of his 
delusions vanished. He exhibited no regrets about his drastic 
act and seemed, in fact, relieved. He was particularly happy 
about losing some of his facial hair because the hairs ‘‘multi- 
ply and germinate and are dirty." In the following months 
his facial hair grew back (with compensating adrenal testos- 
terone production), and he again exhibited accelerating agi- 
tation, although he responded well to psychiatric support. 
Mr. A is now considering a testicular prosthesis but has no 
interest in a transsexual procedure. 

During his childhood Mr. A exhibited behavioral problems 
severe enough for him to spend 10 years in a class for emo- 
tionally disturbed children. Despite emotional difficulties he 
finished high school satisfactorily. At age 17 he withdrew 
from social activities and at his parents' prodding, he con- 
sulted a psychiatrist who felt that Mr. A was suffering from 
psychotic depression. At this time Mr. A also reported a fre- 
quent visual percept that things were ‘‘getting smaller and 
farther away” (micropsia and teleopia), and he had a long- 
standing delusion that masturbating was ‘‘draining my brain 
of nuclear material." Masturbation aggravated his guilt and 
shame and, consequently, his anxiety. During this time he 
sought prostitutes and demanded humiliating, sado-maso- 
chistic acts. He also engaged in homosexual prostitution, as- 
suming a passive, masochistic role. He always insisted, 
however, that he was heterosexual and that his homosexual 
acts were committed only for money. 

His sexual activities compounded his feelings of guilt, 
anxiety, and depression until suicide seemed the only solu- 


Am J Psychiatry 137:5, May 1980 


tion. He chose autocastration instead, an act which was less 
final than suicide but would destroy the object of his guilt— 
his genitals, specifically his testicles, which represented his 
germinative capacity, his progeny, and his future self. 


Discussion 


We think Mr. A’s autocastration was either a sub- 
stitute for suicide or a focal suicide as described by 
Menninger (4) rather than the result of transsexual sex 
misidentification or dissatisfaction with his masculini- 
ty. Mr. A was driven to commit his act while under a 
sustained and mounting sexual tension, which he 
could not understand. In fact, he developed an elabo- 
rate delusional system to explain his unusual state of 
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tension. His sharp decrease in sexual drive and anx- 
iety after autocastration suggests the possibility that 
the male hormone testosterone might be related to de- 
velopment of such tension. 
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Physostigmine Test in the Rabbit Syndrome and Tardive Dyskinesia 


BY KENNETH J. WEISS, M.D., DOMENIC A. CIRAULO, M.D., AND RICHARD I. SHADER, M.D. 


Although several authors (1, 2) have made progress 
toward a neuropharmacologic dissection of tardive 
dyskinesia, its physiology and treatment remain fron- 
tier areas in psychiatry. Because the syndrome can 
coexist or alternate with drug-induced parkinsonism or 
an oral dyskinesia called the rabbit syndrome (3-8), a 
differential diagnosis is necessary. The ''balance hy- 
pothesis," which asserts that counterbalancing neu- 
ronal systems in the basal ganglia determine the clini- 
cal expression of movement disorders— dopaminergic 
dominance (e.g., supersensitivity), or cholinergic 
hypofunction produces tardive dyskinesia and choli- 
nergic dominance or dopaminergic hypofunction (e.g., 
neuroleptic effect) produces parkinsonism (1, 2). 

The following case reports describe two patients 
with tardive dyskinesia and rabbit syndrome. We dis- 
cuss our use of physostigmine to differentiate oral dys- 
kinesias, and the difficulty we encountered in titrating 
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the cholinergic/dopaminergic balance in cases of com- 
bined movement disorders. 


Case Reports 


Case 1. Ms. A, a 62-year-old woman ‘with a paranoid psy- 
chosis, developed a rhythmic jaw tremor 18 months after be- 
ginning neuroleptic therapy. Her drug history consisted of 
several neuroleptic and antiparkinson drugs. Ms. A's aka- 
thisia, which was unresponsive to biperiden, abated with 7.5 
mg of clorazepate b.i.d. While Ms. A was -aking 100 mg 
b.i.d. of mesoridazine and cloraze»ate, her jaw movement 
was 60 cycles/minute, with an audible opening and shutting 
of the mouth; we saw no tongue or extremity involvement. 
Her movement worsened with finger exercises, but it was 
absent during sleep. We administered “ mg of tri- 


.hexyphenidyl b.i.d. without benefit. A few weeks later we 


diagnosed athetoid movements of the hands and feet as tar- 
dive dyskinesia, and we discontinued giving Ms. A meso- 
ridazine, which caused a return of psychotic signs. Her com- 
plex movement disorder did not respond to 30 mg b.i.d. of 
clorazepate, 100 mg b.i.d. of amantadine, or 100 mg b.i.d. of 
deanol. We performed an intravenous physostigmine test (1 
mg and then 1 mg 5 minutes later) to help detzrmine whether 
the jaw movement was part of the tardive {dyskinesia or a 
parkinson-related disorder. Ms. A's jaw movements were 
exacerbated and her athetoid movements were replaced by 


rhythmic tremors of her extremities. Atropine stopped this 


transient effect, including nausea. We added 2 mg b.i.d. of 
benztropine to 100 mg b.i.d. of mesoridazine, and within 2 
weeks it produced substantial improvement iz the jaw move- 
ments. The tardive dyskinesia symptoms did not worsen. 


Case 2. Ms. B, a 68-year-old schizoaffective woman, de- 
veloped buccolingual-masticatory movements after at least 
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10 years of combined neuroleptic/antiparkinson drug thera- 
py. She had also received 42 electroconvulsive treatments. 
Stability was obtained with 200 mg of thioridazine in addition 
to lithium carbonate at a serum level of 1.0-1.1 mEq/liter. 
The neuroleptic was stopped after a tardive dyskinesia was 
diagnosed. Ms. B took only lithium for 1 year and the tardive 
dyskinesia was not as severe, but her psychosis returned. 
Within 24 hours after taking 25 mg t.i.d. of thioridazine, Ms. 
B had severe movements of the jaw and tongue. Her jaw 
movements were rabbit-like (60-90 cycles/minute) and were 
accompanied by rhythmic tongue protrusions and mild cog- 
wheeling and bradykinesia of her extremities. We studied 
five pharmacologic conditions in Ms. B: 2 mg of benztropine 
i.m. given twice lessened her rigidity but did not change her 
jaw movements; 5 mg of haloperidol p.o. produced severe 
rigidity and a worsening of her rhythmic jaw and tongue 
movements (after a 2-week washout period, the movements 
returned to their pre-haloperidol level); 1 mg of physostig- 
mine caused an increase in her rabbit movements and ob- 
scured the slower tardive dyskinesia movements; and 2 mg 
t.1.d. of oral benztropine produced great improvement in her 
rebbit movements within 7 days, but her choreiform lingual 
movements returned at a mild level. After 6 weeks of benz- 
tropine therapy, the drug was discontinued to assess further 
need; her rabbit movements returned in 4 days. We gave Ms. 
B 1 mg of benztropine i.v. without effect. Oral amantadine 
was effective at 100 mg t.i.d., but it exacerbated Ms. B's 
psychosis. We reinstituted 2 mg t.i.d. of benztropine, which 
was effective. Ms. B will probably require further neurolep- 
tic therapy, thus making it troublesome to balance the ad- 
verse effects of one drug against another. 


Discussion 


These two cases illustrate the reciprocal relationship 
between tardive dyskinesia and parkinsonism or the 
rzbbit syndrome. When the use of neuroleptics and 
antiparkinson drugs is unavoidable, there must be a 
titration of drug effects in order to attain the goals of 
doing least harm to the patient and providing the most 
comfort. Our two patients were at risk for abnormal 
movements by being more than 60 years old and they 
had substantial exposure to neuroleptics and antiparkin- 
son drugs. Complicating the clinical picture was the 
presence of their rhythmic oral dyskinesia, which had 
features in common with both tardive dyskinesia and 
parkinsonism. Although the tremor our patients exhib- 
ited was slower than those noted in the original report- 
ed cases (3, 4), we think it most closely resembles the 
rabbit syndrome. Our conclusion is supported by sub- 
sequent pharmacologic responses in our two patients, 
and indicates that the rabbit syndrome is in the spec- 
trum of parkinsonian disorders (5). 

The cholinergic and anticholinergic influences on 
tardive dyskinesia and parkinsonism have been docu- 
mented (8). Characteristically, tardive dyskinesia im- 
proves with physostigmine and worsens with benztro- 
pine, and the reverse is true for parkinsonism. Áppar- 
ently, there have been no other reports of using 
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physostigmine to differentiate tardive dyskinesia from 
the rabbit syndrome. This technique is important be- 


cause it demonstrates the hypercholinergic basis of 


certain movement disorders and implications for treat- 
ment. Physostigmine caused the rabbit movements to 
be accentuated and the athetoid dyskinetic movements 
to recede. Anticholinergic agents, such as benztro- 
pine, are therapeutically useful but of limited diagnos- 
tic value because of their slow onset of action (5). Phy- 
sostigmine seems to be a more useful diagnostic tool 
than a neuroleptic test dose because of its transiency 
and ease of termination with atropine. We suggest, 
therefore, that the rabbit syndrome is an example of a 
hypercholinergic hyperkinetic state and thus requires 
a different management approach than those normally 
used to manage tardive dyskinesia. | 
The literature documents the existence of hyper- 
cholinergic dyskinesias. Gerlach and associates (2) re- 
ported that although most patients with oral tardive 
dyskinesia responded to drugs as predicted by the bal- 
ance hypothesis, two patients in their study showed 
unusual reactions: one had semi-purposeful move- 
ments after physostigmine and the other showed an 
amelioration of tardive dyskinesia with scopolamine. 
The authors claim that these two cases indicate the ex- 
istence of a hypercholinergic hyperkinetic state. It 
has been suggested that this state is a precursor of the 
hyperkinetic symptoms of tardive dyskinesia (9), 
which would make early recognition clinically impor- 
tant. It may be that the rabbit syndrome is the result of 
a chronic cholinergic blockade that gives rise to a de- 


. nervation-type supersensitivity analogous to the do- 


paminergic supersensitivity of tardive dyskinesia (10). 
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Clonidine Therapy for Coexisting Psychosis and Tardive Dyskinesia 


BY ROBERT FREEDMAN, M.D., JON BELL, M.D., AND DARRELL KIRCH, M.D. 


Although neuroleptic drugs are uniquely effective 
in psychosis, the occurrence of tardive dyskinesia 
can limit their usefulness. Early detection allows ame- 
lioration or even reversal of tardive dyskinesia through 
discontinuation of the neuroleptics. Because many af- 
fected patients are actively psychotic, clinicians face a 
dilemma: neuroleptic treatment will exacerbate the 
tardive dyskinesia, but drug withdrawal may increase 
psychosis. The clinical finding that tardive dyskinesia 
is reported with virtually all neuroleptic drugs corre- 
lates with the pharmacologic finding that all neurolep- 
tics are dopamine antagonists. Indeed, antipsychotic 
compounds are selected for dopaminergic antagonism 
similar to the parent neuroleptic, chlorpromazine. Cli- 
nicians need antipsychotic compounds that are not do- 
paminergic antagonists to treat psychosis coexisting 
with tardive dyskinesia. 

Basic research suggests that neuroleptics are not on- 
ly dopaminergic antagonists but are also as potent as 
noradrenergic antagonists in the brain (1). Neurolep- 
tics such as haloperidol are considered poor antago- 
nists of norepinephrine in the peripheral sympathetic 
nervous system but are potent blockers of intrinsic 
brain noradrenergic circuitry. This suggests that anti- 
psychotic effects cannot be unambiguously assigned to 
antidopaminergic properties. It is possible that anti- 
noradrenergic effects might be sufficient or even nec- 
essary to produce antipsychotic effects. It is inter- 
esting to consider whether antinoradrenergic com- 
pounds without antidopaminergic actions would have 
antipsychotic activity. 

Two such compounds, clonidine and propranolol, 
have been tested with mixed results (2-4). However, 
many studies have evaluated these drugs in patients 
who respond poorly to neuroleptics. Such patients 
would not be expected to respond, since neuroleptics 
themselves are good noradrenergic antagonists. Pro- 
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viding antipsychotic medication that hzs no anti- 
dopaminergic action to treat coexisting psychosis and 
tardive dyskinesia was our clinical rationale for eval- 
uating clonidine or propranolol in patients who re- 
spond well to neuroleptics. 

We informed two such patients of the nature of our 
study and both consented to participate. Each patient 
received a trial of neuroleptic, followed »y a single- 
blind trial of clonidine and placebo. Investigators’ and 
staff's observations were used to construct ratings on 
the New Haven Schizophrenia Index (5), the Manic- 
State Rating Scale (6), the Hamilton Depression Rat- 
ing Scale (7), and a tardive dyskinesia scale (8) (see 
table 1). 


Case Reports 


Case I. Mr. A, 26-year-old man with schizophrenia, had 
been treated with neuroleptics for 8 years. He was read- 
mitted with auditory hallucinations, suspicinusness, loose 
and bizarre associations, and suicidal feelings. Mr. A, who 
fulfilled Research Diagnostic Criteria for schizophrenia, had 
involuntary facial and buccal grimaces, writh ng tongue, and 
truncal dyskinesias. He responded to a week's trial of tri- 
fluoperazine, 20 mg day and then relapsed on placebo (see 
table 1). We then started Mr. A on clonidine. After 1 week, 
when his daily dosage had reached 0.7 mg, his hallucinations 
disappeared and his loose and bizarre thinking. as well as his 
suicidal ideation, diminished. His mean blood pressure fell 
from 131/82 to 110/73. After further treatment with continued 
good results, we returned Mr. A to placebo. Within 1 week 
his bizarre thinking increased. We then rest med clonidine 
therapy, 0.4 mg/day. Mr. A improved dramz-ically and his 
dyskinesia also improved; his symptoms ccnsisted only of 
rare facial grimaces. 


Case 2. Ms. B, a 44-year-old woman, had ar 8-year history 
of manic-depressive illness. She had been treated with lith- 
ium and thioridazine or haloperidol continually for 2 years, 
but we discontinued medication because of her tardive dys- 
kinesia. Ms. B had buccal-masticatory movements and gait 
disorder. She exhibited suspiciousness, auditory hallucina- 
tions of two voices that commenied on her behavior and 
made sexual references, agitation, irritabilitv, and delusions 
of control. She required seclusion shortly acter admission. 
Ms. B fulfilled Research Diagnostic Criteria for schizo- 
affective disorder. Her agitation and irritability abated con- 
siderably after 800 mg/day of thioridazine far 1 week. How- 
ever, she continued to be delusional and to hear voices. Her 
irritability and suspiciousness increased mzrkedly on pla- 
cebo. We switched Ms. B to clonidine, 0.3 mg/day, which 
she took sporadically for 1 week. She then took the drug 
regularly for another week. Her irritability diminished and . 
her affect brightened. She became less suspicious and delu- 
sional, and the voices she heard began to say that she would 
survive. Her mean blood pressure fell from 110/70 to 93/65; 
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TABLE 1 
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Clinical Course of Patients with Coexisting Psychosis and Tardive Dyskinesia 





Hospital Days Medication 
Mr. A 
1-5 None 
6-10 Trifluoperazine (20 mg) 
11-15 Placebo 
16-30 Clonidine (0.7 mg) 
31-39 Placebo 
40-50 Clonidine (0.4 mg) 
Ms. B l 
1-2 None 
3-7 Thioridazine (800 mg) 
8-9 Placebo 
10-22 Clonidine (0.3 mg) 
23-25 Placebo 
26-33 Chlorpromazine (800 mg) 


Ratings on Final Treatment Day 


Schizophrenia? ^ Depression? Mania‘ Dyskinesia? 
18 11 — 14 
8 9 — 5 
17 10 — 14 
5 6 — : 10 
10 8 — 4 
3 2 — 4 
13 31 63 26 
5 20 34 12. 
11 24 51 26 
6 10 27 18 
16 17 60 16 
8 14 47 10 


aAccording to the New Haven Schizophrenia Index (5); range=0-63, with ratings over 10=active psychosis. 
"According to the Hamilton Depression Scale (7); range=0-74, with ratings over 20=significant depression. 
‘According to the Manic-State Rating Scale (6); range=0-130, with ratings over 20=active mania. 

tA ccording to the Smith Tardive Dyskinesia Scale (8); range=0-52, with ratings over 6=significant dyskinesia. 


we occasionally obtained readings of 90/60. Although Ms. 
B’s symptoms persisted, we decided not to increase the 
clonidine dosage because of her blood pressure. When we 
returned Ms. B to placebo all of her psychotic symptoms 
worsened and she again required seclusion. We administered 
chlorpromazine, 800 mg/day for 1 week, and her improve- 
ment was similar to that noted with thioridazine. Before 
chlorpromazine therapy, her gait had improved and her buc- 
cal-masticatory dyskinesia had become less prominent. 


Discussion 


The improvement of both patients with clonidine 
therapy resembled their improvment with neuroleptic 
drugs. Clonidine caused significant resolution of symp- 
toms in Mr. A, who had schizophrenia, and produced 
marked improvement in Ms. B, who had an affective 
disorder. Ms. B's improvement resembled that ob- 
served with the doses of chlorpromazine or thiorida- 
zine in the therapeutic range. Can we ascribe these 
therapeutic effects to clonidine's antipsychotic ac- 
tions, or were there sedative or anxiolytic effects? Nei- 
ther patient was sedated by clonidine. Propranolol has 
been characterized as anxiolytic (9), but neuroleptics 
also have anxiolytic properties; thus anxiolytic actions 
do not preclude antipsychotic actions. Effects on psy- 
chotic symptoms of the magnitude observed would not 
be expected with classical antianxiety agents. We an- 
ticipated that two potential problems, depression and 
hypotension, might attend clonidine therapy. Neither 
patient became depressed; both actually experienced 
brightening of affect. However, Ms. B's hypotension 
caused us to limit the clonidine dosage, perhaps pre- 
venting a full response at higher levels. Although a 


brief trial of clonidine might not produce improvement 
in dyskinesia in all cases, the results reported here 
reaffirm the value of discontinuing neuroleptic drugs. 

More testing of clonidine as an antipsychotic drag i: 
required. We are in the process of conducting double- 
blind evaluations. Clonidine has disadvantages com- 
pared with the neuroleptics, particularly its effects or 
blood pressure. However, it may be a better choice 
than either neuroleptics or no drug therapy. 
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Social Attitudes Toward Patients with Anorexia Nervosa 


BY C.H. HARDIN BRANCH, M.D., AND LINDA J. EURMAN 


A patient’s motivation for seeking therapy is a prob- 
lem in many illnesses, but usually the patient experi- 
ences enough discomfort or social disapproval to make 
improvement desirable. However, there are ex- 
ceptions. When a patient’s compensation is suffi- 
ciently great, in the form of money or other secondary 
gain, the therapist’s task is a difficult one. In anorexia 
nervosa and the various conditions subsumed under 
this diagnosis, one would expect the patient to seek 
relief at any cost in order to be rid of the dramatic ema- 
ciation, the resulting physiologic changes, such as 
amenorrhea, and the peculiar eating habits, which 
complicate social relationships. 

At our student health service, however, we noticed 
that students with symptoms of anorexia nervosa who 
came in frequently were pressured into making ap- 
pointments by their families and friends; they did not 
come because they felt ‘‘sick’’ or had a desire to *'get 
well." One student said she made appointments be- 
cause her family insisted. She recalled with consid- 
erable satisfaction the unsuccessful attempts of pre- 
vious therapists to treat her illness and said that ‘‘one 
of the best afternoons in my life” was during a particu- 
larly stormy family-therapy session when she kicked 
her father in the groin and bit him. She claimed that 
she felt fine and thought she looked stylish and attrac- 
tive and that her lover had no complaints about her 
emaciation. 

Society applauds thinness, especially in the fashion 
and ballet worlds (1). In addition, Casper and associ- 
ates (2) reported that anorectic patients can identify 
emaciation in other people but not in themselves, and 
they concluded that the degree of body image distur- 
bance was related to the seriousness of the patient’s 
illness. Pauline S. Powers, in a personal communica- 
tion to us, described a very emaciated person with 
anorexia nervosa who enjoyed posing for a life sculp- 
ture class. 

These factors make it difficult for the therapist to 
treat the anorectic patient. We decided, therefore, that 
ascertaining the attitudes of friends and family mem- 
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bers toward the patient's appearance and behavior 
might help us treat these patients more effectively. 


Findings 


We developed a brief questionnaire with a cover let- 
ter explaining our project. We asked our patients with 
anorexia nervosa to give the quéstionnaires to their 
friends and/or relatives; the respondents returned the 
questionnaires directly to us. The patients and re- 
spondents were promised anonymity, and we cannot, 
therefore, publish the number of patients represented 
in this study. 

Five men and 7 women returned completed ques- 
tionnaires. Of the 12 respondents, 6 were 19-22 years 
old; 1 was 56 years old. Some of the male respondents 
were boyfriends of the patients and were probably sex- 
ually intimate with the patient. All respondents ex- 
pressed concern about the patients and wanted to help 
them. 

We found that the anorectic patient meets with more 
approval than disapproval from family and friends. In 
fact, the respondents tended to admire the patient's 
appearance. The patient was described by 7 respond- 
ents as ‘‘slender,’’ 10 respondents as "reat," and all 
respondents as ‘‘well-groomed’’ and ‘‘fashionable.”’ . 
The words "skinny," ''emaciated," ''haggard," and 
‘‘normal’’ were each cited once. 

The respondents were keenly aware of the patient’s 
peculiar eating and exercise habits, inclading gorging 
and vomiting. Some respondents were embarrassed by 
the patient's eating habits or found them unpleasant, 
but they were astonishingly tolerant. 

Ten respondents realized that their concern plezsed 
the patient. All respondents felt concerned, 11 were 
worried, and 9 felt protective; approximately 75% of 
the respondents were angry and frustrated because the 
patient evaded or defeated their efforts to help. 

Six respondents envied the self-control and dis- 
cipline that the patient exerted in restricting his or her 
food intake. One respondent said, ‘‘She is victorious.” 

Several patients admitted to their therapists that 
they used their condition, or were encc-iraged to use 
it, to gain tangible rewards. One recovered patient told 
us she used the threat of a recurrence to keep a de- 
manding mother-in-law ''in line." Another patient, 
who later became obese, was told by her father while 
they were in Europe that if she remained slender, he 
would take her to Europe again ra:her than her 
mother; he felt her mother was ''putting on a little 
weight.” One patient was able to obtain almost con- 
stant attention from her father; this inzluded several 
trips to Europe and the Orient. 
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Discussion 


We have observed that recovered patients some- 
times regret losing their slender selves and their sense 
of control inherent in the illness, although they may 
like the maturity and better adjustment they have 
achieved. One patient who recovered expressed her 
feeling this way (personal communication from J.D. 
Leviton Sibelman): 


Gone 


And rising in my numb sheath 

my swaddling 

pale softening 

swaying to the kitchen on hissing slippers 
and boiling tea 

to fill the kitchen with scent 

I feel an ache J cannot touch 

half feel her moving in tattered dream shreds 
or no, a ghost receding 

pale as bone 

and gone. 

I touch melancholy tears 
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half begin to know 

it is to her I lift sharp incense 
this for an instant 

clear as rung crystal 

then gone. 


Many pressures on the anorectic patient make thera- 
py difficult. By concentrating on the patient's weight 
gain alone, the therapist is not likely to be effective if 
there are constant reinforcements from family and 
friends indicating that the patient is attractive, socially 
accepted and even admired. These factors must be 
recognized and dealt with if therapy is to be success- 
ful. 
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A Personal Response to **Superkids" 


Sır: Carol Kauffman, M.A., Henry Grunebaum, M.D., 
Bertram Cohler, Ph.D., and Enid Gamer, Ph.D., are to be 
commended for their contribution, “‘Superkids: Competent 
Children of Psychotic Mothers” (November 1979 issue) and 
for citing one of Dr. Karlsson's papers (1). Using the unique 
Icelandic data, Karlsson postulated a single partly dominant 
schizophrenic gene Ss and the relatively rare homozygote ss 
that may occur when both parents are schizophrenic (2). Re- 
garding the relationship between schizophrenia and creativ- 
ity (2, 3), Karlsson summarized: ''It is suggested that man- 
kind's cultural advance is in fact dependent on the schizo- 
phrenia gene and that there is need to recognize and nurture 
the contribution that schizophrenics and their relatives make 
to society. The positive effect of the schizophrenic gene is 
postulated to be responsible for its high frequency in all hu- 
man populations.” 

To illustrate the personal significance which these studies 
have for schizophrenics and their families, I take the liberty 
to present the following material. While making no claim to 
genius I am, and always will be, schizophrenic; however, I 
must point out that I do not consider myself inferior to my 
normophrenic peers. Jt may eventually become possible for 
schizophrenics and their families to accept their genetic vari- 
ance much in the way that alcoholics must come to recognize 
the less well documented but reasonably certain genetic and 
biologic precursors of alcoholism. In my own case, diagnosis 
was certain from documentation of a flagrant schizophrenic 
illness at age 14. My younger sister has suffered intermittent 
severe schizophrenic illnesses with prolonged hospital- 
izations from age 16 to present. My father has had rather 
obvious schizophrenic tendencies (grandiose paranoid) since 


his mid-twenties and my mother manifested complex and in- | 


scrutable (schizophrenic) emotional and ideational conflicts 
while she fully supported and reared her four children, only 
to become overtly paranoid in later years. An older sister is 
successful in life as are her children, and a younger brother 
has made outstanding contributions in his field. 

Although genetic studies are not entirely sufficient to ex- 
plain the emergence of an overt schizophrenic illness from 
the Ss genotype or the course, prognosis, or eventual outcome 
of the illness, it would appear that the genetic contribution 
underlies all that follows. I hope the authors of ‘‘Superkids”’ 
and other workers will continue to increase our understand- 
ing of the inheritance of schizophrenia and its relationship to 
_ giftedness. The implications of such studies are far more im- 


portant than has been generally accepted and may eventually 
contribute to greater acceptance of and respect for schizo- 
phrenics by their normophrenic peers. 
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AN ANONYMOUS Ps YCHIATRIST 


Baclofen and Tardive Dyskinesia 


Sir: In ‘‘Treatment-Resistant Tardive Dyskinesia: A New 
Therapeutic Approach” (September 1979 issue) Jay Am- 
sterdam, M.D., and Joe Mendels, M.D., described a patient 
with tardive dyskinesia who did not respond to treatment 
with deanol, but improved when baclofen was added. The 
authors interpreted this as a therapeutic res»onse to the 
combination of deanol and baclofen. However, we feel that 
an equally plausible explanation is that the patent responded 
to baclofen alone. The authors could easilv test this hypothe- 
sis by discontinuing the deanol while maintairing the patient 
on baclofen and observing whether this results in any clinical 
change. 

As Drs. Amsterdam and Mendels pointed eut, studies in- 
vestigating the effectiveness of baclofen alone in treating tar- 
dive dyskinesia have shown equivocal results when analyzed 
by group data (1-3). However, many indivicual patients in 
these studies clearly show a dramatic improv:ment with ba- 
clofen (1, 2). We wish to report another suca patient, who 
continued to improve even after baclofen ha3 been discon- 
tinued. 

Mr. A, a 59-year-old man, has kad recurrent manic epi- 
sodes over the past 7 years. He has been treated with lithium 
carbonate, 300 mg q.i.d., continuously over the past 5 years. 
He was also treated with varying doses of Faloperidol and 
benztropine mesylate for 4 years. Both haloperidol and benz- 
tropine mesylate were discontinued in April 1978. At that 
time Mr. A began taking thioridazine, 200 mg h.s. In March 
1979 he showed oral-lingual symptoms of tardive dyskinesia 
with an Abnormal Involuntary Movement Scale (AIMS) 
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score of 4, and thioridazine was discontinued. By June 1979 
his symptoms had increased markedly (AIMS score of 14) 
and baclofen was begun in gradually increasing dosages. Af- 
ter 4 weeks on baclofen (maximal dosage 20 mg t.i.d.), Mr. 
A's AIMS score had decreased to 10. Mr. A was then unable 
to obtain the medication from his pharmacist for 2 weeks, 
' and his AIMS score increased to 15. He was restarted on 
baclofen 30 mg t.i.d. We increased the dosage over 3 weeks 
to 40 mg t.i.d., at which point Mr. A's AIMS score was re- 
duced to 5. Mr. A complained of intermittent dizziness, so 
we reduced the baclofen to 20 mg t.i.d. Within one week his 
AIMS score diminished to 0. We then discontinued baclofen 
because of Mr. A’s persistent dizziness. He has remained off 
baclofen for 4 weeks, is without dizziness, and has con- 
tinued to have an AIMS score of 0. 
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ROBERT FEDER, M.D. 
DANIEL C. Moore, M.D. 
New Haven, Conn. 


Drs. Amsterdam and Mendels Reply 


Sir: We agree with Drs. Feder and Moore that our patient 
with tardive dyskinesia may have responded to baclofen 
alone. We suggested substituting a placebo for the deanol in 
a single-blind fashion, but our patient declined because she 
feared her symptoms might reappear. Subsequently we 
treated a patient with severe, long-standing tardive dyski- 
nesia (characterized by choreiform movements in the ex- 
tremities and trunk, as well as buccal movements and 
blepharospasm) with the same drug regimen as our first pa- 
tient. The second patient failed to respond to either deanol 
(2 g/day), or the combination of deanol and baclofen. 

Drs. Feder and Moore stated that Mr. A’s movement dis- 
order responded to baclofen alone, and that Mr. A remained 
in remission after the GABA-ergic agent was withdrawn. 
One possible explanation for this may be that Mr. A’s tar- 
dive dyskinesia was of short duration (5 months) and was 
still reversible. Our original patient who had tardive dyski- 
nesia for more than 3 vears recently discontinued both bac- 


lofen and deanol (after 9 months of treatment) and has been ` 


free of all abnormal movements for longer than 4 weeks. We 
will continue to follow her progress. 


JAY D. AMSTERDAM, M.D. 
JOE MENDELS, M.D. 
Philadelphia, Pa. 


The Burden of Documentation 


SIR: In “The Purpose and Content of Psychiatric Records 
in Accreditation Procedures," a memorandum distributed to 
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hospitals applying for accreditation, Myrene McAninch, 
Ph.D., Director, Accreditation Council for Psychiatric Facil- 
ities, and Richard D. Weedman, M.S.W., Deputy Director, 
wrote, 


It is a sad commentary that professional clinicians 
failed to institute a system of accountability and evalua- 
tion of the effectiveness of services provided apart from 
outside external controls. As a result, a number of ear- 
lier studies have failed to indicate treatment as a prefer- 
ence to non-treatment. . . . Professionals apparently did 
not learn from these incidents preferring to state that, 
"they know treatment had an impact” and that ''rec- 
ord-keeping took time away from treatment of the pa- 
tient." That luxury has now been lost to the profession- 
al, and accountability and documentation are the new 
games in town. 


Such chastisement seems to stem from the issue of third- 
party reimbursement and professional rivalry between psy- 
chiatrists and others involved in psychiatric care. Third-par- 
ty reimbursement has given leverage to accrediting agencies 
to impose certain standards on psychiatric facilities. The en- 
trance of nonmedical professional groups into treatment of 
psychiatric patients has produced interprofessional tensions, 
ambiguity of professional roles, competition for patient care, 
and stimulation of entrepreneurial activity on the part of psy- 
chologists, social workers, and nurses. 

Incomplete knowledge of etiology and the inherent passiv- 
ity of many psychiatrists have allowed other interested, and 
at times militant, groups to enter our domain and demand a 
"share of the action.” Instead of taking leadership in deline- 
ating clinical roles and expertise among these professional 
groups, we have acquiesced in their taking over our func- 
tions on the false assumption that '*we all do the same thing 
anyway." This pseudo-egalitarianism has received consid- 
erable impetus from the community mental health center 
movement during the last 12 years. 

Our profession is now being told it can no longer ‘‘indis- 
criminately provide autonomous services and expect to find 
appropriate facilities in which to practice and obtain reim- 
bursement for services provided." ‘‘Indiscriminately’’ im- 
plies lack of responsibility or legitimacy, and I assume 
"autonomous services'' means individually rendered medi- 
cal care. I would be interested in the response of my col- 
leagues in medicine and surgery to such an interdiction. 

Dr. McAninch and Mr. Weedman criticized clinicians for 
failing to institute ‘‘a system of accountability and evaluation 
of the effectiveness of services provided apart from outside 
external controls." As a consequence, the authors feel that 
proof is lacking to indicate that treatment is more effective 
than *'non-treatment'' and ‘‘accountability and documenta- 
tion are the new games in town.” ‘‘Games’’ is an appropriate 
word in view of the ends documentation is supposed to 
serve. What started as a means of assuring quality of care 
soon became a device to control cost—through the leverage 
of federal and state reimbursements. Now documentation 
and accountability have become games, ways of punishing 
errant clinicians who placed loyalty to their patients above 


recording every step of the therapeutic process. 


Proving effectiveness of treatment is, of course, an obliga- 
tion of the medical profession, but hardly the concern of the 
Joint Commission on Accreditation of Hospitals. The ori- 
ginal and historical reasons for recording a medical record 
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have been related to such matters as diagnosis, communicat- 
ing with other professionals involved in the care of the pa- 
tient, education of those learning various professions, and 
potential use in research. 

What is JCAH asking for when it demands ''documenta- 
tion’’ and why does it press for increasingly extensive docu- 
mentation? What began as a helpful advisory function has 
developed into an adversarial relationship, one which is ever 
more burdensome and enervating. Documentation has be- 
come an end rather than a means. APA testified as amicus 
curiae in the Parham case that paper work consumed 4796 of 
physicians' time in Georgia mental health institutions. Ac- 
countability should not be pursued with religious zeal at the 
expense of our primary mission— care of the patient. 

I wouid argue for some kind of temperance, a balanced 
perspective in all this. Perhaps the JCAH has become so iso- 
lated from the clinical scene that some of its standards depart 
from life’s realities. Such standards should be directed pri- 
marily toward quality of care, not control of public ex- 
penditures or punishment of professional clinicians. 


DANIEL B. SCHUSTER, M.D. 
Rochester, N.Y. 


Battered Husbands 


SIR: Over the past decade much has been written about 
the abuse of women by men, both physically and mentally. 
Wife beating has received a great deal of attention. One 
hears and reads little about husband beating. 

I see battered husbands in my practice. Although general- 
ly stronger physically, these husbands feel quite helpless 
against their wives' attacks. One factor is chivalry. One 
bruised husband told me that ‘‘Never hit a woman"' was a 
cardinal precept in his upbringing. In another case the hus- 
band resisted his wife's physical attack. His wife then called 
the police and charged him with beating her. 

Statistics on police blotters regarding husband beating are 
probably misleading. Few battered husbands will face the 
humiliation of calling in the police. 

I would very much like to hear from colleagues who have 
treated battered husbands. 


HENRY C. EVERETT, M.D. 
93 Main St. 
Andover, Mass. 01810 


An Alternative to the Amobarbital Interview 


Sır: Recent work suggests that amobarbital may be useful 
for certain diagnostic purposes, especially in evaluating 
mute patients and in recovering repressed information from 
patients with hysterical conversion and dissociative reac- 
tions. It may also help in distinguishing patients with organic 
disorders from those with schizophrenia or depression. A lit- 
erature review (1) proposed that barbiturates be considered 
for mobilizing catatonics, as an aid in diagnosing intellectual 
impairment, and to make it easier for patients to confront 
unhappy, and stressful experiences in interviews. 

We would like to suggest 3,4-methoxylenedioxyam- 
phetamine (MDA), 3-methoxy-4,5-methylenedioxyamphet- 
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amine (MMDA), and 2,5-dimethoxy-4-ethylamphetamine 
(DOET) as alternatives to barbiturates. Although mis- 
leadingly classified as hallucinogens, at moderate doses 
these drugs do not produce the perceptual disturbances, 
emotional extremes, or thought disorganization associ- 
ated with LSD and mescaline. MDA repo-isdly reduces 
anxiety and defensiveness and produces feelings of joy, se- 
renity, insight, affection, and a need for contact with others. 
It also brings back lost memories and can produce effects 
resembling hypnotic age-regression. The eect peaks an 
hour or two after the drug is taken orally ard lasts 8 to 12 
hours; the duration of the effect thus resembl=s that of amo- 
barbital. The approximate dose range for therapeutic inter- 
views is 50 to 125 mg (2). 

Therapeutic experimentation with MDA aas been very 
limited. Studies done in the 1950s showed the: MDA tempo- 
rarily improved mood in depressed patients. In The Healing 
Journey Chilean psychiatrist Claudio Nzranjc described sev- 
eral cases in which MDA interviews produced material—es- 
pecially childhood memories—thet proved. useful in the 
treatment of neurotics. More recently Yenser and associates 
(3) used MDA to treat neurotic outpatients. 

MMDA has been studied even less than M DA. Its effects 
are similar but milder, lasting only 3 to 4 hours. The effective 
dose is about 120 mg (4). Naranjo has also worked with 


` MMDA but apparently no other iherapeut:c research has 


been done. \ 

DOET produces effects similar to those cf MDA, lasting 
about 5 to 6 hours. It is effective at doses ranging from 1.5 
mg to 4 mg (5). To my knowledge DOET nas never been 
tested in therapeutic interviews. Unlike MCA, and MMDA, 
it is not a scheduled drug under the Contro.led Substances 
Act. 

The limited information about MDA, MMDA, and DOET 
suggests that they might be better than amcbarbital at least 
for diagnostic and possibly for therapeutic purposes. These 
drugs do not have the drawbacks of LSD “cr use in inter- 
views, since in moderate doses they are no: hallucinogenic 
or psychotomimetic. There are no controled experiments 
using any of these drugs. A controlled trial of MDA, 
MMDA, or DOET, amobarbital, and placeto with a variety 
of patients would reveal whether we shouki follow up the 
interesting exploratory work done by Navénjo and other 
researchers. 
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Confidentiality and Third-Party Requests 


SIR: I am writng a paper on the problems involved in re- 
sponding to requests from third parties (such as attorneys, 
the Social Security Administration, and insurance com- 
panies) for information obtained in the course of psychother- 
apy. I would be grateful if colleagues would share their ideas 
oa protecting the privacy of information revealed during 
therapy and meeting the needs of the third party. Can thera- 
pists perform both tasks at once? Examples of letters sent in 
response to such third varty requests would prove particu- 
larly useful. I would also welcome any literature references 
tFat colleagues have found enlightening. Several such papers 
are noted below (1-4). 
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Hoarseness and Tricyclic Antidepressants 


SIR: We would like to report another case of hoarseness 
associated with tricyclic antidepressants as described by 
John M. Rhoads, M.D., Seth H. Lowell, M.D., Ph.D., and 
Emmett M. Hedgepeth, M.D., in ‘‘Hoarseness and Aphonia 
as a Side Effect of Tricyclic Antidepressants” (December 
1979 issue). 

Mr. A, a 59-year-old farmer, was first hospitalized in 1976 
for unipolar affective disorder. He was treated successfully 
with amitriptyline, with a maximum dosage of 250 mg h.s., 
but developed a dry mouth and hoarse voice. While taking 
amitriptyline, 150 mg/day, Mr. A continued to complain of 
hoarseness and was referred to the ENT clinic. Examination 
by the otolaryngologist revealed nothing unusual, and Mr. 
A's thyroid studies proved normal. Decreasing his amitripty- 
line dosage to 100 mg/day resulted in less hoarseness and dry 
mouth but brought on a relapse of his depressive symptoms. 
We switched Mr. A to nortriptyline, with a maximum dosage 
of 125 mg/day. He continued to have dry mouth and hoarse- 
ness that were quite obvious during clinic visits. Ex- 
acerbation of side effects prohibited our increasing the dos- 
age further. 

Mr. A was again referred to the ENT clinic in 1979. He 
exhibited senile bowing of the right true vocal cord, with no 
other pathology. We switched Mr. A to desipramine, 150 mg 
h.s. After 10 days he stopped taking desipramine because of 
marked worsening of his sleep. During desipramine therapy, 
Mr. A noted almost complete resolution of his hoarseness 
and dry mouth. The symptoms recurred when he placed him- 
self back on amitriptyline. 100 mg h.s. Mr. A was noticeably 
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hoarse at his next clinic visit and we placed him on imipra- 
mine, 150 mg h.s. At one month follow-up, Mr. A was still 
having problems with hoarseness, dry mouth, and constipa- 
tion, but less than he experienced on amitriptyline. He was 
still having many depressive symptoms, so we increased the 
dosage to 200 mg h.s. If he continues to have significant 
symptoms or if his side effects worsen, we will consider a 
trial with an MAO inhibitor. 

The patient reported by Dr. Rhoads and associates devel- 
oped severe hoarseness on doxepin and nortriptyline, and 
not on an MAO inhibitor. Mr. A had hoarseness that was 
worse with amitriptyline, moderate with nortriptyline and 
imipramine, and minimal with desipramine. His hoarseness 
correlated roughly with the anticholinergic receptor binding 
activity of these tricyclic antidepressants (1), and paralleled 
the degree of mouth dryness he experienced. The vocal cord 
pathology noted on the more recent exam could represent a 
normal variant of aging, which for this patient becomes quite 
symptomatic with certain tricyclic antidepressants. While 
both patients had a history of heavy smoking, our patient 
quit smoking after his hoarseness developed. We speculate 
that hoarseness can indeed be a side effect of tricyclic antide- 
pressants. It seems to be a rare problem, correlated with 


` anticholinergic activity and occurring in predisposed individ- 


uals who may be heavy smokers or may have an anatomic 
abnormality of the hypopharynx. 
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Planning for the Pregnant Resident 


Sir: In ‘‘Colleagues’ Responses to the Pregnant Psychiat- - 
ric Resident" (December 1979 issue) Nancy T. Butts, M.D., 
and Jesse O. Cavenar, Jr., M.D., called attention to some 
special problems that pregnant therapists face. However, 
there remains a dimension to the problems concerning the 
pregnant psychiatry resident that has yet to be addressed in 
the literature. This involves the administrative and educa- 
tional problems arising when a member of a training group 
becomes pregnant and either chooses to or needs to take 
time off from her psychiatric training to attend to mother- 
hood. Most psychiatry departments, either in their educa- 
tional or service functions, do not adequately handle the 
void left by a resident who becomes pregnant and has a 
child. If only one resident out of 10 or 12 needs time off for 
pregnancy reasons the department reacts as if the pregnant 
resident were ill, and the remaining residents are expected to 
fill in. This may cause little disruption. However, when two 
or more residents from the same year become pregnant, this 
method does not work well. Ill feelings along with adminis- 
trative and educational difficulties will arise. 

With the tremendous increase in the number of women 
attending medical school in the last two decades and the in- 
creasing number of women choosing careers in psychiatry, 
the pregnant resident is, and will continue to be, a real con- 
sideration in most training programs. In addition to under- 
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standing the intrapsychic and interpersonal dynamics of both 
the pregnant resident and her colleagues, administrative at- 
tention shculd be paid to this issue by the profession as a 
whole. I believe many conflicts that arise from the pregnancy 
of a resident have to do with administrative shortcomings 
and not merely intrapsychic dynamics. 


THOMAS P. KALMAN, M.D. 
New York, N.Y. 


Dr. Butts Replies 


SIR: Dr. Kalman pointed out another important aspect of 
: the total situation concerning the pregnant psychiatric resi- 
dent. Clearly a lack of planning in the administrative and ed- 
ucationa! areas can lead to multiple interpersonal and intra- 
psychic difficulties. Our Case 5 demonstrated such a lack of 
definitive planning and policy. We are also aware of cases 
when the administration, rather than addressing the antici- 
pated absence directly, expected the remaining residents to 
take over the pregnant resident's duties. In all of these cases 
the other residents, especially the male residents, expressed 
varying degrees of hostility and resentment. This inevitably 
stimulated or intensified conflict within the pregnant resident 
that she expressed verbally and through her level of perform- 
ance. It is of course important for the female resident to re- 
sponsibly handle a pregnancy during the training program, 
and intrapsychic and interpersonal conflicts will affect her 
ability to do this. But we agree with Dr. Kalman that these 
administrative issues, which are also being felt in other edu- 
cational areas as well as in the business world, must be rec- 
ognized for their significant impact on the intrapsychic and 
interpersonal spheres. 


NANCY T. Burrs, M.D. 
Chapel Hill, N.C. 
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Addendum 


The name of Bernard J. Carroll, M.D., Ph.D., was omitted 
as one of the authors of "Serial Dexamethasone Suppression 
Tests in Affective Disorders" (letter to the Editor, March 
1980 issue, p. 383). 


Corrections 


In the reference list of “The Psychiatric Use of Elec- 
trically Induced Seizures" by Richard D. Weiner, M.D., 
Ph.D., in the December 1979 issue, the chapters cited in 
references 53, 64, and 94 are from ‘‘Psychobiology of Con- 
vulsive Therapy. Edited by Fink M, Kety S, McGaugh J, et 
al. Washington, DC, VH Winston & Sons, 1971." Reference 
95 is "Stromgren LS: Therapeutic results in brief interval 
unilateral ECT. Acta Psychiatr Scand 52:246-255, 1975." 

In the March 1980 issue, in the list of people who success- 
fully completed the October 1979 examination of the Ameri- 
can Board of Psychiatry and Neurology, the name of Jeffrey 
R. Goldbarg, M.D., was misspelled. 

Also in the March issue, on page 340 of "Drug Refusal: 
A Study of Psychiatric Inpatients'' by Paul S. Appelbaum, 
M.D., and Thomas G. Gutheil, M.D., in the authors' ac- 
knowledgment the name of Axel Hoffer was misspelled. On 
page 344, second column the last sentence of the first para- 
graph should read, *''Group III appeared prominently moti- 
vated by grandiose concerns... ." 

The staff regrets these errors. 
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BOOK REVIEWS 
NANCY C. ANDREASEN, M.D., BOOK REVIEW EDITOR 


Surviving and Other Essays, by Bruno Bettelheim. New York, 
N.Y., Alfred A. Knopf, 1979, 426 pp., $15.00. 


In the beginning of this collection of essays, written over a 
span of more than three decades, the author acknowledges a 
. measure of doubt and skepticism. Ought he have added yet 
' another book to the thousands (yes, that many) that come 
upon us each year? At the end of the book, he is still not too 
sure of himself; he is '*a survivor” (of the Nazi death camps, 
of a long and demanding professional career, and of life it- 
self), and he can only hope that his readers will obtain, in a 
phrase of Joseph Conrad's, ''a glimpse of truth.” They do, 
indeed —and more than a sidelong glance. These essays pro- 
vide vision—a deep, penetrating, skeptical, yet wise and 
brave look into contemporary life. 

Bruno Bettelheim's psychoanalytic observations and com- 
ment have always relied on an uncanny mixture of autobio- 
graphical reflection, clinical observation, and a keen, know- 
ing interest in social and cultural issues. This book reflects 
those intellectual inclinations. He devotes one section to es- 
says on the holocaust, an additional effort on his part at anal- 
ysis of what we in this century have had to accept as ‘‘hu- 
man," as all too possible. He is marvelous at resisting both 


hectoring gloom and a kind of easy moralistic sentimental- . 


ity—both responses being occupational hazards, I fear, of 
those who have suffered long, hard, and without the slightest 
justice. He knows that Hitler's brutal madness tested each 


victim's resources differently, and that all we can do now is ` 


learn enough about not only ourselves as individuals but the 
world we live in, so that the next time a moral monster 
comes our (political) way, there will be quick recognition, a 
minimum of delusive resort to the denial of the obvious, and, 
not least, a strong fight on the part of everyone endangered 
against whatever totalitarian threat the future may happen to 
bring. 

But this is a psychoanalyst whose intellectual interests 
have not been exclusively determined by traumatic early 
years. All through his life Bruno Bettelheim has been inter- 
ested in education—in the way various people learn and 
thereby have their view of the world shaped into a particular 
form. He can look at experiments in educational reform, 
such as Summerhill, at the problems facing those who want 
to teach autistic children, at the strange and terrible ‘‘educa- 
tion” that came to the inmates of Hitler’s death camps, and 
manage to extract the exact and significant psychological 
and moral lesson for the rest of us. He can, too, look at our 
recent past, our episodes of youthful social protest, and re- 
mind some of us, necessarily caught up in a past moment's 
urgent political demands, of what may have transpired psy- 
chologically among wonderfully idealistic youth (who are by 
no means demeaned by a thoughtful, sensitive analysis of the 
sources of their well-deserved passions). He also dares re- 
mind us about another kind of protesting vouth— those ready 
and willing to cover themselves with glory, while demon- 
strating mean, manipulative, arrogant, and dismayingly self- 
centered behavior in the fullest of public view. 
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Finally, there are the more literary and philosophical 
pieces—Bettelheim's well-known, edifying, and important 
scrutiny of some of the cultural issues and phenomena of our 
time. He is brilliantly humorous on Portnoy's narcissism, 
terribly penetrating and clearheaded on the sad pieties we 
wrapped around Anne Frank and her family — while forget- 
ting what they, alas, also forgot: the suicidal cost of hiding so 
long, as opposed to trying to fight, to run, to take on more 
actively an enemy driven endlessly, it seemed, by a lust Zor 
murder. And not least, he is especially fine and shrewd on 
the particular limits of his own profession; in that regard, he 
demonstrates a wise and rare humility: 


Much damage was done when Freud, in the interest of 
showing how wide was the application of his psycho- 
analytic insights, undertook to analyze artists and their 
works. . . . Even in Freud’s famous study of Leonardo. 
which, as Meyer Schapiro points out, is based on er- 
roneous translations and unjustified extrapolation, 
Freud had to conclude that while his analysis tells us 
something about Leonardo the man, it fails entirely tc 
explain why he was a great artist. 


Further on, Dr. Bettelheim makes this succinct comment: 
"Psychoanalysis simply cannot explain creativity." That 
kind of renunciation needs no apology; nor does a book with 
such a tone—a book that also happens to be graced by clear, 
clean, strong, unpretentious, but compelling prose. 


ROBERT Cotes, M.D. . 
Cambridge, Mass. 


The Biological Basis of Schizophrenia, edited by Gwynneth 
Hemmings and W.A. Hemmings. Baltimore, Md., Universi- 
ty Park Press, 1978, 268 pp., $29.50. 


The serious student of schizophrenia will want to have this 
book. ‘‘Serious student’’ can be operationally defined as 
someone who already has The Nature of Schizophrenia (1) 
on hand. The Biological Basis of Schizophrenia is, in my 
opinion, the best available collection of papers from what 
one might call the ‘‘outsider’s’’ view of biological research in 
schizophrenia. One can surmise how unorthodox these 
views are from the jacket, which states, ‘‘Schizophrenia 
could prove to be primarily a gut rather than a brain dis- 
ease." 

Over the past 20 vears biological psychiatry has achieved 
a measure of respectability. It once was a field where the 
best studies had a "show and tell’’ quality and the worst 
were thinly disguised advertisements by charlatans. It has 
developed into a discipline in which ideas are tested and dis- 
proved and carefully controlled studies are the rule rather 
than the exception. Seymour Kety can be taken as a symbol 
of the group that has brought about this change, and it is 
appropriate for Kety and his colleagues from the Harvard- 
National Institutes of Health axis to be the “‘insiders.”’ 
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Orthodoxy, however, is limiting, and it is healthy to have 
unorthodox views put forward. This book collects a number 
of such views. Many of the chapters have to do with nutri- 

tional factors in schizophrenia, but the general level of atten- 

tion to controls and alternative hypotheses is closer to the 
style of Kety and company than to those of Adele Davis or 
Abram Hoffer. 

Like any collection, the papers vary widely. Some are 

scholarly essays of considerable length; others are only a 
page or so. Some report rather incidental clinical observa- 
tions; others summarize the output of such famous high tech- 
nology laboratories as Wurtman's at the Massachusetts In- 
stitute of Technology. The majority of the papers are from 
European workers. Some will be unfamiliar to most Ameri- 
can readers, although some of the European contributors, 
- such as Gruzelier and Richter, are well-known authorities. 
The issue of wheat protein in the genesis of schizophrenia is 
given a careful hearing in papers by Dohan and Singh; these 
are complemented by independent works from European 
laboratories. 

Despite a marked unevenness in scholarship and sophisti- 
cation, the book is thoroughly readable. When an entire col- 
lection has this quality, it obviously represents a great deal 
of effort on the part of the editors. Problems are addressed in 
basic English; the reader is then introduced to the more tech- 
nical concepts in a way that is simple without being con- 
descending. 

In sum, this book, with its backward look at old neglected 
work and its reports of modern, up-to-date neurochemical 
investigations, its coverage of controversial issues, and its 
orthodox reviews, will be a valuable addition to the library of 
anyone who is either actively or vicariously involved with 
biological research in schizophrenia. 


REFERENCE 


1. Wynre LC, Cromwell RL, Matthysse S: The Nature of Schizo- 
phrenia: New Approaches to Research and Treatment. New 
York. John Wiley & Sons, 1978 


ENOCH CALLAWAY, M.D. | 
San Francisco, Calif. 


Dream Interpretation: A Comparative Study, edited by 
James L. Fosshage, Ph.D., and Clemens A. Loew, Ph.D. 
New York, N.Y., SP Medical & Scientific Books (Spectrum 
Publications), 1978, 298 pp., $20.00. 


In the introduction to this book Montague Ullman de- 
scribes the dream as more of an art form than an object of 
scientific scrutiny. He dismisses any scientific theory that 
purports to understand causality in dream imagery because 
such imagery defies causality. Like novels or poems, dreams 
are metaphorical personal statements whose meaning 
does not yield to ‘‘dream books," whether they propound 
universal theories or are sold on the street as a guide to 
playing the numbers. l l 

In Dream Interpretation representatives of the Freudian, 
Jungian, culturalist, object-relational, phenomenological, 
and Gestalt schools give their interpretations of a series of 
six dreams that occurred over a period of four and a half 
years during the course of psychotherapy. The interpreters 
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were given the patient’s presenting complaints and a brief 
personal and family history. There were no process notes. 

Each theory advocate has a chapter interpreting the 
dreams and providing the theoretical structure 23 which the 
interpretations were based. The editors then attzmpt to com- 
pare and synthesize the dream interpretations and theories 
of all the schools in the concluding chapters. There are dis- 
cussions of the function of dreaming, its importance com- 
pared with that of other associative material, the universality 
of symbolism, whether the time focus of the dieam material 
should be past or present, the dream objects as representa- 
tive of self or others, and the relevance of the dream to trans- 
ference. The differences between schools of thought in the 
interpretation of these dreams are impressive. Cine wonders 
what might have happened if therapisis from the same school 
were asked to interpret the dreams. It is probable that the 
variation in interpretations of the same mate-ial would be 
equally striking. 

Despite the differences, there are similarities in the thera- 
pists' appreciation of psychodynamic themes. Certain dream 
images of particular clarity are also viewed in a comparable 
manner. 

This book is a highly readable account of an interesting 
exercise that would be of value to all practicing psycho- 
therapists regardless of theoretical affiliation. Obviously, 
what a patient learns from treatment in psvchctaerapy is de- 
pendent on the conceptual basis of the therapizt. The patient 
whose dreams are presented would have come away from 
encounters with these therapists with remarkzbly different 
self-understandings. The authors state that dream inter- 
pretation is far from an exact science and that theories ought 
not to dictate too inflexibly the cognitive and a Xeczive under- 
standing of dreams. That may be the most important mes- 
sage of the book, making it worth its price. 


ELLIOT D. Lusy, M.D. 
Detroit, Mich. 


Mood Disorders: The World's Major Public Health Problem, 
edited by Frank J. Ayd, Jr., M.D., ard Irwing J. Taylor, 
M.D. Baltimore, Md., Ayd Medical Communications, 1978, 
261 pp., $18.50. 


In April 1978, 19 distinguished researchers and clinicians 
participated in the tenth annual Taylor Manor scientific sym- 
posium, which dealt with mood disorders. The proceedings 
of the symposium have been published in th s monograph. 

The first three chapters focus on the topics of the epide- 
miology, genetics, and psychobiolagy of affeztive disorders. 
These chapters provide an overview of the current thinking 
on affective disorders. 

Chapters 4, 5, and 6 are devoted to discussions of depres- 
sion in children and adolescents. ‘‘Antidepressant Drug Use 
in Children" by Judith Rappaport, M.D., is cne of the longer 
chapters in the book and well deserves the space allocated. 
The author deals with such topics as definition of childhood 
depression and its validation. The section om the drug treat- 
ment of depression in children is complete and covers many 
of the clinical conditions for which antidepressant drugs are 
prescribed. Included among the drugs discussed are tricyclic 
antidepressants, lithium, MAO inhibircors, and stimulants. 
Chapter 6 discusses disorders of affect in ecolescence and 
particularly emphasizes the syndromes of v clence. The de- 
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scription of subtypes of adolescent depression and their 
treatment is well written; this chapter should be of interest to 
psychiatrists, pediatricians, and family practitioners. 

Throughout the book are chapters of special interest, in- 
cluding one on depression in the elderly and another on the 
family practitioner’s assessment and treatment of depres- 
sion, which should be cf interest to the primary care physi- 
cian. The treatment of the patient who is depressed after a 
myocardial infarction is of current interest because of ques- 
tions concerning the management of such patients, espe- 
cially questions about the use of tricyclic antidepressants. 

Jan Fawcett, M.D., presents his view and the “‘state of the 
art” of treating the suicidal patient. Dr. Fawcett brings into 
perspective the issues surrounding suicide, such as the fac- 
tors that influence the occurrence of suicide, prediction of 
suicide, and therapeutic management of the suicidal patient. 

Four chapters encomrass the treatment modalities used in 
affective disorders. Mogens Schou discusses the utility of 
lithium from the interesting perspective of a cost-benefit ap- 
proach. Dr. Schou presents the “‘cost’’ of lithium treatment, 
which includes complications of the thyroid, heart, and kid- 
ney. He moves on to the comparative benefits of lithium in 
mania, depression, and the prophylaxis of depression and 
makes an impressive case for the use of lithium. 

ECT, which has attracted much adverse publicity in the 
past five years, is the topic of two chapters. One presents an 
evaluation and comparison in the treatment of affective dis- 
' orders by ECT alone and in combination with antidepressant 
drugs. The other details the legal decisions, constraints, and 
regulations that apply to the use of ECT. Rather than focus- 
ing on treatment, this chapter focuses on an equally impor- 
tant consideration in mood disorders, that of the psychia- 
trist's responsibilities to the patient, the profession, and the 
public. In chapter 12, Ayd presents a balanced discussion of 
the pharmacotherapy of Cepression; he deals with the devel- 
opment of pharmacology and the clinical issues of the use of 
tricyclics and MAO inhititors. 

Mood Disorders is an vnusual book in that it does not ex- 
hibit the redundancy and choppiness that occur in most 
books in which several authors contribute a chapter. Each 
chapter stands alone and also fits into the theme of the book. 
Although one may disagree with the premise that disorders 
of mood are the world's major public health problem, the 
topic is an important public health issue. Mood Disorders is 
a clear, comprehensive, scientifically accurate, and philo- 
sophically appealing book that should be of interest to all 
those who treat mood disorders. 


BURTON J. GOLDSTEIN, M.D. 
Miami, Fla. 


Dynamics of Group Psychotherapy, by S.R. Slavson; edited 
by Mortimer Schiffer. New York, N.Y., Jason Aronson, 1979, 
814 pp., $30.00. 


This massive but highly readable and informative book is 
composed of 49 chapters by S.R. Slavson, followed by an 
extensive bibliography of the author's works. Mortimer 
Schiffer has performed a diligent job as editor in selecting 
and organizing these writings and in authoring an encom- 
passing preface. 

Slavson’s work with groups is traced from his early ''Self- 
Culture Clubs” in 1911, wkich provided enriching art experi- 
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ences and opportunities for group discussions, to youth pro- 
grams in neighborhood settlement houses in the 1920s, to the 
formulation of distinct group methods for treating children, 
adolescents, and adults in the 1930s and thereafter. 

Schiffer gives Slavson credit for discovering the use of the 
group as a therapeutic instrument, and, in fact, Slavson has 
been called the "father of group psychotherapy'' by the 
Journal of Family Health. Slavson believed in the *'right to 
proper treatment by thoroughly trained therapists under ade- 
quate supervision and/or consultation." He also believed 
that all psychotherapeutic procedures should be based on 
"tested psychological foundations validated through objec- 
tive experimentation under clinical controls.” As a result, 
many viewed him as uncompromising, but his true flexibility 
was manifest in his development of group psychotherapy 
and in such tenets as that there is no one technique suitable 
in all situations and “‘the expert knows when to break the 
rules.” 

In several of the early chapters of this book Slavson dis- 
cusses the importance of the individual patient’s being suited 
to the particular type of therapy selected. For group psycho- 
therapy, the patient must have minimal satisfaction in prima- 
ry relationships, adequate ego strength, and minimal super- 
ego development. 

In “A Systematic Theory” Slavson discusses the impor- 
tance of transference, catharsis, insight, reality testing, sub- 
limation, and resistance. Using these phenomena in a later 
chapter, he differentiates among counseling, guidance, and 
psychotherapy. Psvchotherapy has the aim of permanently 
changing the personality structure of the patient, whereas 
counseling and guidance aim to change specific situations 
only. His conclusion is that through counseling and guidance 
people are helped, but through psychotherapy they are 
changed. 

In *Anatomy and Clinical Applications of Group Inter- 
action” Slavson develops the idea that group psychotherapy 
is the treatment of choice for patients with character dis- 
orders because of the ego-syntonic aspects of their patholo- 
gy interfering with the reconstructive process employed in 
individual psychoanalysis. He indicates that psychoanalysis 
is the treatment of choice for psychoneuroses because it re- 
quires the use of free association and working through of 
significant conflicts, since the neurotic patient’s symptoms 
are ego-alien. In ‘‘Interaction and Reconstruction’’ Slavson 
describes the essence of the therapeutic process in group 
psychotherapy as the outcome of the interaction of the mem- 
bers, not merely the interaction itself. 

Slavson questions the orientation of behaviorists because 
of their belief that behavior generates feelings. He empha- 
sizes the reverse (1.2., feelings generate behavior) and that 
therapy groups are held together by anxiety and not by 
pleasure. In groups such as sensitivity, encounter, nude, Ge- 
stalt, existential, and T-group, Slavson feels not enough em- 
phasis is placed on underlying conditions and that any 
change is therefore essentially temporary. He states that 
"the intent of psychotherapy is to overcome infantile, nar- 
cissistic elements, not to nurture them." 

Slavson describes further differences between individual 
psychoanalysis and psychoanalytically oriented group psy- 
chotherapy. These irclude dilution of transference in groups 
and the fact that the associative process in groups is more 
horizontal because cf other members' repsonses and inter- 
ruptions. 

The last portion of the book deals with group psychothera- 
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py of children and adolescents. ‘‘The Nature of Group Ther- 
apy” contains Slavson’s classic description of activity group 
therapy for children aged 8 to 15. In this type of group thera- 
Py part of each session was spent in arts and crafts activities 
under the supervision of a permissive leader and part in eat- 
ing and talking together. Slavson also describes an ''activity 
interview psychotherapy group'' in which more time is spent 
in group discussions and more interpretation is employed. In 
"Play Group Therapy'' he describes a therapeutic process 
for younger children in which the value of the catalytic effect 
each patient has on others is stressed. Several chapters are 
devoted to case presentations illustrating differences in ther- 
apeutic techniques and the role of the therapist in each type 
of group. 

In an extremely important chapter, ‘‘Para-Analytic Group 
Psychotherapy for Adolescents," Slavson describes his ap- 
proach to treating adolescents with a combination of guid- 
ance, counseling, advice, and "teaching" with a psycho- 
analytic orientation. He emphasizes that care must be given 
to preserving self-image and ego-functioning because of the 
identity fluidity of adolescents. Elsewhere, Slavson de- 
scribes the important qualities of the therapist who works 
with adolescents. 

The scope of this book is extremely wide and includes 
chapters on philosophical, theoretical, clinical, and research 
aspects of group psychotherapy. Its most apparent short- 
coming is the repetition of content created by including arti- 
cles written over a 40-year span: ideas already presented in 
one chapter are reviewed in detail and expanded on in later 
papers. : 

I would strongly recommend this book to all group thera- 
pists and especially to those who work with children and 
adolescents. Reading this book offers a unique opportunity 
to share the thoughts of an outstanding pioneer in group psy- 
chotherapy. 


Lewis H. RICHMOND, M.D. 
San Antonio, Tex. 


Group Psychotherapy: Intersecting Structures, by Henry Kel- 
lerman, Ph.D. New York, N.Y., Grune & Stratton (Harcourt 
Brace Jovanovich), 1979, 324 pp., $19.50. 


The tendency to conceptualize the group as an entity anda 
functioning system separate from its component members 
. has led to many creative uses of group process. In the help- 
ing professions, however, we usually view the contract be- 
tween patient and therapist as the core of treatment. The 
tension produced by trying to reconcile these two frames of 
reference has led to a variety of solutions, ranging from 
treating the individual patient in the group setting to treating 
the group exclusively. 

In this book Dr. Kellerman draws on an extremely wide 
range of references to draw parallels, analogies, and inter- 
actions between the individual and the group as independent 
systems on the one hand and as system-subsystem on the 
other hand. He has set himself a heavy conceptual task and 
has clearly put forth an effort commensurate with the task. 

This is not light reading. Three hundred pages of text fol- 
lowed by 24 pages of references followed by an author index 
and a subject index make this an extremely useful resource 
and reference book for the conceptual issues confronted by 
the theoretician, the researcher, and the practitioner. - 


N 
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Throughout the book there is a thorough correlation be- 
tween writings on group dynamics, writings cn group psv- 
chotherapy, and writings on personality. The author's dis- 


_ cussion of parallel concepts in such issues as individual dy- 


namics and group dynamics, genealogical d2velopmental 
phases in families, groups, and incividuals, and psycho- 
pathological events in groups and individuals sheds light on 
the intersections mentioned in the title. . 

In the last two chapters the author provides a study of the 
group therapist for the clinician. These chapters seemed to 
me to be somewhat less explanatory and less integrated with 
the other subdivision of the book. This is understandable in 
the light of the major focus on integrating group and individ- 
ual psychologies. These chapters do, however, leave room 
for expansion. If it is really to be a study of group psycho- 
therapy and personality rather than group dynamics and per- 
sonality, the book or its sequel must integrate -he ''genealo- 
gy of the therapist with that of the group. 

The author states on page 277, 


The therapist has to maintain focus on the goal and 
purpose of both the group and the individua] transfer- 
ence work. Only on this basis can the membership agree 
that the leader of the group is the tFerapist ard not some 
other designated central resistance-leader figure. 


This makes it clear that the therapist can do a tetter job if he 
or she can use the wealth of material in this book that illumi- 
nates ''both the group and the individual -ransference 
work.” To do the job well will be more exciting. as this book 
makes us think more deeply. 


JAY W. FIDLER, M.D. 
Piscawiway, NJ. 


The Importance of Mental Health Services to General Health 
Care, by Jeffrey L. Houpt, Carole S. Orleass, Linda K. 
George, and H. Keith H. Brodie. Cambridge, Mass., Bail- 
inger Publishing Co., 1979, 247 pp., $19.50. 


Not long ago I worked as a physician and psychiatrist in a 
comprehensive ambulatory health care progrem in Boston. 
At that time I became convinced of the cost efzctiveness of 
such an arrangement. I worked closely with general physi- 
cians and other health care practitioners in the diagnosis and 
treatment of mental disorders and developed a program of 
early detection and intervention. This experienze gave me an 
operational understanding of prevention, something I had 
not appreciated in medical school and residercy training. I 
had to deal with lifestyle issues such as obesity and smoking, 
which increased the risks for general medical illness. Treat- 
ment of noncompliance issues was also a concern in my con- 
sultation with general physicians in terms of their everyday 
work. Team care allowed for treatment of the whole person. 

This book emanates from a report prepared at the in- 
vitation of the Institute of Medicine of the National Acad- 
emy of Sciences. It was submitted to the President's Com- 
mission on Mental Health, which asked for a study on the 
relationship between mental health services and general 
health care. It is an ambitious book, helpful to the policy 
maker because it combines data with clinical impressions 
that support efforts for linkage and integration cf psychiatric 
services and general medicine. 
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The opening section summarizes prevalence data and em- 
phasizes that the majority of people receiving mental health 
services for mental disorders receive those services in out- 
patient medical service settings. These settings include the 
office practices of general practitioners, family practitioners, 
internists, other medical specialists, health maintenance or- 
ganizations, and other comprehensive health care programs. 
This fact, however, is not a comment on the quality or ap- 
propriateness of the services. It is clear in findings in over 
two dozen studies that people with mental disorders are high 
utilizers of general medical services and that there is a cost 
offset for general medical services when mental health serv- 
ices are readily available (1). 

The second section of this book describes in some , detail 
how lifestyle patterns and behavior closely relate to the on- 
set of illness and reviews the voluminous literature on the 
impact of smoking, eating, a sedentary lifestyle, dietary im- 
balance, and nonadherence to a diet on subsequent medical 
illness. In each of these instances the book documents how 
current health care delivery systems are not organized, 
staffed, or reimbursed in ways that would promote behavior- 
al change leading to prevention of medical illness. Despite 
emphasis on health maintenance in many comprehensive 
health care programs, these programs are still illness-orient- 
ed and deal with the consequences of lifestyle patterns, not 
with their modification. 

Individuals with combined mental and physical disorders 
are particularly costly to the system. More effective inter- 
ventions and combined approaches must be used, for ex- 
ample, to help the individual with a myocardial infarction 
return to productive work. 

This book, along with the extensive literature on psychiat- 
ric consultation liaison, should be part of the primary educa- 
tion of all physicians and other health care practitioners and 
for psychiatric residents. A follow-up study recently com- 
pleted by the Institute of Medicine would be a useful com- 
panion to this volume (2). 

The last chapter, which lists several recommendations, is 
disappointing, especially from the perspective of the policy 
maker who is concerned with planning and funding health 
and mental health services across the country. The implica- 
tions of the findings of this book could reorient the priorities 
for health planning agencies, national health insurance plan- 
ners, and cost containment administrators. The implications 
of the body of the text go far beyond the obvious recommen- 
dations calling for more experimentation for models of in- 
tegration of general: medical services with psychiatric serv- 
ices, increased training. and more research. 

From a policy perspective, we should reexamine the rela- 
tionship of specialty services to general medical services, in- 
cluding access to such services and the cost involved. 
Should third-party insurance allow for direct access to spe- 
cialty psychiatric services when there is evidence of the cost 
effectiveness of a close connection between general health 
and mental health services? Should health care programs be 
allowed to exclude mental health services when there are 
such cost offsets and more appropriate care when there is 
linkage and integration of mental health with general medical 
services? The primary care needs of the chronic patient, 
"the deinstitutionalized.’’ require ready access for these 
people to combined approaches. How do we deploy scarce 
personnel in this era of inflation, chronic disease, and mal- 
distribution? 

The President's Commission on Mental Health empha- 
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sized the unmet needs of the underserved. What are the best 
ways to meet these needs? The President's Commission 
stated, 


While the interdependence of the mental health and 
general health system is evident, cooperative working 
arrangements between health care settings and commu- 
nity mental health service programs are rare. If we are 
to develop a truly comprehensive system of menial 
health services at the community level, greater attention 
must be paid to the relationship between health and 
mental health (3). 


These are some of the issues that echoed through my mind 
as I read this rich review of the importance of mental health 
services to general health and well-being. 
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A History of Psychoanalysis, by Reuben Fine. New York, 
N.Y., Columbia University Press, 1979, 649 pp., $24.95. 


In 580 pages of text the author attempts to cover the his- 
tory of psychoanalysis from the 1880s to the present. The 
result is like a trip to every country in the world in 30 days; it 
can be done, it is worth the effort, one learns a lot, but one 
also feels frustrated that he cannot spend more time in each 
country. 

This is primarily a history of psychoanalytic ideas; Fine 
pays attention to the organizational and training aspects and 
problems of the discipline. He tries to be fair to ''deviant"' 
psychoanalytic schools, and with the exception of Carl Jung, 


‘he succeeds. He brings up the old question of Jung's anti- 


Semitism during World War II, which Brome denied in his 
biography (1). 

The book is worthwhile, and I would buy it for my library. 
It is an adequate history of psychoanalysis, however, only if 
used with those of Jones (2), Thompson (3), Guntrip (4), El- 
lenberger (5), Schur (6), Brome (1, 7), and Alexander and 
associates (8). Fine adds to and helps organize the complex 
collection of ideas, organizational problems, personalities, 
and vicissitudes of a new and struggling science. He is clear- 
ly pro-analytic and somewhat negative about organic psychi- 
atry, behavior modification, learning theory, academic psy- 
chiatry, and psychology. His two chapters on organizational 
vicissitudes should be required reading for all psycho- 
analytic training applicants. It will not change their minds 
but will given them some idea of what they are getting into. 

Adler and his ideas are sympathetically presented, as is 
Max Eitingon and the Berlin Institute, which became, and 
still is, the training model followed by institutes. Fine views 
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Sullivan as a Freudian using different language and treats his 
work with respect. 

Dr. Fine thoroughly explores the question of lay analysis 
and the power struggles that occur over the appointment of 
training analysts. He is interested in the problems associated 
with charismatic faculty, their collection of. followers, and 
the apparently pointless wars between charismatic leaders 
and their followers. 

The book includes almost 1,000 chapter notes and 1,500 
references. There are also 36 pages of index. 

In sum, the book is easy, interesting reading. It should be 
read by every prospective analytic candidate and would help 
any reader with psychoanalytic interests to organize his or 
her thoughts. Although not a definitive history, it is a wel- 
come addition and can be a helpful and valuable guide for 
anyone who wants to’ quickly locate and trace an analytic 
concept. The reader who combines the references cited be- 
low with the text will have a thorough and well-guided tour 
through psychoanalytic theory and technique. 
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Psychological Interventions in Medical Practice, by James J. 
Strain, M.D. New York, N.Y., Appleton-Century-Crofts, 
1978, 213 pp., $14.00. 


In many ways this book is an extension and a sequel to the 
author’s previous joint effort with Grossman, Psychological 
Care of the Medically ill (1). It is divided into three parts. 
Part 1 tntroduces the Conceptual Framework. Here the au- 
thor discusses the uses of psychology in the medical setting, 
the psychological determinants of adaptation to chronic ill- 
ness, and psychological dysfunction in the chronically ill. He 
develops in these chapters a model of psychological medi- 
cine based on three premises: 1) the physician’s goal in facili- 
tating the patient’s adaptation to a lifestyle compatible with 
his or her illness, 2) the physician’s attempt to understand 
patient behavior by taking into account the patient’s uncon- 
scious responses to the illness, and 3) the physician’s sensi- 
tivity to his or her own participation in the patient’s psycho- 
logical dysfunction. The author briefly identifies and defines 
common psychological terms as they relate to the biopsy- 
chosocial model of illness, to an exploration of the settings in 
which illness is treated, and to the psychological stresses 
evoked by acute illness and hospitalization. He introduces 
the concepts of regression, conflict, and object relations in 
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the context of the doctor-patient relationship. Fsychological 
dysfunctions in the chronically medically ill ar» addressed in 
terms of character trait disturbances, discrete psychological 
reactions, and their management through the reduction of 
psychological stress, conflict, and regression. The ambitious 
task set by the author in this section suffers Irom the com- 
plexity of the terms and the brevity of their discussion. 

Part 2 presents Selected Clinical Issues, la~gely from the 
author’s research. In this section the authcr is on home 
ground, demonstrating a firsthand familiarity with his sub- 
jects. His discussion of problems in diagnos:s aptly begins 
with misdiagnosis, lack of diagnosis. and ambzguity. He pays 
considerable attention to malingering and hy2»chondriasis, 
the reactions these and other patient problems (e.g., addic- 
tion) create in the physician, and the need fo- the physician 
to handle his or her own feelings tefor2 red-essing the pa- 
tient's problems. There is also a sersitive and timely section 
on the ethics of medical care in this section. 

Moving on to more substantive issues, the author is at his 
best in his previously published chapters on crganicity and 
noncompliance, his discussion of aging in coatemporary so- 
ciety, the presentation of Gladys Witt S-rain’s chapter 
"Obesity" with its emphasis on nutrition, rd the ‘“‘Intra- 
familial Environment of the Chronically Ill Patient." This 
part is truly the meat of the book, and the autor cites classi- 
cal references for further exploration by the reader. 

Part 3 (part of which was written in collabcration with Dr. 
David Hamerman, Chief of Medicine at Mcntefiore Hospi- 
tal) addresses the application and implementztion of psycho- 
logical concepts in the hospital setting through the novel 
concept of ombudsmanship and, more specaicallv, through 
the participation of liaison psychiatrists on special medical 
services such as the dialysis unit. 

The reader gains much that is directly vseful from this 
book as well as a great deal that is thought-provoking. The 
best parts are those which are phenomenologically ad- 
dressed, in contrast to those which offer psychological so- 
phistication to the neophyte physician in simplistic and brief 
definitions. 
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The Psychoanalytic Study of the Child, Vol. 14, edited by Al- 
bert J. Solnit, Ruth S. Eissler, Anna Freud, Marianne Kris, 
and Peter B. Neubauer. New Haven, Conn. Yale University 
Press, 1979, 623 pp., $25.00. 


This volume is divided into five sections. The first deals 
with the development of blind children. Tte authors of the 
four papers in this section are on the staff cf the Hampstead 
Child Therapy Clinic in London. Anna Freud writes a fore- 
word and comments on 20 years of research on blind infants, 
blind children, and their mothers. Doris Wills contributes 


_ two chapters dealing with the relationship 3etween mothers 


and blind children and a chapter on early speech develop- 
ment in blind children. 


N 
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Dorothy Burlingham, who died very recently, has a chap- 
ter dealing with the psychological problems of being blind in 
a sighted world. Annemarie Curson reports on blind children 
in a nursery school. All of these authors go into minute detail 
about the emotional proolems of the blind child and his par- 
ents. They differentiate the problems of children who are 
blind from birth from those who lose their sight sometime 
later. Their intensive work with the children and their par- 
ents manifests their great concern, interest, and skill in 
working in an area that is unknown to the majority of those 
in the education and health fields. 

The next series of pavers is titled Theoretical Contribu- 
tions and presents the work of five authors. Phyllis Green- 
acre has a chapter dealing with ‘‘Reconstruction and the Pro- 
cess of Individuation." She focuses on the reciprocal pro- 
cesses of separation and individuation and quotes Mahler 
extensively. She also quotes the writings of Hoffer, Hart- 
mann, and Hendrick in this area and gives two case histories 
to illustrate her observations. As usual, Greenacre writes in 
a very lucid, interesting, and challenging fashion. The sec- 
ond paper in this section is by Anton O. Kris, who reports on 
**Persistence of Denial in Fantasy.” His paper is theoretical 
and does not contain case material. 

Hans W. Loewald writes on "Reflections on the Psycho- 
analytic Process and Its Therapeutic Potential." This paper 
is quite technical and does not deal in any detail with prob- 
lems of childhood. The fourth contributor in this section, 
Pinchas Noy, writes about the ""Psychoanalytic Theory of 
Cognitive Development.’’ He reports on various contempo- 
rary theories of cognitive development, differentiating the 
processes in lower animals from those in man. Eric Plaut 
then writes on “‘Play and Adaptation." He describes eight 
stages of play and emphasizes the significant role that play 
has throughout all of one's lifetime. 

In the third section, Clinical Contributions, four papers 
are presented. Thomas Lopez and Gilbert W. Kliman deal 
with memory reconstruction and mourning in the analysis of 
a four-year-old child whcse mother had committed suicide 
when the child was two. These authors present a very fasci- 
nating case study over a period of several years. In *'The 
World of Disguises" Laur: Levinson of the Hampstead Child 
Therapy Clinic gives a detailed case study of a child who 
entered therapy at the age of six and was in analysis for three 
years. Many of her symptoms were of the ''as if’ variety. 
Finally, Lester H. Friedman writes on ''Oral Drive, Cling- 
ing, and Equilibrium. He provides several clinical ex- 
amples for his thesis of how transitory disturbances in the 
equilibrium of children and adults may have roots in the 


' feeding/clinging situation in infancy. 


The next section deals with Early Normal Develop- 
ment and consists of four papers presented by T.B. Brazel- 
ton and associates, Charles Terhune, Henri Parens, and 
Ruth Codier Resch. The papers deal with such items as de- 


‘velopment of mother-infant interaction, the role of hearing in 


early ego organization, considerations of ambivalence, and 
an interesting paper titled ‘‘Hatching in the Human Infant as 
the Beginnings of Separation-Individuation: What It Is and 
What It Looks Like.” 

The last group of papers is titled Applications of Psycho- 
analysis. Katherine Dalsimer analyzes Carson McCuller's 
The Member of the Wedding. Robert Liebert presents a psy- 


choanalytic study of Mickelangelo’s early works. Elspeth | 


Earle writes on ‘The Psychological Effects of Mutilating 
Surgery in Children and Adolescents," and Lenore Terr 
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contributes a very interesting report on ‘‘Children of Chow- 
chilla—A Study of Psychic Trauma.” This last article re- 
ports on the psychological effects suffered by the 26 children 
who were kidnapped and kept prisoners underground for 
about 36 hours until they freed themselves. During the first 
five months after the kidnapping, none of the victims re- 
ceived psychiatric help. Three of the children moved out of 
the community, and Dr. Terr was later able to interview the 
remaining 23 children and 1 or 2 parents from 9 of the fami- 
lies. Although none of the children was physically harmed 
and only 1 of the 23 had a preexisting emotional disorder, ali 
of the children showed serious psychophysiological symp- 
toms and personality changes, such as urinary urgency or 
incontinence, fainting spells, and nystagmus. Others showed 
personality changes. They became more hostile, irritable, 
fearful, and clinging; most of these symptoms persisted for 
Over à year. 

In summary, this volume maintains the high standards that 
it has manifested for many years. To me, as a clinician, the 


most interesting papers are in the clinical reports, but all of 


the authors are to be congratulated for their outstanding con- 
tributions. 


FRANK J. CURRAN, M.D. 
New York, N.Y. 


Hypnotherapy: Àn Exploratory Casebook, by Milton H. 
Erickson and Ernest L. Rossi. New York, N.Y., Irvington 
Publishers (Halsted Press, John Wiley & Sons, distributor), 
1979, 483 pp., $34.50 (includes a one-hour cassette record- 
ing). 


The authors of this book demonstrate with clinical appli- 
cations the material presented in theoretical form three years 
ago in Hypnotic Reclities. Whereas the earlier volume dem- 
onstrated Erickson hypnotizing a ‘‘voluntary subject” (Ros- 
si's wife), the present volume takes up 16 cases in greater or 
less detail to show what is meant by a profusion of tech- 
niques. 

The same benefits result from the fortuitous combination 
of "the senior author'' and ‘“‘the junior author." Foremost is 
the opportunity for an explanatory, somewhat Platonic ques- 
tion-and-answer dialogue, together with explicit definitions 
(e.g., "Therapeutic trance is focused attention directed in 
the best possible manner to achieve the patient's goals"). | 
Similarly, the collaboration allows us to see how Erickson's 
terminology (e.g., ‘double bind,” **depotentiating the habit- 
ual frame of reference") is in fact applied to particular ma- 
neuvers and to hear it repeated many times. No doubt the 
junior author deserves credit especially for the organiza- 
tion—four chapters cn principles, followed by six on various 
cases. Rossi contributes here a sharper outline of Ericksoni- 
an trance induction than we have had before. Although this 
is anomalous because the essence of Erickson is not to have 
a set routine, the outline does allow a rational understanding 
of the elements. 

The result is a book that will please anyone interested in 
hypnosis. The lay person will be amazed, and the experi- 
enced therapist will learn new ideas, especially how to es- 
cape monotony, as Erickson's truly ingenious proliferation 
of inventions demonstrates in practice his two main contri- 
butions—utilization and indirect approach. 
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The drawbacks of the book are few. As in the earlier vol- 
ume, a cassette recording of Erickson is included. The past 
year has seen a flood of books by this pair of authors. There 
is some double-talk, such as the statement that the patient is 
"doing her own work” when in fact it is clear that certain 
rapid interpretations, 4 la Groddeck, are being suggested to 
the patient. Although an earlier reviewer said that Erickson 
has been misunderstood as using "'tricks and manipulation," 
I persona:ly view this book as an excellent practical illustra- 
tion of Erickson using (and being used by) Rossi as an in- 
novative master manipulator. 


C.E. ScuoRER, M.D. 
Detroit, Mich. 


Understanding the Rape Victim: A Synthesis of Research 
Findings, by Sedelle Katz and Mary Ann Mazur, M.D. New 


York, N.Y., Wiley-Interscience (John Wiley & Sons), 1979, — 


330 pp., $19.95. 


Sedelle Katz (previously a research assistant in psychia- 
try) and Mary Ann Mazur (an assistant professor of psychia- 
try) have written a book that is a review of the literature on 
research about rape and the victims of sexual assault. Their 
aim is to survey and synthesize the data in the literature and 
to analyze the discrepancies in the findings of the various 
empirica studies. The book is part of the Wiley series on 
personality processes, which attempts to provide an in- 
tegration of theory, empirical data, and practical recommen- 
dations. 

The authors spent six years researching and writing the 
book. During this time they surveyed Psychological Ab- 
stracts and Sociological Abstracts for 1966-1977, Index Me- 
dicus through April 1978, Selected List of Tables of Contents 
of Psychiatric Periodicals through September 1978, and bib- 
liographies from the Center for Women Policy Studies and 
from the St. Louis Rape Crisis Center. 

The major contribution of the book is its attempt to sort 
out the dizmetrically opposed conclusions of different stud- 
ies and to account for the differing conclusions. The main 
cause of confusion in the scientific literature on rape, the 
authors state, is that many studies lump all forms of sexual 
assault together. Katz and Mazur thus do a great service by 
differentiating between studies focusing primarily on rape 
and those focusing on a large variety of other sexual assaults 
(incest, sodomy, molestation, fondling, and exhibitionism). 
They conclude that one cannot rely on the studies of sexual 
assault as a source of accurate information about rape vic- 
tims. Differences in the offense studied is only one methodo- 
logical issue that the authors discuss. The other five are dif- 
ferences in the age group of victims studied, differences in 
the definition of what constitutes rape, differences in sample 
selection, the issue of reportability, and the lack of system- 
atic studies, especially the lack of control groups and the 
lack of iong-term follow-up studies. 

The book makes a number of other contributions. First, it 
compares data on rape with data on other crimes (for ex- 
ample, regarding place of crime and the rate of false accusa- 
tion). Second, it destroys some persistent myths (for ex- 
ample, it takes to task the old myth of precipitation of rape 
by the victim). Third, regarding the practical issue of coun- 
seling, it emphasizes the need to match the type of inter- 
vention with the need of the particular victim. For example, 
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crisis intervention and follow-up short-term therapy may 
help resolve the problems incurred by rape, but if the rape 
victim is not seen until long after the rape or if she has a 
psychiatric history, long-term therapy may be aeeded. The 
authors state that group therapy does not seem particularly 
successful in the acute stages after rape, but :t seems to be 
the most viable form of treatment for victims raped some 
time in the past. 

On the critical side, there are some shortcomings, as there 
are in any book. First, there could be additional discussion 
of the fact that the book—like the studies it reviews—is 
based primarily on reported cases. It is possizle, therefore, 
that the book perpetuates some myths about rape, myths 
that might be dispelled if one had more data on unreported 
rapes, For example, the book states, ‘‘The vest majority of 
-adult victims were raped by complete strangers. ... The 
stereotype of the stranger as rapist is indeed z fact” (p. 123, 
italics in the original). This kind of conclusion serves to per- 
petuate a bias against the adult victim who is raped by some- 
one she knows. We kriow from other studies <Lat rape of an 
adult by a known assailant is common. In an unpublished 
1975 manuscript Bart reported that only 4096 of the women 
studied were raped by a total stranger; others were raped by 
an acquaintance, date, friend, a man known by sight, rela- 
tive, lover, or husband. Only 3496 cf Bart's total sample re- 
ported the rape to the police. Wilson's study of unreported 
rape (1), based on Australian data, also found rape by rela- 
tives or acquaintances to be common. 

There could have been additional discussion of studies 
relevant to rape prevention (2, 3). Bart (2) found a subset of 
victims who had been attacked more than once and who had 
avoided rape on one occasion but had been raped on anoth- 
er. These victims had less difficulty escaping rom a stranger 
than from a person they knew. 

In summary, the book generally is a careft! survey of the 
literature. It would be useful to anvone attempting to make 
sense out of the increasing number of published studies on 
rape or who expects to design a study of his or her own. 


REFERENCES 
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LYNDA LYTLE HOLMSTROM, PH.D. 
Chestnat Hili, Mass. 


Clinical Neuropsychology, edited by Kennet M. Heilman, 
M.D., and Edward Valenstein, M.D. New York, N.Y., Ox- 
ford University Press, 1979, 597 pp., $19.50. 


To review an almost 600-page volume on neurcpsychology 
from the perspective of a clinical psychiatrist is not an easy 
task. Neuropsychology concerns itself with brain-behavior 
relationships, and the majority of the data in the field is de- 
rived from the empirical correlation of behzvioral change 
with specific neuroanatomic lesiors in the rervous system. 
As such, it is closely allied with traditional neurology arid not 
with functional, dynamic psychology. 
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This volume arose out of a need felt by the editors to in- 
tegrate many diverse and often bewildering observations in a 
systematic fashion, centering around specific types of behav- 
ioral and intellectual disorders. The topics include, among 
others, aphasia, alexia, agraphia, acalculia, body schema 
disturbances, apraxia, agnosia, amnesia, dementia, and 
childhood learning disaoilities. 

Each chapter presents a historical review of the evolution 
of thinking regarding a specific disorder and delineates the 
areas of unresolved conflict. In addition, methods for defini- 
tive diagnosis are outlined. The authors are to be com- 
mended for their scholarship and their presentation of highly 
sophisticated material in a readable fashion. 

Overall, the editors have accomplished admirably their 
stated purpose of providing a volume that integrates clinical 
information on the major neuropsychological disorders. 
Nevertheless, this volume is written for the neurologist or 
the research psychologist and has limited applicability to 
clinical psychiatry. Emphasis is on diagnosis, not treatment. 
Moreover, the use of the term "psychology" may be mis- 
leading because it refers not to a psychodynamic orientation 
but to a neuroanatomic localization of functioning in the 
brain. Because of this, I feel this volume will have only limit- 
ed appeal to the general field of clinical psychiatry. 


THOMAS C. Bonn, M.D. 
Belmont, Mass. 


Cancer, Stress, and Death, edited by Jean Taché, D.Sc., 
Hans Selye, C.C., M.D.. Ph.D., D.Sc., and Stacey B. Day, 
M.D., Ph.D., D.Sc. New York, N.Y., Plenum Medical Book 
Co., 1979, 223 pp., $22.50. 


There has been increasing interest in stress response in 
recent years, both at the clinical-psychological and the phys- 
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iologic levels in terms of endocrine substances, neurotrans- 
mitters, and the immune response. This book presents a gen- 
eral approach to the physiology of stress response, mostly in 
the form of reviews of past work; included also is interesting 
new work that approaches the clinical issues encountered in 
patients who are dying. 

The book's title, however, promises more than is deliv- 
ered, This is not to underestimate the importance of the sub- 
ject matter that is presented. I am more critical of the book’s 
construction; there is an implied idea that there is going to be 
a linkage among the three important concepts contained 
within the title. That happens to only a limited degree at the 
very beginning of the book. Other than that, the book gener- 
ally lacks depth as well as scope. 

Jean Taché’s introduction, “‘Stress as a Cause of Dis- 
ease," is a general review of the stress concept. This is fol- 
lowed by a somewhat similar review by Hans Selye. There is 
also a three-page review of the possible effects of emotional 
stress on the immune system, as well as reviews of hormone 
responses to stress. There are clinical papers that deal with 
the management of bereavement and the relationship of phy- 
sician to patient. There is a somewhat refreshing overview 
by Dr. Day at the end of the book that almost, but not quite, 
makes the whole thing worthwhile. Robert Fulton writes an 
interesting chapter on ''Grief, Stress, and the Surrogate 
Griever," which addresses a phenomenon among patients 
who die in segregated institutions. He points out that there is 
a potential for role reversal between surviving family mem- 
bers and the health care personnel—in other words, as the 
patient dies the family adapts and stops grieving, while para- 
doxically the caregivers seem to insist on continued grieving 
and on continuing care against the wishes of the family. 


THEODORE NADELSON, M.D. 
Boston, Mass. 
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This listing acknowledges the receipt of recent books. Books 
of particular interest to the readers of this journal will be 
reviewed as space permiis, and copies of the reviews will be 
sent to the publishers. Books cannot be returned to the 
publishers. 


Darwinism and Human Affairs, by Richard D. Alexander. Se- 
attle, Wash., University of Washington Press, 1979, 298 pp., 
$14.95, 


The Rights of the Mentally Retarded-Developmentally Dis- 
abled to Treatment and Education, by Issam B. Amarv, M.S. 
Springfield, Ill., Charles C Thomas, 1980, 173 pp., $17.50. 


And They Took Themselves Wives: The Emergence of Patri- 
archy in Western Civilization, by David Bakan. San Fran- 
cisco, Calif., Harper & Row, 1979, 179 pp., $10.00. 


Application of Hypnosis in Sex Therapy, by Hugo G. Beigel, 
Ph.D., and Warren R. Johnson, Ed.D. Springfield, Il., 
Charles C Thomas, 1980, 322 pp., $29.50. 


Disorders of the Schizophrenic Syndrome, edited by Leopold 
Bellak, M.D. New York, N.Y., Basic Books, 1979, 629 pp., 
$27.50. 


Management Information Systems in the Drug Field, edited 
by George M. Beschner, M.S.W., Neil H. Sampson, 
M.P.A., M.P.H., and Christopher D'Amanda, M.D. Rock- 
ville, Md., National Institute on Drug Abuse, 1979, 214 pp., 
no price listed (paper). 


Psycho-Social Aspects of a Severe Burn: A Review of the Liter- 
ature. 1979 Supplement to the International Bibliography on 
Burns, by M.L. Bowden, M.S.W., Claudella A. Jones, R.N., 
and Irving Feller, M.D. Ann Arbor, Mich., National Insti- 
tute for Burn Medicine, 1979, 127 pp. no price listed (paper). 


Psychosocial Characteristics of Drug-Abusing Women, by 
Marvin R. Burt, Thomas J. Glynn, and Barbara J. Sowder. 
Rockville, Md., National Institute on Drug Abuse, 1979, 82 
pp., no price listed (paper). 


And a Time to Live: Toward Emotional Well-Being During the 
Crisis of Cancer, by Robert Chernin Cantor. New York, 
N.Y., Harper Colophon Books (Harper & Row), 1978, 276 
pp., $3.95 (paper). 


Crisis Admission Units and Emergency Psychiatric Services: 
.Report on a Study. Public Health in Europe II, by J.E. Coo- 
per. Copenhagen, Denmark, World Health Organization Re- 
gional Office for Europe, 1979, 118 pp., 11 Swiss francs (pa- 
per). 
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The Energy Couple: The New Sexuality, by Douglas Q. 
Corey, Ph.D., and Jeannette P. Maas, Ph.D. Springfield, 
Ill., Charles C Thomas, 1980, 138 pp., $9.95. 


Basic Readings on the MMPI: A New Selection on Personality 
Measurement, edited by W. Grant Dahlstrom and Leona 
Dahlstrom. Minneapolis, Minn., University of Minnesota 
Press, 1980, 414 pp., $27.50. 


Contemporary Issues in Biomedical Ethics, edited by John W. 
Davis, Barry Hoffmaster, and Sarah Shorten. Clifton, N.J., 
Humana Press, 1978, 295 pp., $19.50. 


Instrumental Enrichment: An Intervention Program for Cog- 
nitive Modifiability, by Reuven Feuerstein in collaboration 
with Ya'acov Rand, Mildred B. Hoffman, and Ronald Mill- 
er. Baltimore, Md., University Park Press, 1980, 416 pp., 
$24.95. 


Before the Best Interests of the Child, by Joseph Goldstein, 
Anna Freud, and Albert J. Solnit. New York, N.Y., Free 
Press (Macmillan Publishing Co.), 1979, 267 pp., $12.95; 
$3.95 (paper). 


Beyond the Best Interests of the Child, 2nd ed., by Joseph 
Goldstein, Anna Freud, and Albert J. Solnit. New York, 
N.Y., Free Press (Macmillan Publishing Co.), 1979, 189 pp., 
$12.95; $3.95 (paper). 


Rational-Emotive Therapy: A Skills-Based Approach, by Rus- 
sell Grieger, Ph.D., and John Boyd, Ph.D. New York, N.Y., 
Van Nostrand Reinhold Co., 1980, 277 pp., $15.95. 


Essentials of Postgraduate Psychiatry, edited by Peter Hill, 
Robin Murray, and Anthony Thorley. London, England, Ac- 
ademic Press (New York, N.Y., Grune & Stratton), 1979, 
775 pp., $49.50. 


Toward Understanding Relationships: European Monographs 
in Social Psychology 18 (series editor, Henri TajfeD, by Robert 
A. Hinde. London, Academic Press (Harcourt Brace Jovan- 
ovich), in cooperation with the European Association of Ex- 
perimental Social Psychology, 1979, 359 pp., $36.50; $18.00 
(paper). 


Specialized Techniques in Individual Psychotherapy, edited 
by Toksoz B. Karasu, M.D., and Leopold Bellak, M.D. 
New York, N.Y., Brunner/Mazel, 1980, 490 pp., $25.00. 
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Human Memory: Structures and Processes, 2nd ed., by Ro- 
berta L. Klatzy. San Francisco, Calif., W.H. Freeman and 
Co., 1980, 348 pp., $17.00; $8.95 (paper). 


Patients and Healers in the Context of Culture: An Explora- 
tion of the Borderland Between Anthropology, Medicine, and 
Psychiatry, by Arthur Kleinman. Berkeley, Calif., University 
of California Press, 1980, 414 pp., $25.00. 


Transsexuality in the Male: The Spectrum of Gender Dys- 
phoria, by Erwin K. Koranyi, M.D. Springfield, Ill., Charles 
C Thomas, 1980, 191 pp., $17.50. 


Childhood and Art Therapy: Notes on Theory and Appli- 
cation, by Edith Kramer, with Laurie Wilson. New York, 
N.Y., Schocken Books, 1979, 281 pp., $17.50. 


Controversies in Therapeutics, by Louis Lasagna, M.D. 
Philadelphia, Pa., W.B. Saunders Co., 1980, 594 pp., 
$29.50. 


A Death of One's Own, by Gerda Lerner. New York, N.Y., 
Harper Colophon Books (Harper & Row), 1978, 269 pp., 
$3.95 (paper). 


A History of Psychology in Autobiography, Vol. VII, edited by 
Gardner Lindzey. San Francisco, Calif., W.H. Freeman and 
Co., 1989, 472 pp., $22.50; $15.00 (paper). 


Delirium: Acute Brain Failure in Man, by Z.J. Lipowski, 
M.D. Springfield, Ill., Charles C Thomas, 1980, 548 pp., 
$39.75. 


. À Consumer Approach to Community Psychology, edited by 
James K. Morrison. Chicago, Ill., Nelson-Hall, 1979, 341 
Dp., $17.95. 


Basic Handbook of Child Psychiatry, Vol. 1: Development, ed- 
ited by Justin D. Call, Joseph D. Noshpitz, Richard L. Co- 
hen,. and Irving N. Berlin; Joseph D. Noshpitz, editor-in- 
chief. New York, N.Y., Basic Books, 1979, 691 pp., $35.50 
(4-volume set, $138.00). 


Basic Handbook of Child Psychiatry, Vol. 2: Disturbances in 
Development, edited by Joseph D. Noshpitz; Joseph D. 
Noshpitz, editor-in-chief. New York, N.Y., Basic Books, 
1979, 722 pp., $35.50 (4-volume set, $138.00). 


Basic Handbook of Child Psychiatry, Vol. 3: Therapeutic In- 
terventions, edited by Saul I. Harrison; Joseph D. Noshpitz, 
editor-in-chief. New York, N.Y., Basic Books, 1979, 673 pp., 
$35.00 (4-volume set, $138.00). 


Basic Handbook of Child Psychiatry, Vol. 4: Prevention and 
Current Issues, edited by Irving N. Berlin and Lawrence A. 
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Stone; Joseph D. Noshpitz, editor-in-chief. New York, N.Y., 
Basic Books, 1979, 584 pp., $35.00 (4-volume set, $138.00). 


What Is B.F. Skinner Really Saying? by Robert D. Nye. En- 
glewood Cliffs, N.J., Prentice-Hall, 1979, 134 pp., $9.95; 
$4.95 (paper). 


Secrets in the Family, by Lily Pincus and Chr.stopher Dare. 
New York, N.Y., Harper Coiophon Books, 1980, 154 pp., 
$3.95 (paper). 


The Course of Alcoholism: Four Years After Treatment, by J. 
Michael Polich, David J. Armor, and Harrie! B. Braiker; 
prepared for the National Institute on Alcohol Abuse and 
Alcoholism. Santa Monica, Calif., Rand Corp., 1980, 361 
pp., $10.00 (paper). 


Catharsis in Healing, Ritual, and Drama, by T.J. Scheff. 
Berkeley, Calif., University of California Press, 1980, 239 
pp., $12.95; $3.95 (paper). 


Psychoanalytic Group Dynamics: Basic Readings, edited by 
Saul Scheidlinger, Ph.D. New York, N.Y.. International 
Universities Press, 1980, 307 pp., $20.00. 


Selye’s Guide to Stress Research, Vol. 1, edited by Hans 
Selye. New York, N.Y., Van Nostrand Reinhold Co., 1980, 
342 pp., $22.50. 


Sensory Integration in Children: Evoked Potentials and Inter- 
sensory Functions in Pediatrics and Psychology, by Thorne 
Shipley, Ph.D. Springfield, Ill., Charles C Thomas, 1980, 
152 pp., $15.50. 


Family Violence, by George Thorman, M.A., M.S.W. 
Springfield, Ill., Charles C Thomas, 1980, 179 pp., $15.50. 


Covert Conditioning, edited by Dennis Upper and Joseph R. 
Cautela. New York, N.Y., Pergamon Press, !979, 383 pp., 
$30.00; $9.50 (paper). 


Health Education: Smoking, Alcoholism, Drugs. Review of Se- 
lected Programmes for Schoolchildren and Parents. EURO 
Reports and Studies 10, by K. Vuylsteek. Copenhagen, Den- 
mark, World Health Organization Regiona: Office for Eu- 
rope, 1979, 58 pp., 6 Swiss francs (paper). 


Biofeedback and the Modification of Behavior. by Aubrey J. 
Yates. New York, N.Y., Plenum Press, 1280, 504 pp., 
$24.50. 


Hostility and Aggression, by Dolf Zillmann. Hillsdale, N.J., 
Lawrence Erlbaum Associates (New York, N.Y., Halsted 
Press, John Wiley & Sons, distributor), 1979, 408 pp., 
$24.95. 
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The American Board of Psychiatry and Neurology 


The following successfully completed the Board examination given in Atlanta, GA, January 7-8, 1980. 


PSYCHIATRY 
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Biddinger, John Edward, M.D., Denver, CO 
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Bleck, Robert George, M.D., Aurora, CO 
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Book, Jonathan, M.D., Randallstown, MD 
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Buckingham, James Allan, M.D., Concord, NC 
Burch, Earl A., Jr., M.D., Columbia, SC 


Campbell, Arthur S., M.D., Short Hills, NJ 

Cano, Francisco J., M.D., Topeka, KS 

Carter, John Jefferson, Jr., M.D., Birmingham, AL 
Chandler, James Lloyd, M.D., Portsmouth, VA 
Chastek, James W., M.D., St., Paul, MN 
Chavez-Rice, Eugenio, M.D., Bourne, MA 
Chokhawala, Pankaj P., M.D., West Palm Beach, FL 
Chung, Hae Jin, M.D., Bettlehem, PA ; 
Clifton, Phillip M., M.D., Winston-Salem, NC 
Cohen-Cole, Steven A., M.D., Homewood, AL 
Collier, Robert Oran, M.D., Harlingen, TX 

Coyle, Joseph T., M.D., Ba timore, MD 

Crafton, Clifford Gene, M.D., Mandeville, LA 
Crane, Douglas Fountain, M.D., Charleston, SC 
Curfman, W. Corbet, M.D., Knoxville, TN 


Daum, Diane Vinikoor, M.L., New Orleans, LA 
De Silva, K.T. Nihal, M.D., Harrington Park, NJ 
de Silva, Sriya, M.D., Atlanza, GA 

De Vargas, Cecilia C., M.D., El Paso, TX 

Deal, Roger W., M.D., Fort Benning, GA 
Deming, Michael George, M.D., Edmonds, WA 
Denney, James Buell, M.D., Mandeville, LA 
Devaris, Dionisios Peter, M.D., Rockville, MD 
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New! THE BOTANY AND CHEMISTRY OF HALLUCINOGENS (2nd Ed.) 
by Richard Evans Schultes and Albert Hofmann. Plants of known, possible, or sus- 
pected hallucinogenic potential are examined with respect to chemistry and botanical 
distribution. Pharmacological and psychological aspects are also covered. '80, $28.75 


Neu! IMPROVING EFFECTIVENESS AND REDUCING COSTS IN 
MENTAL HEALTH by Brian T. Yates. Procedures for assessing, analyzing, and im- 
proving effectiveness while reducing costs for a wide variety of mental health delivery 
systems are featured. '80, $19.75 


New! ANXIETY AND EMOTIONS: Physiological Basis and Treatment by Des- 
mond Kellv. The author documents the biochemical and physiological changes that 
anxiety produces in the human body and reports on treatment strategies. '80, $24.75 


New! MENTAL HEALTH FOR THE NON-PROFESSIONAL by Arlene Wood 
Wiener. Knowledge, skills, and functions required of the non-professional in the 
mental health setting are delineated. '80, cloth-$8.75, baper-$4.95 


New! PARENT EDUCATION AND INTERVENTION HANDBOOK edited by 
Richard R. Abidin. Intervention strategies that use parents as the principal therapeutic 
force for change in the child patient are presented. ’80, $24.50 


New! THE RIGHTS OF THE MENTALLY RETARDED/DEVELOPMEN- 
TALLY DISABLED TO TREATMENT AND EDUCATION by Issam B. Amary. This 
review of the rights of the MRDD includes data on pertinent professional and special 
. services. '80, $17.50 


GAMBLING TODAY edited by David Lester. Economic, sociological, criminological, 
psychological, and psychiatric aspects of gambling and gambling behavior are ex- 
plored. '79, $12.75 


YOUR DEAF CHILD: A Guide for Parents (7th Ptg.) by Helmer R. Myklebust. Data is 
presented cn parental attitudes, teaching self-care and communication skills, and or- 
ganizations that can help the deaf child. '79, $5.50, paper 


HANDBOOK OF MENTAL RETARDATION SYNDROMES (3rd Ed., 2nd Ptg.) by 
Charles H. Carter. Mental retardation syndromes resulting from preconceptional, pre- 
natal, perinatal, and postnatal influences are discussed. '79, $26.25 


CHILDHOOD MALIGNANCY: The Psychosocial Care of the Child and His Family 
by David W. Adams. The author describes how one can help the child and his family 
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PSYCHOSEXUAL DISORDERS: A Review by M. T. Haslam. Etiology and manage- 
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Acute Brain Failure in Man 


N 


By 
Z. J. Lipowski 


Dartmouth Med:cai School 
Hanover, New Hasnpshire. 


Uniquely broad in scope and meticulous 
in detail, this monograph deals exhaus- 
tively with all aspects of :he common yet 
little-understood conditicn of delirium— 
its physical and psychob:clogical causes, 
the medical and surgical context in which 
it occurs, and iis diagnosis and manage- 
ment. Seventeen hundred references are 
cited. 


The first of the book's cuc main sections 
reviews the literature and outlines basic 
clinical and scientific asp2cts of delirium. 
Chapter topics include: 


history of delirium 

definition of delirium 

clinical fea-ures 

psychopathology of zelirium 
etiology of delirium 
pathophysiology anc pathogenesis 
diagnosis of delirium 

differential diagnosis 

management of delirium 


The book's second section discusses the 
many medical and surgical disorders that 
induce delirium: 


e intoxication wich medical drugs 

e delirium due :o alcohol or drug 
withdrawal 

delirium due tc metabolic disorders 
delirium due tc infeztion 

delirium due tc toxic agents 
delirium due to head injury, brain 
tumor, epilepsy, and cerebrovascular 
diseases 

e postpartum delirium 

e delirium in surgerv 

e delirium in geriatric; 


Emphasis throughout these chapters is on 
practical problems of ciagnosis and 
therapy. 


Researchers and cliniciars in all of the 
many specialiües where delirium pre- 
sents itself, including psr-hiatry, geriat- 
rics, obstetrics, surgery, z2urzology, and 
general and critical care medicine, will 
appreciate this authoritarive and singu- 
larly comprehensive book. '80, 576 pp., 5 
tables, $39.75 
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| Order Your Copy | 
of the 1980 Membership Directory Now! 





The latest listing of APA members (as of January 31, 1980) has just been pub- 
lished. Unlike previous editions, the 1980 Membership Directory, largely at the 
- urging of President Dr. Donald G. Langsley, contains telephone numbers as well 
as names, addresses, membership class and membership status. A new format 
provides easy access to the alphabetical and geographical listings. 


Another new addition to this Directory is a section containing the names and ad- 
dresses of District Branch Executive Secretaries. Also included in this Directory 
is a list of Officers, the Board of Trustees and the Assembly, as well as past APA 
meetings, past Officers, Honorary and Distinguished Fellows and a membership 
table. This publication will provide readers with information about the APA and 
the most comprehensive listing of the membership since the 1977 Biographical 
Directory. 


April 1980. Aamioiinately 300 pages. Order #151. $13.00. 
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Send coupon to: American Psychiatric Association 
Publication Sales 
1700 18th St., N.W. 
Washington, D.C. 26009 
Please send me copy(ies) of the 1980 APA Membership Directory, 
order #151, © $13.00 ea. 
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The Brown Schools: 
Specialists in 
Residential Treatment 


Residential treatment has be- 
come highly specialized in the 
field of mental health. It is a 
specific treatment modality for 
those who need a totally planned 
and structured environment. 

The Brown Schools has de- 
veloped a wide range of profes- 
sional services that can be 
utilized to implement an indi- 
vidually planned residential 
treatment program. The degree 
of structure and protection, the 
intensity of therapy, the methods 
of education and training are 
controlled and modified with the 
resident's changing needs. 

Professionals in the areas of 
psychiatry, psychology, nursing 
social work, education, pre- 
vocational training, speech 
pathology, and recreation have 
developed expertise in the spe- 
cific area of residential treat- 
ment. Each service area is de- 
signec as a component of an 
integrated therapeutic milieu. 

The three residential treatment 
centers of The Brown Schools 
provide complete programming 


The first complete directory 


of outpatient mental health services 


IMMEDIATE, PRECISE HELP FOR REFERRALS 


for those in need of twenty-four 
hour care. Services are available 
for children, adolescents, and 
adults with emotional distur- 
bance, mental retardation, and 
neurological impairment. Two 
small group homes in Austin 
provide for reintegration into the 
community and complement the 
services offered in the other 
centers. For information, write: 
Director of Admissions/ 
Department C-O 

The Brown Schools 

P.O. Box 4008, 

Austin, Texas 78765. 

Toll Call: (512) 478-6662 

Out of State Free: (800) 531-5305 
From Texas Free: (800) 252-5404 
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THE J*. 
BROWN 
SCHOOLS 


An equal opportunity employer. 

All our programs are accredited by 
the appropriate Councils of the Joint 
Commission on Accreditation of 
Hospitals. 






Bi Covers institutes, community mental health centers, 
hospitals, private facilities, clinics, support groups. 
E o each listing, provides details on kinds of services 
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B Arranged geographically; Cross-indexed twice— - 
by name and type of service. 















OF MENTAL HEALTH 


A GUIDE TO ADULT OUTPATIENT MENTAL HEALTH 
FACILITIES AND SERVICES THROUGHOUT THE 
UNITED STATES 


Edited and Prepared by Neal-Schuman Publishers, Inc. 
Ellen Gay Detlefsen, Consulting Editor 
Andrea Pedolsky, Managing Editor 


Next time a patient or client needs a different kind of _ 
treatment or moves to another city here is the one — 
sourcebook to consult...the only comprehensive - 
directory to over 3600 outpatient centers serving 
adults (age 16 or over) throughout the country. 


JOHN WILEY «Q SONS MIE ARLE SAB = 
605 Third Avenue —— COUPONTO 
ORDER TODAY. 
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— Please send me THE NATIONAL DIRECTORY 







Mail to: John Wiley & Sond. Inc., Pam as Dept. 7702 
605 Third Avenue, New York, N Y. 10016 


OF MENTAL HEALTH œ $45.00 


O My check (including state sales tax) is enclosed. (Wiley pays postage 
and handling on prepaid orders. Shipment is nermally made within 10 
days. If shipment cannot be made within 90 days, payment will be 
refunded.) 

O Bill me. 


O Chargeto — LJ Master Change O Visa C] American Express 


Card # Expiration Date 





Signature | 


Name 





Affiliation 
Address ik Pe ee A ee | 


City/State/Zip £ See E o 
Price subject to change without notice. 1-7702 | 





Sleep research laboratory 
testing of insomnia patients 
for 995 subject nights 
demonstrates efficacy of 
Dalmane (flurazepam HCI/Roche)! 


In 14 separate studies, subjects given Dalmane were 
monitored with polygraphic recordings for a total of 
995 nights, objectively demonstrating the efficacy 
of Dalmane. 
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MORE POLYGRAPHIC EVIDENCI 





DALMANI 


(flurazepam HC!/Roche 





Efficacy from the first night 
through 28 nights, 

without need 

to increase dosage 


Dalmane (flurazepam HCI/Roche) is the only sleep 
medication objectively proven effective through 28 
consecutive nights of administration in two separate 
studies in the sleep research laboratory?^ The pro- 
longed use of Dalmane is seldom necessary; should it 
be, appropriate patient evaluations such as periodic 
blood counts and liver and kidney function tests are 
recommended. 
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F EFFICACY FOR INSOMNIA 


Dalmane* (flurazepam HCI/Roche) 
improved sleep during short, 
intermediate and longer-term use 


ENT c P E oe 
boxbos, Dalmame Dalbmane Dalmane 
AN n mighta 


hours, of total sleep time. 
Adapted from Dement WC, et al: Behav Med 5:25-31, 
Oct 1978 


Since most insomnia is transitory in nature, initiate 
therapy at the lowest effective dose for the shortest 
time advisable to achieve a predetermined thera- 
peutic goal. 


References: 

1. Data on file, Medical Department, Hoffmann-La Roche Inc., 
Nutley NJ 

2. Kales A, et al: Clin Pharmacol Ther 19: 576-583, May 1976 

3. Dement WC, et al: Behav Med 5: 25-31, Oct 1978 

4. Kales A, et al: Clin Pharmacol Ther 18: 356-363, Sep 1975 





Clinical documentation of 
efficacy in 4950 patients 
with insomnia’ 


Dalmane (flurazepam HCI/Roche) efficacy was 
evaluated in 18 clinical studies. These included 
paired-night, double-blind crossover, double-blind 
comparison and patient preference studies. Results 
of these studies demonstrated anc confirmed the 
effectiveness of Dalmane. 


Periodic evaluation of 
patients sleep habits may help 
prevent subsequent insomnia 


Should insomnia recur, the patient may need guidance 
in setting up a regular sleep program. This may 
include establishment of a regular bedtime hour, 
taking a warm bath prior to retiring and avoidance of 
alcohol, stimulants or heavy meals late in the evening. 


DALMANE « 


flurazepam HCI/Roche 
15-mg and 30-mg capsules 


UNMATCHED PROOE 
UNMATCHED EFFICACY 


Please see summary of product 
information on following page. 


AAS 


Protocol for insomnia 
management 


O Treat physical and/or psychological factors that 
may underlie an inability to sleep. 


O Thoroughly question and evaluate new patients 
who specifically request sleep medications. 


O Consider other medications the patient may be 
taking (including alcoholic beverages) and be aware of 
possible drug interactions. 


O Select a sleep medication with objectively docu- 
mented proof of efficacy and a wide margin of safety. 


O Initiate treatment at the lowest effective dose for 
the period of time deemed necessary to achieve a 
reasonable therapeutic goal. 


O Monitor response to therapy and, based upon 
patient reassessment, determine need for continuing 
medication on an individual basis. 


LJ Advise patients who ingest alcoholic beverages or 
other CNS depressants against doing so while on sleep 
medication. CNS stimulants such as caffeine should 
also be discontinued. 


O Caution patients against engaging in hazardous 
occupations requiring complete mental alertness such 
as operating machinery or driving a motor vehicle 
shortly after ingesting the drug. In addition, as with all 
CNS depressants, patients may have reduced motor 
performance while on nypnotic therapy and should be 
advised accordingly. 

LJ Avoid prescribing for suicidal or dependency-prone 


individuals whose histories indicate an inability to 
handle any psychoactive substances including alcohol. 
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Now available from Roche — important guidance 
for your patients with insomnia. 


Roche Products Inc. 
One Broad Avenue 
Fairview, New Jersey 07022 


Name 
Address 
City 


State Zip 
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DALMANE « 


flurazepam HC!/Roche 


One 15-mg capsule h.s.— recommended initial dosage 
for elderly or debilitated patients. 

One 30-mg capsule h.s.— usual adult dosage 

(15 mg may suffice in some patients). 


Before prescribing, please consult complete product informa- 
tion, a summary of which follows: 
Indications: Effective in all types of insomnia characterized by 
difficulty in falling asleep, frequent nocturnal awakenings and/or 
early morning awakening; in patients with recurring insomnia or 
poor sleeping habits; in acute or chronic medical situations re- 
quiring restful sleep. Objective sleep laboratory data have shown 
effectiveness for at least 28 consecutive nights of administration. 
Since insomnia is often transient and intermittent, prolonged 
administration is generally not necessary or recommended. 
Contraindications: Known hypersensitivity to flurazepam HCI. 
Warnings: Caution patients about possible combined effects with 
alcohol and other CNS depressants. Caution against hazardous 
occupations requiring complete mental alertness (e.g., operating 
machinery, driving). 

Usage in Pregnancy: Several studies of minor tranquilizers 

(chlordiazepoxide, diazepam, and meprobamate) suggest 

increased risk of congenital malformations during the first 

trimester of pregnancy. Dalmane, a benzodiazepine, has 

not been studied adequately to determine whether it may 

be associated with such an increased risk. Because use 

of these drugs is rarely a matter of urgency, their use 

during this period should almost always be avoided. Con- 

sider possibility of pregnancy when instituting therapy; 

advise patients to discuss therapy if they intend to or 

do become pregnant. 
Not recommended for use in persons under 15 years of age. 
Though physical and psychological dependence have not been 
reported on recommended doses, use caution in administering to 
addiction-prone individuals or those who might increase dosage. 
Precautions: In elderly and debilitated patients, it is recom- 
mended that the dosage be limited to 15 mg to reduce risk of 
oversedation, dizziness, confusion and/or ataxia. Consider poten- 
tial additive effects with other hypnotics or CNS depressants. 
Employ usual precautions in patients who are severely depressed, 
or with latent depression or suicidal tendencies, or with impaired 
renal or hepatic function. Periodic blood counts and liver and 
kidney function tests are advised during repeated therapy. 
Adverse Reactions: Dizziness, drowsiness, lightheadedness, 
staggering, ataxia and falling have occurred, particularly in elderly 
or debilitated patients. Severe sedation, lethargy, disorientation 
and coma, probably indicative of drug intolerance or overdosage, 
have been reported. Also reported: headache, heartburn, upset 
stomach, nausea, vomiting, diarrhea, constipation, GI pain, ner- 
vousness, talkativeness, apprehension, irritability, weakness, 
palpitations, chest pains, body and joint pains and GU complaints. 
There have also been rare occurrences of leukopenia, granulo- 
cytopenia, sweating, flushes, difficulty in focusing, blurred vision, 
burning eyes, faintness, hypotension, shortness of breath, 
pruritus, skin rash, dry mouth, bitter taste, excessive salivation, 
anorexia, euphoria, depression, slurred speech, confusion, rest- 
lessness, hallucinations, paradoxical reactions, e.g., excitement, 
stimulation and hyperactivity, and elevated SGOT, SGPT, total and 
direct bilirubins and alkaline phosphatase. 
Dosage: Individualize for maximum beneficial effect. 
Adults: 30 mg usual dosage; 15 mg may suffice in some patients. 
Elderly or debilitated patients: 15 mg recommended initially 
until response is determined. 
Supplied: Capsules containing 15 mg or 30 mg flurazepam HCI. 


ROCHE PRODUCTS INC. 
Manati, Puerto Rico 00701 


The Joint Information Service of the American Psychiatric Association 
and the Mental Health Association releases Two New Volumes That 


Focus on the 
Elderly 


This carefully documented book reports a field study of ten programs, four in America 
and six in England and Scandinavia, which serve as practical demonstrations of 
creative mental health services for the elderly. They include: 








Creative e a novel “Neighborhood Family" providing vigorous support to elderly residents of 
Mental several trailer parks | | | 
Health e a high school for the elderly which sends its students abroed for study trips — 
Services 3 e a “Human Development Project” that focuses on responding to the psychological 
i th needs of the elderly : 
or e e a carefully coordinated system of “respite hospitalization,’ which promotes the 
Elderly health of the elderly while allowing maximum use of hospital beds and family resources 
e a "Lucy Booth," patterned after the Peanuts comic strip. which provides easy 
Raymond Glasscote access to many kinds of services 
Jon E. Gudeman e and many other innovative, successful approaches. 
Donald Miles Each program is subjected to intensive scrutiny. The resulting document becomes a 
PUEMCE NY ACE WERE handbook, and, as well, a forum through which some of the world’s most experienced 
: practitioners of “the psychiatry of old age” present their views. 
JOINT INFORMATION SERVICE Dr. Wilma Donohue, director of the International Center for Social Gerontology, 


characterizes this volume as “a masterful job of putting everything in relief... the 
guidelines for action are right here.” 
190 pages. Casebound. Price $8.50. 








Concerned about the very bad reputation that nursing homes have received from — Ax AE S 
many quarters in recent years, the Joint Information Service set up a field study to i A ate 
visit a systematically chosen sample of nursing homes, and board-and-care homes as a ee ee 


well, to see to what extent the care of and the quality of life for the patients differed 
from the geriatrics units of state hospitals. Altogether, sixty nursing homes and 31 
board-and-care homes in ten locales were visited, in each case by the senior author 
accompanied by two mental health professionals. 


Raymond Glasscote 


Allan Beigel Lee Gure! 


The teams were surpised to learn that care and quality of life in many of the nursing Alex Butterfield, dr Ruth Lewis 
and board-and-care homes they visited were better—sometimes dramatically better— aec "ritis 
than that in the mental health facilities and often at lower cost. eee a ABE idc 


This unique publication provides an overview of all facilities visited plus vignettes 
of approximately half. Federal and state rules and regulations are also expertly syn- pine Mee Vege THEE SESS, 
thesized into brief and readable style. THE JOINT INFORMATION SERVICE 
148 pages. Casebound. Price $6.50 





Publication Sales Division 

American Psychiatric Association 

1700 18th St., N.W., Washington, D.C. 20009 
Please send: copies of Creative Mental Health Services for the Elderly @ $8.50 per copy 

copies of Old Folks at Homes @ $6.50 per copy 

sets (one copy of each volume) at the special combination price of $13.50 (a savings of $1.50 
over the regular combined price of $15.00) 

ENCLOSGEDIS TOTAL PAYMENT OF $$... =  —. .—— | 

(All domestic orders amounting to $35.00 or less must be accompanied by payment. All foreign orders, regard- 
less of dollar amount, must be accompanied by payment.) 
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ALABAMA MENTAL HEALTH INSTITUTE 





Alabama Mental Health Department is currently recruiting 
General Primary Care Physicians and Psychiatrists. Positions are 
available in 11 locations, including Montgomery, Mobile and 
Tuscaloosa. We offer competitive salaries, 40 hour work week, a 
liberal benefits package, free health package and paid interviewing 
and relocation expenses. Alabama, with year round good 
weather, offers excellent recreation advantages, including theatre 
and the arts. Alabama is the place where good living and gracious 
manners are still the lifestyle. Our consultants can provide more 
information on interviewing qualified candidates. To find out more 
about these exciting opportunities, call our toll-free number listed 
below: 





Alabama Mental Health Instititue 
JACKSON "on COKER 
448-PA N. Shallowford Road 
Suite 1040 
Atlanta, Georgia 30338 
404-393-1210 


Call Toll Free Outside of Georgia 1-800-241-3971 













CHAIRMAN: 
DEPARTMENT OF 
PSYCHIATRY 


Kern Medical Center, a teaching hos- 
pital affiliated with UCLA, seeks a Chair- 
man of the Department of Psychiatry. The 
Department provides liaison and consul- 
tation services to medical faculty and 
trainees in 7 residency programs and has 
responsibility for a small acute care unit. 
Incumbent eligible for faculty appoint- 
ment, UCLA Department of Psychiatry. 
Compensation competitive. 


Applicants must be Board Certified and 
eligible for a California license. Direct in- 
quiries and curriculum vitae to Donald F. 
Brayton, M.D., Medical Director, Kern 


Medical Center, 1830 Flower Street, 
Bakersfield, California, 93305, or tele- 
phone, collect, (805) 322-3313. 
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Brief Summary of Prescribing information 


indications and Usage: Symptomatic relief of anxiety, tension, agitation, irritability anc 
insomnia associated with anxiety neuroses and transient situational disturbances; anxiety 
associated with depressive symptoms and as a treatment of symptoms of anxiety if such symp- 
toms are a significant feature of functional or organic disorders, particularly gastrointestinal o! 
cardiovascular 

Effectiveness in long-term use, i.e., more than 4 months, has not been assessed by system 
atic clinical studies. Reassess periodically usefulness of the drug for the individual patient 


Contraindications: Known sensitivity to benzodiazepines or acute narrow-angle glaucoma. 


Warnings: Not recommended in primary depressive disorders or psychoses. As with all CNS 
acting drugs. warn patients on lorazepam not to operate machinery or motor vehicles, and o 
diminished tolerance for alcohol and other CNS depressants. 

Physical and Psychological Dependence: Withdrawal symptoms like those noted with barbi- 
turates and alcohol have occurred following abrupt discontinuance of benzodiazepines 
(including convulsions, tremor, abdominal and muscle cramps, vomiting and sweating). Addic- 
tion-prone individuals, e.c. drug addicts and alcoholics, should be under careful surveillance 
when on benzodiazepines because of their predisposition to habituation and dependence. 
Withdrawal symptoms have also been reported following abrupt discontinuance of benzodi- 
azepines taken continuously at therapeutic levels for several months. 


Precautions: In depression accompanying anxiety. consider possibility for suicide. 

For elderly or debilitated patients, initial daily dosage should not exceed 2mg to avoid over- 
sedation 

Terminate dosage gradually since abrupt withdrawal of any antianxiety agent may result in 
symptoms like those being treated: anxiety, agitation, irritability, tension, insomnia and occa- 
sional convulsions 

Observe usual precautions with impaired renal or hepatic function. 

Where gastrointestinal or cardiovascular disorders coexist with anxiety, note that lorazepam 
has not been shown of significant benefit in treating gastrointestinal or cardiovascular compo- 
nent 

Esophageal dilation occurred in rats treated with lorazepam for more than 1 year at 
6mg kg day. No effect dose was 1.25mg //kg/day (approximately 6 times the maximum human 
therapeutic dose of 10mg / day). Effect was reversible only when treatment was withdrawn within 
2 months of first observation. Clinical significance is unknown; but use of lorazepam for pro- 
longed periods and in geriatric patients requires caution and frequent monitoring for symptoms 
of upper G |. disease 

Safety and effectiveness in children under 12 years have not been established. 


ESSENTIAL LABORATORY TESTS: Some patients have developed leukopenia; some have had 
elevations of LDH. As with other benzodiazepines, periodic blood counts and liver function tests 
are recommended during long-term therapy 


CLINICALLY SIGNIFICANT DRUG INTERACTIONS: Benzodiazepines produce CNS depressant 
effects when administered with such medications as barbiturates or alcohol. 


CARCINOGENESIS AND MUTAGENESIS: No evidence of carcinogenic potential emerged in 
rats during an 18-month study. No studies regarding mutagenesis have been performed. 


PREGNANCY: Reproductive studies were performed in mice, rats, and 2 strains of rabbits. 
Occasional anomalies (reduction of tarsals, tibia, metatarsals, malrotated limbs, gastroschisis, 
malformed skull and microphthalmia) were seen in drug-treated rabbits without relationship to 
dosage. Although all these anomalies were not present in the concurrent control group, they 
have been reported to occur randomly in historical controls. At 40mg/kg and higher, there was 
evidence of fetal resorption and increased fetal loss in rabbits which was not seen at lower 
doses Clinical significance of these findings is not known. However, increased risk of congeni- 
tal malformations associated with use of minor tranquilizers (chlordiazepoxide, diazepam and 
meprobamate) during first trimester of pregnancy has been suggested in several studies. 
Because use of these drugs is rarely a matter of urgency, use of lorazepam during this period 
should almost always be avoided. Possibility that a woman of child-bearing potential may be 
pregnant at institution of therapy should be considered. Advise patients if they become preg- 
nant to communicate with their physician about desirability of discontinuing the drug 

In humans. blood levels from umbilical cord blood indicate placental transfer o! lorazepam 
and its glucuronide 
NURSING MOTHERS: It is not known if oral lorazepam is excreted in human milk like other 
benzodiazepines. As a general rule, nursing should not be undertaken while on a drug since 
many drugs are excreted in milk 


Adverse Reactions, if they occur, are usually observed at beginning of therapy and generally 
disappear on continued medication or on decreasing dose. In a sample of about 3,500 anxious 
patients. most frequent adverse reaction is sedation (15.996), followed by dizziness (6.996), 
weakness (4.2%) and unsteadiness (3.4%). Less frequent are disorientation, depression, nau- 
sea. change in appetite, headache, sleep disturbance, agitation, dermatological symptoms, eye 
function disturbance. various gastrointestinal symptoms and autonomic manifestations. Inci- 
dence of sedation and unsteadiness increased with age. Small decreases in blood pressure 
have been noted but are not clinically significant, probably being related to relief of anxiety. 

Overdosage: |n management of overdosage with any drug, bear in mind that multiple agents 
may have been taken. Manifestations of overdosage include somnolence, confusion and coma. 
Induce vomiting and/or undertake gastric lavage followed by general supportive care, monitor- 
ing of vital signs and close observation. Hypotension, though unlikely, usually may be controlled 
with Levarterenol Bitartrate Injection U.S.P Usefulness of dialysis has not been determined 


„Ativan @ 


Of (lorazepam) 






Dosage: Individualize for maximum beneficial effects. Increase dose 
gradually when needed, giving higher evening dose before increasing 
daytime doses. Anxiety, usually 2-3mg/day given b.i.d. or t.i.d.; dosage 
may vary from 1 to 10mg/day in divided doses. For elderly or debili- 
tated, initially 1-2mg/day; insomnia due to anxiety or transient situa- 
tional stress, 2-4mg h.s. 


How Supplied: 0.5, 1.0 and 2.0mg tablets. 


Wyeth Laboratories 


| ; i Philadelphia, PA 19101 


Copyright © 1979, Wyeth Laboratories 
Div. of AH PC, N.Y., N Y. All rights reserved 


Atan 


(lorazepam) 


associated with depressive symptoms 
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SURVEY OF PSYCHIATRY 


Presented 

at the American Psychiatric Association 
1979 Annual meeting 

by McLean Hospital 


Course Director: 

Shervert H. Frazier, MD 
Psychiatrist-in-Chief. McLean Hospital 
Professor of Psychiatry 

Harvard Medical School 


A 16-hour review of the major areas of psychiatric 
theory, practice, and research. This course — 
presented by McLean Hospital at the APA 1979 
Annual Meeting—is now available as a convenient 
self-study course. The SURVEY OF PSYCHIATRY 
course provides a unique source of information, 
and offers an excellent opportunity for reinforcing 
previous learning and for updating current concepts 
in psychiatry, and may assist in preparing for 
certifying exams such as the American Board of 
Psychiatry and Neurology. 


Course components: 
= 14 original lectures recorded live and duplicated on 
audiocassettes 


Order Form 


= A study guide illustrated with tables, charts, and 
graphs; plus additional references for further study 

= A test section and computerized answer sheet 
with self-addressed mailing envelope (for 
registrants desiring APA/AMA Category 1 credits) 


To obtain Category 1 credits, registrants must return 
the answer sheet for scoring. A certificate of 
Category 1 credits, the scored test, and a master 
answer sheet will then be issued. 


All components are packaged in a handsome, 
custom-designed case for easy portability and library 
storage. 


Credit Statement: 

As an institution accredited for continuing medical education, 
the American Psychiatric Association certifies that this 
continuing medical education offering meets the criteria for up 
to 16 credit hours in Category 1 of the Physician's Recognition 
Award of the American Medical Association provided it is used 
and completed as designed. 


Survey of Psychiatry 


Presented by McLean Hospital 

at the American Psychiatric Association 

1979 Annual Meeting 

Registration Fee: $100.00 

Orders outside the U.S.: $150.00 U.S.dollars only 


Name 





TInstitution 


Street 
City 





State 





Prices include postage and handling 


tif paid by institution, please attach your purchase order. 
"NY State residents please add sales tax. 


Please make checks or money orders payable to: 


SURVEY OF PSYCHIATRY 
P.O. Box 516 Wyckoff Station 
Brooklyn, NY 11237 


AV/MD Educational Programs may be tax deductible. 
The COURSE will be available for delivery in the 
Fall of 1979. 
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Protecting your Prescriptions 


Recently, physicians—and, particularly, those new in private practice—are being av- 
proached by persons exhibiting varying extremes of drug-seeking behav or. Identifying these 
patients can become a problem; however, there are several clues which can alert you to the 
possibility that a patient may be a drug misuser/abuser: 


* when an unfamiliar patient tells you that a controlled product he wants from you 
was previously prescribed for him by another physician (either in private practice 
or in a hospital) who is currently unavailable 


e when an unfamiliar patient states that he is the patient of another physician tcr 
whom you may occasionally cover and wishes a prescription for a controlled 
product renewed 


When either of these situations occurs, it is a good idea to ask the patient for the name of 
the physician or hospital and attempt to verify the story. If the patient tends to avoid answering 
your questions, it generally indicates a problem. Often with this type of patient. your prescrip- 
tion blank is the prime target. The following are some suggested guidelines to follcw to insure 
its safety and proper use. 


CUT OUT AND SAVE 


The Well-Protected Prescription 
GUIDELINES 


1. Store all unused prescription pads in a 6. Write out the actual amount of medica- 
safe place where they cannot be easily tion prescribed in addition to using an 
stolen Arabic or Roman numeral—this discour- 

ages alterations 

2. Minimize the number of pads in use at 


one time "e 
. Do not use your prescription blanks for 


3. Have prescription blanks numbered writing notes or memos which cen be 
consecutively when printed so that you erased and the blanks used again 
can tell if some sheets are missing 


4. Never sign prescription blanks in ad- . Do not leave prescripticn pads in unat- 
vance tended examining rooms, off.ce areas or 


in your bag or car where they car be 
5. Write prescriptions in ink or indelible easily picked up 
pencil to prevent changes 


Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 
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You know what to expect from 
antidepressant therapy 





.DUt does your patient? 


You know that it generally takes two or 
three weeks for tricyclic therapy to begin 
working in depression...and that some 
side effects may be encountered. But, in 
all likelihood, your patient doesn't. 


To lessen the time you spend in explana- 
tion and to increase patient compliance, 
we prepared a special patient information 
booklet. Entitled “COMING BACK FROM DEPRES- 
sION," this booklet offers encouragement 
to depressed patients, helps you explain 
the basic facts about depression and 
outlines some of the things to be expected 
during therapy, the good arid the bad. 


You can get a supply of this carefully 
written booklet simply by asking your 
Squibb Representative. And you can save 
your patients significant amounts of 
money by specifying Amitid on all your 
amitriptyline prescriptions. 


Amitid — a high quality, low cost 
amitriptyline from Squibb — is available 
in five separate strengths, and is bio- 
equivalent to the leading brand of amitrip- 
tyline. Amitid offers all the known 
clinical advantages of amitriptyline — 
relieving a wide range of depression- 


associated symptoms. Yet Amitid is priced 
considerably lower than other leading 
brands; bringing savings that should help 
ease the burden of depression for patients 
...just a little bit more! 


*Based on manufacturers published prices as o? November, 1979. 





 . A Amitid 
Amitriptyline Hydrochloride Tablets USP 


lowers the cost, not the quality, of antidepressant therapy 


Please see following page for brief summary. 


SQUIBB” 


Amitid Amitriptyline Hydrochloride Tablets USP) 


DESCRIPTION: Amitriptyline hydrochloride is a dibenzocycloheptadiene 
derivative available for oral administration as FILMLOK® tablets 
(FILMLOK is a Squibb trademark for veneer-coated tablets). 


INDICATIONS: For relief of symptoms of depression. Endogenous depres- 
sion is more likely to be alleviated than are other depressive states. 


CONTRAINDICATIONS: Contraindicated in patients with a history of 
hypersensitivity to amitriptyline. Do not administer concomitantly with a 
monoamine oxidase (MAO) inhibitor since hyperpyretic crises, severe convul- 
sions, and deaths occurred when tricyclic antidepressants and MAO inhibitors 
were administered simultaneously. When an MAO inhibitor is to be replaced 
by amitriptyline, allow 14 days to elapse after discontinuation of the former 
and then initiate amitriptyline cautiously and gradually increase dosage until 
optimum response is achieved. Amitriptyline is not recommended for use 
during the acute recovery phase following myocardial infarction. 


WARNINGS: Amitriptyline may block antihypertensive action of gua- 
nethidine or similarly acting drugs. Use with caution in patients with history 
of seizures and (because of atropine-like action of amitriptyline) in patients 
with history of narrow-angle glaucoma (even average doses may precipitate an 
attack), increased intraocular pressure, or urinary retention. Closely watch 
patients with cardiovascular disorders since, in addition to having caused 
myocardial infarction and stroke, tricyclic antidepressants (including amitrip- 
tylime) particularly with high dosage have been reported to produce arrhyth- 
mias, sinus tachycardia, and prolongation of conduction time. Close supervi- 
sion is required when amitriptyline is given to hyperthyroid patients or those 
on thyroid medication. Amitriptyline may impair mental and/or physical 
abilities required for performance of hazardous tasks such as operating 
machinery or driving a motor vehicle. Bear in mind that in patients who may 
use alcohol excessively the potentiation may increase the danger inherent in 
any suicide attempt or overdosage. 





Usage in Pregnancy: Safe use during pregnancy and lactation has not been 
established; therefore, in administering the drug to pregnant patients, nursing 
mothers, or women who may become pregnant, weigh the possible benefits 
against the possible hazards to the mother and child. Animal reproduction 
studies have been inconclusive, and clinical experience has been limited. 


Usage in Children: At the present time, not recommended for patients under 
12 years of age because of lack of experience with use in children. 


PRECAUTIONS: Schizophrenic patients may develop increased symptoms of 
psychosis; patients with paranoid symptomatology may have an exaggeration 
of such symptoms; manic depressive patients may experience a shift to the 
manic phase. In these circumstances the dose of amitriptyline may be reduced 
or a major tranquilizer may be administered concurrently. 

Closely supervise and carefully adjust dosage in concomitant use with anti- 
cholinergic or sympathomimetic drugs, including combination of epinephrine 
and local anesthetics. Paralytic ileus may occur with concomitant use of 
tricyclic antidepressants and anticholinergic-type drugs. Caution is advised if 
used concurrently with large doses of ethchlorvynol since transient delirium 
has been reported when one gram of that drug and 75 to 150 mg of amitrip- 
tyline HCl were administered. Amitriptyline may enhance response to alconol 
and the effects of barbiturates and other CNS depressants. The possibility of 
suicide in depressed patients remains during treatment and until significant 
remission occurs. Potentially suicidal patients should not have easy access to 
large quantities of the drug. Prescriptions should be written for the smallest 
amcunt feasible. Limit concurrent administration of this drug and elec- 
troshock therapy to patients fer whom it is essential since the hazards 
associated with such therapy may be increased. Discontinue this drug, when 
possible, several days before elective surgery. Both elevation and lowering of 
blood sugar levels have been reported. Use amitriptyline with caution in 
presence of impaired liver function. 


ADVERSE REACTIONS: NOTE: A few of the adverse reactions listed below 
have not been reported with this specific drug, but each of the reactions 
should be considered when administering amitriptyline because of pharma- 
cological similarities among tricyclic antidepressants. 

Cardiovascular: Hypotension, hypertension, tachycardia, palpitation, 
myocardial infarction, arrhythmias, heart block, and stroke. CNS and 
Neuromuscular: Confusional states; disturbed concentration; disorientation; 
delusions; hallucinations; excitement; anxiety; restlessness; insomnia; 
nightmares; numbness; tingling, and paresthesias of the extremities; 
peripheral neuropathy; incoordination; ataxia; tremors; seizures; alteration in 
EEG patterns; extrapyramidal symptoms; tinnitus; and syndrome of inappro- 
priate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth, 
blurred vision, disturbance of accommodation, increased intraocular 
pressure, constipation, paralytic ileus, urinary retention, and dilatation of the 
urinary tract. A/lergic: Skin rash, urticaria, photosensitization, and edema of 
face and tongue. Hematologic: Bone marrow depression including 
agranulocytosis, leukopenia, eosinophilia, purpura, and thrombocytopenia. 
Gastrointestinal: Nausea, epigastric distress, vomiting, anorexia, stomatitis, 
peculiar taste, diarrhea, parotid swelling, and black tongue. Rarely hepatitis 
(inchiding altered liver function and jaundice). Endocrine: Testicular swelling 
and gynecomastia in the male, breast enlargement and galactorrhea in the 
female, increased or decreased libido, and elevation and lowering of blood 
sugar levels. Other: Dizziness, weakness, fatigue, headache, weight gain or 
loss, increased perspiration, urinary frequency, mydriasis, drowsiness, and 
alopecia. Withdrawal Symptoms: Abrupt cessation of treatment after pro- 
longed administration may produce nausea, headache, and malaise. These are 
not indicative of addiction. 

For full prescribing information, consult package insert. 

HOW SUPPLIED: Available for oral administration in tablets providing 10, 
25, 50, 75, and 100 mg amitriptyline hydrochloride. The 10, 25, and 50 mg 
tablets are available in bottles of 100 and 1000. The 75 and 100 mg tablets are 
available in bottles of 100. 
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THANKS FOR 
HELPING TO KEEP 
UNITED WAY 
IN BUSINESS. 





Every year, United Way 
successfully continues to 
support local human service 
agencies in communities all 
across the United States. 

A lot of the credit for this 
success goes to the dedicated 
efforts of people in business —to 
top corporate leaders who 
volunteer their organizational 
skills and financial expertise, 
to middle-management people 
who work lunch-hours and 
evenings to help organize local 
campaigns and collect money, 
to the newest mailroom clerk 
who swallows his shyness and 
asks his fellow workers for 
a last-minute contribution. 

And by operating like any 
other modern, well-run business 
enterprise, United Way 
succeeds in delivering the 
maximum in human services 
for the dollars that 
are collected. 

Thanks again 
for your help. 


Thanks to you it > 
works. for all of us. United Way 


a 
Ad A Public Service of This Magazine & The Advertising Council 
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Just published 


A PSYCHIATRIC GLOSSARY 
Fifth Edition 


Order your copy of the fifth edition of A PSYCHIATRIC 
GLOSSARY now! 


The Glossary has been revised and updated by a Subcommit- 
tee of APA’s Joint Commission on Public Affairs. It contains 
current terminology in psychiatry and incorporates the revised 
nomenclature of DSM III. 


A useful, easy-to-use source of information for 
—physicians and lawyers 
—social workers, psychologists, and nurses 
—writers and editors 
—teachers and students 


Numerous new entries, a series of tables, and a list of abbrevi- 
ations used in the mental health field are included. 

Why not order one or more copies of A PSYCHIATRIC 
GLOSSARY now?? 


Please send me —— copies of a PSYCHIATRIC GLOSSARY, 5th edition, paperback. Order number 142. 
$5.95 each, 10-24 copies, $5.35 each; 25-99, $5.00 each; 100 or more, $4.75 each 


[] check or money order enclosed. All orders totalling $35 or less MUST be prepaid. 
[] bill me (orders over $35 ONLY) 


NAME: 


ADDRESS: 


CITY STATE ZIP CODE 


Send coupon to: Publication Sales 
American Psychiatric Association 
1700 18th Street, N.W. 
Washington, D.C. 20009 
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SURROUNDED 
DZNY/ ROS 
INDIFFERENCE 





STELAZINE 
HELPS FIND 
AWAY THROUGH .....- 


often withdrawn, aloof and emotionally unresponsive. For such patients, ‘Stelazine’ provides 


effective, unsurpassed control of these and other psychotic symptoms. 


Also important, ‘Stelazine’ can help patients participate in your therapeutic programs. 
‘Stelazine’ usually does not cause excessive sedation and offers the convenience of 


b.i.d. dosage. 


In fact, no other antipsychotic agent has demonstrated significantly greater overall effective- 
ness and significantly fewer adverse effects than ‘Stelazine’. 


‘Stelazine’. A first choice for therapy. 


Before prescribing, see complete pre- 
scribing information in SKGF literature 
or PDR. The following is a brief 
summary. 


Indications 
Based on a review of this drug by the 
National Acodemy of Sciences — 
National Research Council and/or other 
information, FDA has classified the 
indications as follows: 


Effective: For the management of the 
manifestations of psychotic disorders. 


Possibly effective: To control excessive 


anxiety, tension and agitation as seen 
in neuroses or associated with somatic 
conditions. 


‘Stelazine’ has not been shown effective 
in the management of behavioral com- 
plications in patients with mental 
retardation. 


Final classification of the less-than- 
effective indications requires further 
investigation. 


Contraindications: Comatose or greatly 
depressed states due to C.N.S. depressants; 
blood dyscrasias; bone marrow depres- 
sion; liver damage. 


Warnings: Generally avoid using in 
patients hypersensitive (e.g., blood 
dyscrasias, jaundice) to any phenothi- 
azine. Caution patients about activities 
requiring alertness (e.g., operating 
vehicles or machinery), especially during 
the first few days’ therapy. 


Additive effect is possible with other 
C.N.S. depressants, including alcohol. 


Use in pregnancy only when necessary 
for patient's welfare. 


Precautions: Use coutiously in angina. 
Avoid high doses ond parenteral adminis- 
tration when cardiovascular system is 
impaired. Antiemetic effect may mask 
signs of toxic drug overdosage or 
physical disorders. Protonged administra- 
tion of high doses may result in cumulative 
effects with severe C.N.S. or vasomotor 
symptoms. If retinal changes occur, dis- 





continue drug. Agranulocytosis, thrombo- 
cytopenia, pancytopenia, anemia, 
cholestatic jaundice, liver damage have 
been reported. 

Patients on long-term therapy, especially 
high doses, should be evaluated period- 
ically for possible adjustment or 
discontinuance of drug therapy. 

Adverse Reactions: Drowsiness, dizziness, 
skin reactions, rash, dry mouth, insomnia, 


amenorrhea, fatigue, muscular weakness, 


anorexia, lactation, blurred vision. Neuro- 
muscular (extrapyramidal) reactions: 
motor restlessness, dystonias, pseudo- 
parkinsonism, persistent tardive 
dyskinesia. 

Other adverse reactions reported with 
Stelozine (trifluoperazine HCI, SKGF) or 
other phenothiazines: Some adverse 
effects are more frequent or intense in 
specific disorders (e.g., mitral insufficiency 
or pheochromocytoma). 


Grand mal convulsions; altered cerebro- 
spinal fluid proteins; cerebral edema; 
prolongation and intensification of the 
action of C.N.S. depressants, atropine, heat, 
and organophosphorus insecticides; nasal 
congestion, headache, nausea, constipo- 
fion, obstipation, odynamic ileus, inhibition 
of ejaculation; reactivation of psychotic 
processes, catatonic-like states; hypoten- 
sion (sometimes fatal); cardiac arrest; 
leukopenia, eosinophilia, pancytopenia, 
agranulocytosis, thrombocytopenic 
purpura; jaundice, biliary stasis; menstrual 


SICLAZINC 


brond of 


irregularities, galactorrhea, 3ynecomostic. 
false positive pregnancy rests; photo- 
sensitivity, itching, erythema, urticaria, 
eczema up to exfoliative dermatitis; 
asthma, laryngeal edema, angioneurotic 
edema, anaphylactoid reactions, periph- 
eral edema; reversed epinephrine 

effect; hyperpyrexia; a systemic lupus 
erythemotosus-like syndrome: pigmen- 
tary retinopathy; with prolonged adminis 
tration of substantial doses, skin 
pigmentation, epithelial keratopcthy, and 
lenticular and corneal deposits. EG 
changes have been reported, but relation 
ship to myocardial damage is not 
confirmed. Discontinue long-term, high- 
dose therapy gradually. NOTE: Sudden 
death in patients taking phenothiazines 
(apparently due to cardiac arrest or 
asphyxia due to failure of cough reflex) 
has been reported, but no causal relation 
ship has been established. 

Supplied: Tablets, | mg.. 2 mo., 5 mg. 
and 10 mg., in bottles of 100; in Single 
Unit Packages of 100 (intended for institu- 
tional use only); Injection, 2 mg./.; and 
Concentrate (intended for institutional use 
only) 10 mg./ml. 


SKSF CO. 


a SmithKhne company 


Manufactured and distributed by 
SKGF Co., Carolina, P.R. 00630. 
Stelozine* trodemcrk licensed frcm 
SmithKline Corporation. 


°SKGF Co., 1980 


TABLETS: 


TRIFLUOPERAZINE HCI 
A First Choice for Therapy 


5 and 10mg. 


THE CHRONIC MENTAL PATIENT 


Report of a Conference held in January 1978 
Edited by 
John A. Talbott, M.D. 


with contributions by James T. Barter, M.D., Paul R. Friedman, J.D., Raymond Glasscote, 

M.A., Trevor D. Glenn, M.D., Norman V. Lourie, M.S.W., W. Walter Menninger, M.D., 

Arthur T. Meyerson, M.D., Kenneth Minkoff, M.D., Samuel Muszynski, M.S.W., Lucy D. 
Ozarin, M.D., Gordon L. Paul, Ph.D., Ronald Peterson, Steven S. Sharfstein, M.D., Judith 

Clark Turner, Jane Bloom Yohalem, J.D. 


This 277-page Report of the Conference, sponsored by APA and President Carter's 
Commission on Mental Health, identifies the chronic mental patient population, spells out 
where they are and what their needs and rights are. It specifies what programs work and 
what programs do not work in meeting the needs of these patients. It elaborates on the ob- 
stacles to implementing effective programs and the economic issues involved. It delineates 
the pros and cons of case management and specifies responsibility for coordinating, im- 
plementing, and monitoring services to chronic mental patients. 


Finally, it proposes a Call to Action which opens with this statement: ‘‘There is no more 
urgent concern than the needs of the chronic mentally ill who suffer from severe, persist- 
ent, or recurrent mental illnesses with residual social and vocational disabilities. As a result 
of the deinstitutionalization programs of the past decade and the continuing growth of high 
risk populations that generate chronically ill, the problems associated with the care of these 
patients constitute a national crisis.” 


Since the Conference, the APA Assembly and the Board of Trustees have both ap- 
proved the "Call to Action" which calls upon the APA to take the lead in undertaking pro- 
grams to elevate the prestige and value of work with chronic mentally ill patients. 


It follows that all APA members should be thoroughly versed in the current problems of 
this chronic patient population. This is best accomplished by reading this Conference Re- 
port now available from APA Publications Services at $11.00 a copy. 

Send coupon to: American Psychiatric Association 
Publication Sales 
1700 18th St., N.W. 
Washington, D.C. 20009 


copy(ies) of The Chronic Mental Patient 
order #242, @ $11.00 ea. 


Please send me 








— — — Bill me — — Check enclosed 
Name 
Address 
BENED. lcu cmi. .— — a 


The APA will assume shipping expenses via regular channels on all prepaid orders, except to countries 
abroad. If invoicing is necessary, a postage and handling charge will be added. Please allow at least 15—20 
days delivery. 

HCP 
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Why Red Cross CPR training is good 


for your business... 


Take it from Andy Machak, 
automotive electrical plant fore- 
man: “I’m alive today because a 


fellow employee was trained 
in CPR. 


“Cardiopulmonary resuscitation 
training was one valuable asset 
that day. I got caught in some 
heavy machinery at the plant and 


blacked out. 


“They told me later it took six 
guys to free me. I wasn’t breath- 
ing. My heart stopped. One of the 
guys, Don Guarino, said, ‘I gotta 
try anyway. 





“Thanks to his CPR training, he 


revived me — saved my life. 


“Since that happened I realize that 


no employee is immune from heart 
attacks or accidents, anda few 
CPR-trained employees — maybe 
one for every 50 people — can make 
the difference between life and 
death.” 

Call your Red Cross Chapter and find 
out about CPR training for your plant 
or office. CPR training is a valuable 


asset for any business. 








A Public Service of This Magazine Ad 
& The Advertising Council Gun 


It takes steady. trained hanes to perform CPR. 


American 
Red Cross 


ONLY | 
VALIUM 


(diazepam/Roche) 


HAS SUCHA- 
WIDE RANGE OF 


CLINICAL INDICATIONS 
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9G AN ANXIOLYTIC Only Valium is indicated for excessive anxiety 


in the T range of clinical proomme: 
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INDICATIONS FOR THE ANXIOLYTIC ACTION OF VALIUM (diazepam/ Roche) 
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Excessive iiid and tension due to transient situational disturbances 
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Psychoneurotic states characterized by tension, anxiety, apprehension, fatigue, depressive 
symptoms or agitation 
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Functional disorders — excessive anxiety in somatic complaints with no demonstrable organic cause 
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Emotional components of somatic disorders— excessive anxiety and tension associated with 
cardiovascular, gastrointestinal and other disorders 
-m 
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Anxiety-inducing hospital procedures— Injectable form. e.g., surgery (IM preferred), endoscopy 
(IV preferred, used adjunctively), cardioversion (IV only) 
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AS A SKELETAL MUSCLE RELAXANT valium has 


a record of proven efficacy as adjunctive therapy for skeletal muscle spasm due to reflex 
spasm to local pathology in the following disorders: 


INDICATIONS FOR THE 
SKELETAL MUSCLE RELAXANT ACTION OF VALIUM (diazepam/Roche) 


Skeletal muscle spasm due to local pathology such as acute muscle strain, inflammation of 
muscles or joints, and secondary to trauma 


Spasticity caused by upper motor neuron disorders (such as cerebral palsy or paraplegia), 
athetosis, stiff-man syndrome, and tetanus (IM or IV only) 


Its wide margin of safety is another clinical advantage of Valium. Drowsiness, ataxia and fatigue may occur 
but they are rare. As with all CNS-acting agents, patients should be cautioned against driving or drinking 
alcohol while on Valium. Periodic reassessment of the need for a psychotropic agent is also recommended. 


ONLY VALIUM (diazepam/Roche) HAS SUCH A WIDE RANGE 
p^  — OF DOSAGE FORMS AND FLEXIBILITY 


Only Valium is provided in scored tablets in three strengths for precise yet 
easy and convenient dosage titration. Injectable forms for | M or IV admiris- 
tration come in 2-ml ampuls and 10-mi vials, and disposable syringes. 


i E E A 
a ——— 2-mg, 5-mg, 10-mg scared tablets > 
, VM Tel-E-Dose* Reverse-Number Packs 
a 2-ml Te-E-Ject* N 
disposable syringes 5 mg/ml 
i 2-ml ampuls, 10-ml dials / 


diazepam/ Roche e 


Before prescribing, please see summary of product information on last page. 





VERSATILITY WITH CLINICAL ADVANTAGES 








VALIUM. 


diazepam/Roche 


Before prescribing, please consult complete product information, 
a summary of which follows: 
Indications: Tension and anxiety associated with anxiety disorders, transient 
situational disturbances and functional or organic disorders; psychoneurotic 
states manifested by tension, anxiety, apprehension, fatigue, depressive 
symptoms or agitation; symptomatic relief of acute agitation, tremor, 
impending or acute delirium tremens and hallucinosis due to acute alcohol 
withdrawal; adjunctively in: relief of skeletal muscle spasm due to refiex 
spasm to local vecupe E spasticity caused by upper motor neuron 
disorders; athetosis; stiff-man syndrome. Oral form may be used adjunctively 
in convulsive disorders, but nct as sole therapy. /njectable form may also be 
used adjunctively in: status epilepticus; severe recurrent seizures; tetanus; 
anxiety, tension or acute stress reactions prior to endoscopic/surgical 
age aa cardioversion. 
he effectiveness of Valium (diazepam/Roche) in long-term use, that is, more 
than 4 months, has not been assessed by systematic clinical studies. The 
physician should periodically reassess the usefulness of the drug for the 
individual patient. 
Contraindications: Tablets in children under 6 months of age; known 
hypersensitivity; acute narrow angle glaucoma; may be used in patients with 
open angle glaucoma who are receiving appropriate therapy. 
Warnings: As with most CNS-acting drugs, caution against hazardous 
occupations requiring complete mental alertness (e.g., operating machinery, 
driving). Withdrawal symptoms similar to those with barbiturates and alcohol 
have been observed with abrupt discontinuation, usually limited to extended 
use and excessive doses. Infrequently, milder withdrawal symptoms have 
been reported following abrupt discontinuation of benzodiazepines after 
continuous use, generally at higher therapeutic levels, for at least several 
months. After extended therapy, gradually taper dosage. Keep addiction- 
pae individuals (drug addicts or alcoholics) under careful surveillance 
ecause of predisposition to habituation/dependence. 
Usage in Pregnancy: Use of minor tranquilizers during first 
trimester should almost always be avoided because of increased 
risk of congenital malformations, as suggested in several studies. 
Consider possibility of pregnancy when instituting therapy; 
advise patients to discuss therapy if they intend to or do become 
regnant. 
ORAL: Advise patients against simultaneous ingestion of alcohol and other 
CNS depressants. 
Not of value in treatment of psychotic patients; should not be employed in lieu 
of appropriate treatment. When using oral form adjunctively in convulsive 
disorders, possibility of increase in frequency and/or severity of grand mal 
seizures may require increase in dosage of standard anticonvulsant medica- 
tion; abrupt withdrawal in such cases may be associated with temporary 
increase in frequency and/or severity of seizures. 
INJECTABLE: To reduce the possibility of venous thrombosis, phlebitis, local 
irritation, SHE. and, rarely, vascular impairment when used l.V.: inject 
slowly, taking at least one minute for each 5 mg (1 ml) given; do not use small 
veins, i.e., dorsum of hand or wrist; use extreme care to avoid intra-arterial 
administration or extravasation. Do not mix or dilute Valium with other solutions 
or drugs in syringe or infusion flask. If it is not feasible to administer Valium 
directly I.V., it may be injected slowly through the infusion tubing as close as 
possible to the vein insertion. 
Administer with extreme care to elderly, very ill, those with limited pulmonary 
reserve because of possibility of apnea and/or cardiac arrest; concomitant 
use of barbiturates, alcohol or other CNS depressants increases depression 
with increased risk of apnea; have resuscitative facilities available. When 
used with narcotic analgesic eliminate or reduce narcotic dosage at least V5, 
administer in small increments. Should not be administered to patients in 
shock, coma, acute alcoholic intoxication with depression of vital signs. 
Has precipitated tonic status epilepticus in patients treated for petit mal status 
or petit mal variant status. Not recommended for OB use. 
Efficacy/safety not established in neonates (age 30 days or less). prolonged 
CNS depression observed. In children, give slowly (up to 0.25 mg/kg over 3 
minutes) to avoid apnea or prolonged somnolence; can be repeatec after 15 
to 30 minutes. If no relief after third administration, appropriate adjunctive 
therapy is recommended. 
Precautions: If combined with other psychotropics or anticonvulsants, 
carefully consider individual pnarmacologic effects—particularly with known 
compounds which may potentiate action of Valium (diazepam/Roche), i.e., 
phenothiazines, narcotics, barb turates, MAO inhibitors and antidepressants. 
Protective measures indicated in highly anxious patients with accompanying 
depression who may have suicidal tendencies. Observe usual precautions in 
impaired hepatic function; avoid accumulation in patients with compromised 
kidney function. Limit oral dosage to smallest effective amount in elderly and 
debilitated to preclude ataxia or oversedation (initially 2 to 27e mg once or 
twice daily, increasing gradually as needed or tolerated). 
INJECTABLE: Although promptly controlled, seizures may return; re-administer 
if necessary; not recommended for long-term maintenance therapy. Laryn- 
gospasm/increased cough reflex are possible during peroral endoscopic 
procedures; use topical anesthetic, have necessary countermeasures 
available. Hypotension or muscular weakness possible, particularly when 
used with narcotics, barbiturates or alcohol. Use lower doses (2 to 5 mg) for 
elderly/debilitated. 


Afi? 


Adverse Reactions: Side effects most commonly reported were drowsiness, 
fatigue, ataxia. Infrequently encountered were confusion, constipation, 
depression, diplopia, dysarthria, headache, hypotension, incontinence, 
jaundice, changes in libido, nausea, changes in salivation, skin rash, slurred 
speech, tremor, urinary retention, vertigo, blurred vision. Paradoxical reac- 
tions such as acute hyperexcited states, anxiety, hallucinations, increased 
muscle spasticity, insomnia, rage, sleep disturbances and stimulation have 
been reported; should these occur, discontinue drug. 
Because of isolated reports of neutropenia and jaundice, periodic blood 
counts, liver function tests advisable during long-term therapy. Minor changes 
in EEG patterns, usually low-voltage fast activity, have been observed in 
patients during and after Valium therapy and are of no known significance. 
INJECTABLE: Venous thrombosis/phlebitis at injection site, hypoactivity, 
syncope, bradycardia, cardiovascular collapse, nystagmus, urticaria, 
hiccups, neutropenia. 
In peroral endoscopic procedures, coughing, depressed respiration, 
o P hyperventilation, laryngospasm/pain in throat or chest have been 
reported. 
Dosage: Individualized for maximum beneficial effect. 
ORAL— Adults: Tension, anxiety, psychoneurotic states, 2 to 10 mg b.i.d. to 
q.i.d.; acute alcohol withdrawal, 10 mg t.i.d. or q.i.d. in first 24 hours, then 5 
mg t.i.d. or q.i.d. as needed; adjunctively in skeletal muscle spasm, 2 to 10 
mg t.i.d. or q.i.d.; adjunctively in convulsive disorders, 2 to 10 mg b.i.d. to 
q.i.d. Geriatric or debilitated patients: 2 to 2Ve mg 1 or 2 times daily initially, 
increasing as needed and tolerated. (See Precautions.) Children: 1 to 2⁄2 mg 
t.i.d. or q.i.d. initially, increasing as needed and tolerated (not for use under 
6 months). 
INJECTABLE: Usual initial dose in older children and adults is 2 to 20 mg I.M. or 
I.V., depending on indication and severity. Larger doses may be required 
in some conditions (tetanus). In acute conditions injection may be repeated 
within 1 hour, although interval of 3 to 4 hours is usually satisfactory. Lower 
doses (usually 2 to 5 mg) with slow dosage increase for elderly or debilitated 
patients and when sedative drugs are added. (See Warnings and Adverse 
Reactions.) 
For dosages in infants and children see below; have resuscitative facilities 
available. 
I.M. use: by deep injection into the muscle. 
I.V. use: inject slowly, take at least one minute for each 5 mg (1 ml) given. Do 
not use small veins, i.e., dorsum of hand or wrist. Use extreme care to avoid 
intra-arterial administration or extravasation. Do not mix or dilute Valium with 
other solutions or drugs in syringe or infusion flask. If it is not feasible to 
administer Valium directly |.V., it may be injected slowly through the infusion 
tubing as close as possible to the vein insertion. 
Moderate psychoneurotic reactions, 2 to 5 mg I.M. or I.V. and severe 
psychoneurotic reactions, 5 to 10 mg I.M. or I.V., repeat in 3 to 4 hours if 
necessary; acute alcoholic withdrawal, 10 mg I.M. or I. V. initially, then 5 to 10 
mg in 3 to 4 hours if necessary. Muscle spasm, in adults, 5 to 10 mg I.M. or I. V. 
initially, then 5 to 10 mg in 3 to 4 hours if necessary (tetanus may require larger 
doses); in children, administer I. V. slowly; for tetanus in infants over 30 days of 
age, 1 to 2 mg |. M. or I. V., repeat every 3 to 4 hours if necessary; in children 5 

ears or older, 5 to 10 mg repeated every 3 to 4 hours as needed. Respiratory 
assistance should be available. 
Status epilepticus, severe recurrent convulsive seizures (1.V. route preferred), 
5 to 10 mg adult dose administered slowly, repeat at 10- to 15-minute intervals 
up to 30 mg maximum. Repeat in 2 to 4 hours if necessary keeping in mind 
possibility of residual active metabolites. Use caution in presence of chronic 
lung disease or unstable cardiovascular status. Infants (ver 30 € and 
children (under 5 years). 0.2 to 0.5 mg slowly every 2 to 5 min., up to 5 mg 

A. preferred). Children 5 years plus, 1 mg wi: 2 to 5 min., up to 10 mg (slow 
LV. preferred); repeat in 2 to 4 hours if needed. EEG monitoring may be 
helpful. 
In endoscopic procedures, titrate |.V. dosage to desired sedative response, 
generally 10 mg or less but up to 20 mg (if narcotics are omitted) immediately 
prior to procedure; if I.V. cannot be used, 5 to 10 mg I.M. approximately 30 
minutes prior to procedure. As preoperative medication, 10 mg |.M.; in 
cardioversion, 5 to 15 mg |.V. within 5 to 10 minutes prior to procedure. Once 
acute symptomatology has been properly controlled with injectable form, 
patient may be placed on oral form if further treatment is required. 
Management of Overdosage: Manifestations include somnolence, 
confusion, coma, diminished reflexes. Monitor respiration, pulse, blood 
pressure; employ general supportive measures, |.V. fluids, adequate airway. 
Use levarterenol or metaraminol for hypotension. Dialysis is of limited value. 
Supplied: Tablets, 2 mg, 5 mg and 10 mg, bottles of 100 and 500; Tel-E-Dose® 
(unit dose) packages of 100, available in trays of 4 reverse-numbered boxes of 
25, and in boxes containing 10 strips of 10; Prescription Paks of 50, available 
in trays of 10. Ampuls, 2 ml, boxes of 10; Vials, 10 ml, boxes of 1; Tel-E-Ject* 
(disposable syringes), 2 ml, boxes of 10. Each ml contains 5 mg diazepam, 
compounded with 4096 propylene glycol, 1096 ethyl alcohol, 596 sodium 
benzoate and benzoic acid as buffers, and 1.596 benzyl alcohol as 
preservative. 


Roche Laboratories 
C ROCHE» Division of Hoffmann-La Roche Inc. 
@ Nutley, New Jersey 07110 


Increase your professional library— 
order APA’s three most recent 
Task Force Reports now 


Electroconvulsive Therapy, Task Force Report 14 


Prepared by the APA Task Force on Electroconvulsive Therapy; Fred Frankel M.D., Chair- 
person 


This new report presents a comprehensive study of one of the most controversial issues in psychiatry 
today. The efficacy of ECT for affective disorders, schizophrenia, and for other mental illnesses is dis- 
cussed, as are its adverse effects. Chapters included contain information on the social, ethical, and 
legal aspects of ECT; the methods of its administration and the training and education which the use 
of it requires; and its physiological and biochemical concomitants. Possible future research is also 
discussed. 


The History of American Psychiatry: 
A Teaching and Research Guide, Task Force Report 15 


Prepared by the APA Committee on History, Library, and Museum; Daniel Blain, M.D. and 
Michael Barton, Ph.D. 


This report presents a compilation of reading and resource materials related to the history of the 
science of psychiatry and the learning and teaching of its historic development. Attention is civen to 
the actions of citizens, professionals and government which have affected this historical development, 
and a chronology of psychiatry (primarily in the United States) is included. 


Relating Environment to Mental Health and lliness: 
The Ecopsychiatric Base, Task Force Report 16 


Prepared by the APA Task Force on the Ecopsychiatric Data Base; Jay T. Shurley, M.D., 
chairperson 


This report details the work of the Task Force in giving a conceptual framework to the linkage of en- 
vironment with mental health and illness. A comprehensive bibliography, sections of which are an- 
notated, is given. 


Send coupon to: 


Publication Sales Department 
American Psychiatric Association 
1700 18th St. N.W., Washington, D.C. 20009 


Please send me: copies of Task Force Report 14, order #228, @ $7.50 ea. 
copies of Task Force Report 15, order #146, @ $4.00 ea. 


copies of Task Force Report 16, order #147, @ $4.00 ea. 


ENCLOSED IS TOTAL PAYMENT OF $ 


(All domestic orders amounting to $35.00 or less must be accompanied by payment. 
All foreign orders, regardless of dollar amount, must be accompanied by payment. 
Orders over $35.00 will be invoiced with shipping/handling charges included.) 
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300 mg scored tablets 


brand of 


lithium carbonate 


In manic-depressive patients with a history of mania, ‘Eskalith’ 
e prevents or diminishes the intensity of future episodes 

e can increase the intervals between episodes 

e helps patients function within normal limits 


Before prescribing, see complete prescribing information in SK&F 
literature or PDR. The following is a brief summary. 


WARNING 
Lithium toxicity is closely related to serum lithium levels, and 
can occur at doses close to therapeutic levels. Facilities for 


prompt and accurate serum lithium determinations should be 
available before initiating therapy. 





INDICATIONS: Treatment of manic episodes of manic-depressive 
illness. Maintenance therapy prevents or diminishes the intensity 

of subsequent episodes in manic-depressive patients with a history 
of mania. 


WARNINGS: Lithium should generally not be given to patients with 
significant renal or cardiovascular disease, severe debilitation or 
dehydration, sodium depletion, or to patients receiving diuretics. 


Lithium may prolong the effects of neuromuscular blocking agents. 
Such agents should be given with caution to patients receiving lithium. 
Lithium therapy has been reported in some cases to be associated with 
morphologic changes in the kidneys. The relationship between such 
changes and renal function has not been established. 


Caution patient and family to watch for diarrhea, vomiting, tremor, mild 
ataxia, drowsiness, or muscular weakness as signs of lithium toxicity, 
and to discontinue therapy and contact a physician should they occur. 
Patients receiving combined therapy with lithium and an antipsychotic 
should be monitored closely for early evidence of neurologic toxicity 
and treatment discontinued promptly if such signs appear. Caution 
patients about activities requiring alertness (e.g., operating vehicles 

or machinery). 


Lithium should not be used in pregnancy, especially during the first 
trimester, unless potential benefits outweigh possible hazards. Except in 
rare and unusual circumstances, nursing should not be undertaken while 
a patient is on lithium therapy, since lithium is excreted in human milk. 


Not recommended for children under 12. 


PRECAUTIONS: Lithium tolerance is greater during the acute manic 
phase and cecreases when manic symptoms subside. 


Lithium therapy may lead to sodium depletion. Normal diet (including 
salt) and adequate fluid intake (2500-3000 ml.) must be maintained, at 
least during initial stabilization period. Protracted sweating or diarrhea 
can decrease tolerance; in such cases, administer supplemental 

fluid and salt. 


Sweating, diarrhea, and concomitant infection with elevated 
temperatures may require temporary reduction or cessation of dosage. 


Where hypothyroidism exists, thyroid function should be monitored 
during lithium stabilization and maintenance; where hypothyroidism 
occurs during stabilization and maintenance, supplemental thyroid 
treatment may be used. 


ADVERSE REACTIONS: Mild to moderate toxic reactions may occur 
at serum lithium levels from 1.5 to 2.5 mEq./1., and moderate to severe 
reactions a: levels from 2.0 to 2.5 mEq./1. Fine hand tremor, polyuria, 
and mild thirst may occur during initial therapy and persist. Transient 
and mild nausea and general discomfort may also appear during initial 
therapy. These effects usually subside with continued treatment or 
temporary reduction or cessation of dosage. If persistent, discontinue 
dosage. Diarrhea, vomiting, drowsiness, muscular weakness, and lack 
of coordination may be early signs of toxicity and may occur at levels 
below 2.0 mEq./1. At higher levels, ataxia, giddiness, tinnitus, blurred 
vision, and a large output of dilute urine may be seen. Serum levels 


above 3.0 mEq./1. may produce a comple» clinical picture, involving 
multiple organs and systems. Serum levels should not exceed 2.0 
mEq./1. during acute phase. 


The following reactions appear to be related to serum lithium levels, 
including levels within the therapeutic range: Neuromuscular—tremor, 
muscle hyperirritability (fasciculations, twitching, clonic movements of 
whole limbs), ataxia, choreo-athetotic movements, hyperactive deep 
tendon reflex; Central Nervous System—blacxout spe Is, epileptiform 
seizures, slurred speech, dizziness, vertige, incontinence of urine or 
feces, somnolence, psychomotor retardation, restiessness, confusion, 
stupor, coma; Cardiovascular—cardiac arrhythmia, hypotension, 
peripheral circulatory collapse; Gastrointestinal—anorexia, nausea, 
vomiting, diarrhea; Genitourinary—albuminuria, oliguria, polyuria, 
glycosuria; Dermatologic—drying and thinning of hair, alopecia, 
anesthesia of skin, chronic folliculitis, exacerbation of psoriasis, 

xerosis cutis; Autonomic—blurred vision, dry mouth: Thyroid 
Abnormalities—euthyroid goiter and/or hypothyroidism (including 
myxedema) with lower T3 and Ts. I'*! uptake may be elevated; rare 
cases of hyperthyroidism; EEG Changes—diffuse slowing, widening of 
the frequency spectrum, potentiation and disorganization of background 
rhythm; EKG Changes—teversible flattening, isoelectricity or inversion 
of T-waves; Miscellaneous—fatigue, lethargy, transient scotomata, 
dehydration, weight loss, tendency to sleep. 

Reactions unrelated to dosage include: transient EEG and EKG 
changes, leukocytosis, headache, diffuse nontoxic goiter with or without 
hypothyroidism, transient hyperglycemia, generalized pruritus with or 
without rash, cutaneous ulcers, albuminuria, worsening of organic brain 
syndromes, excessive weight gain, edematous swelling of ankles or 
wrists, thirst or polyuria, sometimes resembling ciabe:es insipidus, and 
metallic taste. A single case of a syndrome resemoling &aynaud' s has 
been reported. 


HOW SUPPLIED: 300 mg. capsules in bottles of 100. 
300 mg. scored tablets in bottles of 100. 


Smith Kline &French Laboratories 
Philadelphia, PA 










NOW 
also 
available 
in 300 mg 
Scored 
tablets 





When depressive symptoms 





come in a cluster of blues... 





Adapint (ono) helps patients 
see life in all its colors 


Improvements noted at one week 


Summary of Improvement for Some HDS Factors’ 


Depressed patients often present with fatigue, anorexia, 
anxiety, mood swings, loss of interest, and most 
frequently, early awakening and insomnia. In a 
summation of 9 clinical studies involving 198 patients, 
significant clinical improvement was noted after the 

first week of doxepin treatment.' However, optimal 
antidepressant response may not be evident for 

two to three weeks. 












Factor: Sleep Dist. | Somatic/ Anxiety Retardation 


Baseline Week | *P < .001 


Normalized sleep patterns 


In a study of clinically depressed patients with symptoms of insomnia, treatment with doxepin 


significantly reduced difficulty falling asleep, difficulty staying asleep and frequency of eerly 


morning awakening? 









Brief Summary of Prescribing Information ADAPIN® (doxepin HC!) Capsules 
Indications—Relief of symptoms of anxiety and depression. 

Contraind laucoma, tendency toward urinary retention or hypersensitivity to doxepin. 
Warnings—Adapin has not been evaluated for safety in pregnancy. No evidence of harm to the 
animal fetus has been shown in reproductive studies. There are no data concerning secretion in 
human milk, nor cn effect in nursing infants. 

Usage in children under 12 years of age is not recommended. MAO inhibitors should be 
discontinued at least two weeks prior to the cautious initiation of therapy with this drug, as 
serious side-effects and death have been reported with the concomitant use of certain drugs and 
MAO inhibitors. 

In patients who may use alcohol excessively, potentiation may increase the danger 
inherent in any suicide attempt or overdosage. 
ns—Drowsiness may occur and patients should be cautioned 
against driving a motor vehicle or operating hazardous machinery. 
Since suicide is an inherent risk in depressed patients they 
should be closely supervised while receiving treatment. 
Although Adapin has shown effective tranquilizing 
activity, the possibility of activating or unmasking 
latent psychotic symptoms should be kept in mind 
This product contains FD&C Yellow No. 5 (tartrazine) which 
may cause allergic-type reactions (including bronchial asthma) in certain 

susceptible individuals. Although the overall incidence of FD&C Yellow 

No. 5 (tartrazine) sensitivity in the general population is low, it is frequently 
seen in patients who also have aspirin hypersensitivity. 
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drug with antide 
and antianxiety effects 


Low potential for cardiotoxicity 


The incidence of tachycardia and hypotension, which have been observed during 
treatment with tricyclic antidepressants, has been reported infrequently with doxepin. 
In 452 patients given doxepin, the incidence of tachycardia was 2.88%; in 495 patients, 
the incidence of hypotension was 2.62%.° 


Now available...New 75 mg capsules for h.s. dosage 


Adverse Reactions—Dry mouth, blurred vision and constipation have been reported. 
Drowsiness has also been observed. 

Adverse effects occurring infrequently include extrapyramidal symptoms, gastrointestinal 
reactions, secretory effects such as sweating, tachycardia and hypotension. Weaxness, dzz ness, 
fatigue, weight gain, edema, paresthesias, flushing, chills, tinnitus, photophobia, decreased 
libido, rash and pruritus also occur. 

Dosage and Administration—in mild to moderate anxiety and/or depression: 25 mg Li.d. 
Increase or decrease the dosage according to individual response. Daily dosage up to 0 mg 
may be taken at bedtime without loss of effectiveness. Usual optimum daily dosage is 75 mg !o 
150 mg per day not to exceed 300 mg per day. 

Antianxiety effect usually precedes the antidepressant effect by twe or three weeks. 

How Supplied-Fach capsule contains doxepin, as the hydrochloride. 10 mg, 25 mg, 59 mg. 
75 mg and 100 mg capsules in bottles of 100 and 1000. 
For complete prescribing information please see package insert or PDR. 


References: 

1. Barranco SF, Thrash ML, Hackett E, et al: Early onset of response to doxepin treatment. J 
Clin Psychiatry 40:265-269, 1979 (Sinequan®). 

2. Karacan |, Blackburn AB, Thornby JI: The Effect of Doxepin HC! (Sinequan*) on Sleep 
Patterns and Clinical Symptomatology of Neurotic Depressed Patients with Sleep Disturbance, 


in Mendels J (ed): Sinequan*: A monograph of recent 
R DIVISION 


clinical studies, Princeton, NJ, Excerpta Medica, 1977, pp 4-22. 
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3. Pitts NE: The clinical evaluation of doxepin-A new 
psychotherapeutic agent. Psychosomatics 10:164-171, 1969. 
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Just Published... 


The Rape Victim 


by Elaine Hilberman, M.D. 


Mythologies about rape are legion. However, in recent years behavioral scientists have accu- 
mulated a body of information about rape and about an unfolding series of reactions experi- 
enced by the victim after rape. The aim of this concise, tightly reasoned book is to summarize 
what is now known about the needs and experiences of the victim and her family, and to pro- 
vide a framework in which the clinician can more knowledgeably supply assistance and sup- 
port. This document, published by the American Psychiatric Association, is the result of a 
project of the Association's Committee on Women. 


Pointing out that the profound impact of rape stress is best understood in the context of rape 
as "a crime against the person and not the hymen,” Dr. Hilberman sees rape as the ultimate 
violation of the self short of homicide, as an act of violence and humiliation in which not only is 
the victim's very existence threatened, and her inner and most private space invaded, but her 
autonomy and control are totally demolished. Dr. Hilberman shows that if and when the victim 
reports the crime, she is confronted with a complex series of yet additional stresses growing 
out of her contact with the hospital, police, courts, media and community opinion. Additionally, 
her crisis differs from other crises in that her usual social support system is likely to be dis- 
rupted. Her immediate needs are for empathy and safety, and a sense of control over what is 
happening in her dealings with the several agencies. Dr. Hilberman shows that in the absence 
of sensitivity to these needs, the experience of reporting becomes another assault. 

This book presents a professional, sobering, and balanced picture of the problems of the rape 
victim and details what the clinician must know—about local hospital policy, criminal justice 
procedure, rape statutes, and community attitudes and services—in order to be able to treat 
victims with an understanding of the larger context in which rape occurs. 

ELAINE HILBERMAN, M.D., is in the Department of Psychiatry at the University of North 
Carolina School of Medicine. 

Paperback edition—$5.00 each, may be ordered from the AMERICAN PSYCHIATRIC AS- 
SOCIATION, Publication Sales, 1700 18th St., N.W., Washington, D.C. 20009. 


Hardback edition—$7.95 may be ordered from Basic Books, Inc., 10 East 53rd Street, New 
York, New York 10022. 








Please send me. 1 copy(ies) of The Rape Victim, order #243, (à $5.00 ea. (Paper- 
back). 

(Please Print) LJBill Me OCheck Enclosed 

Name 

Address 

PERLE EA LU. ee RE. 


Send Coupon to: American Psychiatric Association 
Publication Sales 
1700 Eighteenth St., N.W. 
Washington, D.C. 20009 
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The publication of an advertisement in this journal does 
not imply endorsement of the product or service by the 
American Psychiatric Association. 
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MOVING? 


PLEASE NOTIFY US 
6 WEEKS IN ADVANCE 


MEMBERS: This notification will change 
your address (and/or name) for the 
AMERICAN JOURNAL OF PSYCHIATRY, 
PSYCHIATRIC NEWS, and all member- 
wide APA mailings. 


SUBSCRIBERS: Please notify each 
publication separately. 


FORMER ADDRESS: 


PASTELABEL HERE 





NEW ADDRESS and/or NAME: 





NAME 


DEPARTMENT 


ORGANIZATION 





STREET 
m. STATE ZIP 
APA MEMBERS MAIL TO: 


APA Division of Membership Services 

and Studies 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 


SUBSCRIBERS MAIL TO: 


APA Circulation Department 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 
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PSYCHIATRISTS 


LEADERSHIP OPPORTUNITY! 


CALIFORNIA IS SEEKING ENERGETIC, 
INNOVATIVE ADMINISTRATIVE 
PSYCHIATRISTS TO REPRESENT THE 
DEPARTMENT AS PART OF A SERVICE 
AREA TEAM 


*** Review county mental health programs for 
quality, efficiency, effectiveness, and 
availability of appropriate services 


'** Recommend and help implement program 
improvements 


CHOICE OF LOCATIONS, 
COMPETITIVE SALARIES 
FULL BENEFITS 


FOR COMPLETE INFORMATION, MAIL 
RESUME OR CALL COLLECT: 


Stan Nielsen, Director 

Manpower Management and 
Development Branch 

2260 Park Towne Circle, P.O. Box 254829 
Sacramento, California 95825 

(916) 920-7157 


INNOVATIVE 
MENTAL 
HEALTH 

MAINTENANCE 
PROGRAM 
PSYCHIATRIST 


Full time, needed for a newly funded community based 
interdisciplinary program aimed at rehabilitating and 
reinforcing primary A.D.L.’s and social skills of a 
chronically dysfunctional population currently residing 
on the Bowery. Must be at minimum Board eligible, with 
N.Y.S. license and possess professional skills and per- 
sonal resiliency to treat a difficult to reach population. 


Salary is competitive and commensurate with training 
and experience. 


send curriculum vitae to: 


DEPARTMENT of SOCIAL SERVICES 


Director of the Bureau of 
Adult Institutional Services 
60 Hudson Street, 9th Floor, Room 9108 
New York, New York 10013 


Equal Opportunity Employer M/F 





Brief Summary of Prescribing Information 


Indications and Usage: Symptomatic relief of anxiety, tension, agitation, irritability an 
insomnia associated with anxiety neuroses and transient situational disturbances; anxiet 
associated with depressive symptoms and as a treatment of symptoms of anxiety if such sym 
toms are a significant feature of functional or organic disorders, particularly gastrointestinal c 
cardiovascular. 

Effectiveness in long-term use, i.e., more than 4 months, has not been assessed by system 
atic clinical studies. Reassess periodically usefulness of the drug for the individual patient. 


Contraindications: Known sensitivity to benzodiazepines or acute narrow-angle glaucoma. 


Warnings: Not recommended in primary depressive disorders or psychoses: As with all CNS 
acting drugs, warn patients on lorazepam not to operate machinery or motor vehicles, and c 
diminished tolerance for alcohol and other CNS depressants. 

Physical and Psychological Dependence: Withdrawal symptoms like those noted with barbi 
turates and alcohol have occurred following abrupt discontinuance of benzodiazepine: 
(including convulsions, tremor, abdominal and muscle cramps, vomiting and sweating). Addic 
tion-prone individuals, e.g. drug addicts and alcoholics, should be under careful surveillanci 
when on benzodiazepines because of their predisposition to habituation and dependence 
Withdrawal symptoms have also been reported following abrupt discontinuance of benzodi 
azepines taken continuously at therapeutic levels for several months. 


Precautions: In depression accompanying anxiety, consider possibility far suicide. 

For elderly or debilitated patients, initial daily dosage should not exceed 2mg to avoid over 
sedation 

Terminate dosage gradually since abrupt withdrawal of any antianxiety agent may result ir 
symptoms like those being treated: anxiety, agitation, irritability, tension, insomnia and occa. 
sional convulsions 

Observe usual precautions with impaired renal or hepatic function. 

Where gastrointestinal or cardiovascular disorders coexist with anxiety, note that lorazepam 
has not been shown of significant benefit in treating gastrointestinal or cardiovascular compo- 
nent. 

Esophageal dilation occurred in rats treated with lorazepam for more than 1 year a! 
6mg/ kg / day. No effect dose was 1.25mg/kg/day (approximately 6 times the maximum human 
therapeutic dose of 10mg/ day). Effect was reversible only when treatment was withdrawn withir 
2 months of first observation. Clinical significance is unknown; but use of lorazepam for pro- 
longed periods and in geriatric patients requires caution and frequent monitoring for symptoms 
of upper G.I. disease 

Safety and effectiveness in children under 12 years have not been established. 


ESSENTIAL LABORATORY TESTS: Some patients have developed leukopenia; some have hac 
elevations of LDH. As with other benzodiazepines, periodic blood counts and liver function tests 
are recommended during long-term therapy. 


CLINICALLY SIGNIFICANT DRUG INTERACTIONS: Benzodiazepines produce CNS depressant 
effects when administered with such medications as barbiturates or alcohol. 


CARCINOGENESIS AND MUTAGENESIS: No evidence of carcinogenic potential emerged ir 
rats during an 18-month study. No studies regarding mutagenesis have been performed. 


PREGNANCY: Reproductive studies were performed in mice, tats, and 2 strains of rabbits 
Occasional anomalies (reduction of tarsals, tibia, metatarsals, malrotated limbs, gastroschisis 
malformed skull and microphthalmia) were seen in drug-treated rabbits without relationship tc 
dosage. Although all these anomalies were not present in the concurrent control group, they 
have been reported to occur randomly in historical controls. At 40mg/kg and higher, there was 
evidence of fetal resorption and increased fetal loss in rabbits which was not seen at lower 
doses. Clinical significance of these findings is not known. However, increased risk of congeni- 
tal malformations associated with use of minor tranquilizers (chlordiazepoxide, diazepam and 
meprobamate) during first trimester of pregnancy has been suggested in several studies. 
Because use of these drugs is rarely a matter of urgency, use of lorazepam during this period 
should almost always be avoided. Possibility that a woman of child-bearing potential may be 
pregnant at institution of therapy should be considered. Advise patients if they become preg- 
nant to communicate with their physician about desirability of discontinuing the drug. 

In humans, blood levels from umbilical cord blood indicate placental transfer of lorazepam 
and its glucuronide. 
NURSING MOTHERS: It is not known if oral lorazepam is excreted in human milk like other 
benzodiazepines. As a general rule, nursing should not be undertaken while on a drug since 
many drugs are excreted in milk. 


Adverse Reactions, if they occur, are usually observed at beginning of therapy and generally 
disappear on continued medication or on decreasing dose. In a sample of about 3,500 anxious 
patients, most frequent adverse reaction is sedation (15.996), followed by dizziness (6.996), 
weakness (4.296) and unsteadiness (3.496). Less frequent are disorientation, depression, nau- 
sea. change in appetite, headache, sleep disturbance, agitation, dermatological symptoms, eye 
function disturbance, various gastrointestinal symptoms and autonomic manifestations. Inci- 
dence of sedation and unsteadiness increased with age. Small decreases in blood pressure 
have been noted but are not clinically significant, probably being related to relief of anxiety. 


Overdosage: In management of overdosage with any drug, bear in mind that multiple agents 
may have been taken. Manifestations of overdosage include somnolence, confusion and coma. 
Induce vomiting and/or undertake gastric lavage followed by general supportive care, monitor- 
ing of vital signs and close observation. Hypotension, though unlikely, usually may be controlled 
with Levarterenol Bitartrate Injection U.S.P. Usefulness of dialysis has not been determined. 


Ativan’ 


For,(orazepam) 


ety 


Dosage: Individualize for maximum beneficial effects. Increase dose 
gradually when needed, giving higher evening dose before increasing 
daytime doses. Anxiety, usually 2-3mg/day given b.i.d. or t.i.d.; dosage 
may vary from 1 to 10mg/day in divided doses. For elderly or debili- 
tated, initially 1-2mg/day; insomnia due to anxiety or transient situa- 
tional stress, 2-4mg h.s. 


How Supplied: 0.5, 1.0 and 2.0mg tablets. 







Wyeth Laboratories 


Philadelphia, PA 19101 
AA Copyright © 1979, Wyeth Laboratories 
Div. of AHPC, N.Y., N.Y. All rights reserved 
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An age for anxiety. The aging process all 


too frequently is accompanied by anxiety states. When anxious older 
patients do not respond to your sympathetic counseling, 
a benzodiazepine may be the next logical step. 

But which one? Here, more than in many other patient groups, the 
metabolites of the available compounds may make a decisive difference 
Unlike diazepam, clorazepate and chlordiazepoxide, | 
Ativan (lorazepam) has no long-acting metabolites, and its simple 
metabolism is less readily impaired with advancing age. Steady-state serum 
levels are rapidly achieved and disappear rapidly once you decide to 
discontinue therapy. For these reasons, residual effects are not likely to 
present problems. (The pharmacokinetic profile of a drug can define such 
characteristics as its absorption, distribution, metabolism and elimination 
but cannot, at present, be directly related to its therapeutic effectiveness.) 

. Proved effective in many nationwide, double-blind studies 
(including patients in older age groups), Ativan is compatible with a 
wide range of commonly prescribed drugs. (The benzodiazepines produce 
CNS depressant effects when 
administered with such 
medications as barbiturates or 
alcohol.) Patients who have 
trouble swallowing solid 
medication appreciate the small 
Ativan tablet, which is tasteless 
and disintegrates within seconds - 
in water or fruit juice. 


See important information on preceding page. 
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Haldol 


(haloperidol) 


tablets/concentrate /injection 


Promptly controls 
psychotic symptoms... 
usually leaving the patient 
alert and productive 


Highly effective in 
a wide range of both 
acute and chronic 

BH H 1-7 
psychotic disorders, 
such as hallucinations, delu- 
sions, suspiciousness, hostility, 
mania. 


Permits aggressive titration 
to effective dosage levels 
for optimal response." 


Facilitates prompt 
initiation of other 
therapeutic efforts... 

and often helps avoid hospital- 
ization.” 


Minimal risk of 
hypotension, oversedation, 
or troublesome anti- 
cholinergic effects. ^^" 
Transient hypotension occurs 
rarely; severe orthostatic hypo- 
tension has not been reported. 
Although some instances of 
drowsiness have been reported, 
marked sedation is rare. 


Common side effects 
easily controlled. ^ 
Although extrapyramidal symp- 
toms (EPS) have been reported 
frequently, they are usually 
dose-related and readily con- 
trolled with dose adjustment or 
antiparkinson druzs. EPS often 
diminish spontaneously with 


continued use of HALDOL halo- 
peridol. 


References: 1. Man, P.L.: Dis. Nerv. Syst. 34:113 (Feb.) 1973. 2. Ayd, FJ., Jr: Med. $i. 18:55 (Oct.) 1967. 
3. Rapp, M.S.: Can. Psychiatr. Assoc. J. 15:73 (Feb.) 1970. 4. Howard, J.S.: Dis. Ner«. Syst. 35:458 (Oct.) 
1974. 5. Gerle, B: Clin. Trials J. 3:380 (Feb.) 1966. 6. Abuzzahab, ES., Sr: Psychosomatics 11:188 
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*Not an actual case history, this situation illustrates the action of HALDOL haloperidol as 


reported in various clinical studies (available on request). 


Please turn page for summary of prescribing information. 
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gencies: 5 mg per mi* with 1.8 mg methylpara- 
ben and 0.2 mg propylparaben per ml, and 
lactic acid for pH adjustment to 3.4 02. 
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A tasteless, odoriess, colorless 
liquid concentrate for better patient 
compliance: 2 mg per ml. 


5 tablet strengths for convenience in 
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1mg 2mg 5mg 
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tablets / concentrate /injection 


A dosage form for every therapeutic need 


Summary of Prescribing Information 

Contraindications: Severe depression, coma, CNS depression due to cen- 
trally-acting depressants, Parkinson's disease, hypersensitivity to the drug. 
Warnings: Usage in Pregnancy: Safe use in pregnancy or in women likely 
to become pregnant has not been established; use only if benefit clearly 
justifies potential hazards. Infants should not be nursed during drug treat- 
ment. 

Usage in Children: Safety and effectiveness not established; not recom- 
mended in pediatric age group 

Combined Use With Lithium: Patients receiving lithium plus haloperidol 
should be monitored closely for early evidence of neurological toxicity. 
General: Bronchopneumonia, sometimes fatal, has followed use of major 
tranquilizers, including haloperidol. Prompt remedial therapy should be insti- 
tuted if dehydration, hemoconcentration or reduced pulmonary ventilation 
occurs, especially in the elderly Decreased serum cholesterol and/or cuta- 
neous and ocular changes have been reported with chemically-related 
drugs, although not with haloperidol. Mental and/or physical abilities 
required for hazardous tasks or driving may be impaired. Alcohol should be 
avoided due to possible additive effects and hypotension. 

Precautions: Administer cautiously to patients: (1) with severe cardiovascu- 
lar disorders, due to the possibility of transient hypotension and/or precipita- 
tion of anginal pain (if a vasopressor is required, epinephrine should not be 
used since HALDOL haloperidol may block its vasopressor activity and 
paradoxical further lowering of blood pressure may occur); (2) receiving 
anticonvulsant medication since HALDOL haloperidol may lower the convul- 
sive threshold; (3) with known allergies or a history of allergic reactions to 
drugs; (4) receiving anticoagulants. Concomitant antiparkinson medication, if 
required, may have to be continued after HALDOL haloperidol is discontin- 
ued because of different excretion rates; if both are discontinued simulta- 
neously, extrapyramidal symptoms may occur. Intraocular pressure may 
increase when anticholinergic drugs, including antiparkinson drugs, are 
administered concomitantly with HALDOL haloperidol. When HALDOL halo- 
peridol is used for mania in cyclic disorders, there may be a rapid mood 
swing to depression. Severe neurotoxicity may occur in patients with thyro- 
toxicosis receiving antipsychotic medication, including HALDOL haloperidol. 
Adverse Reactions: CNS Effects: Extrapyramidal Reactions: Neuromuscu- 
lar (extrapyramidal) reactions have been reported frequently, often during the 
first few days of treatment. Generally they involved Parkinson-like symptoms 
which were usually mild to moderately severe and usually reversible. Other 
types of neuromuscular reactions (motor restlessness, dystonia, akathisia, 
hyperreflexia, opisthotonos, oculogyric crises) have been reported far less 
frequently, but were often more severe. Severe extrapyramidal reactions have 
been reported at relatively low doses. Generally, extrapyramidal symptoms 
are dose-related since they occur at relatively high doses and disappear or 
become less severe when the cose is reduced. Antiparkinson drugs may be 
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required. Persistent extrapyramidal reactions have been reported and the 
drug may have to be discontinued in such cases. 

Withdrawal Emergent Neurological Signs: Abrupt discontinuation cf short- 
term antipsychotic therapy is generally uneventful. However, some patients 
on maintenance treatment experience transient dyskinetic signs after abrupt 
withdrawal. In certain cases these are indistinguishable from "'Persistent 
Tardive Dyskinesia" except for duration. !t is unknown whether gradual 
withdrawal will reduce the occurrence of these signs, but until further evi- 
dence is available haloperidol should be gradually withdrawn. 

Persistent Tardive Dyskinesia: Although rarely reported with HALDOL halo- 
peridol, tardive dyskinesia may appear during or after long-term therapy. The 
risk appears to be greater in elderly patients on high-dose therapy, especially 
females. Symptoms are persistent and sometimes appear irreversible; there is 
no known effective treatment and all antipsychotic agents should be discon- 
tinued. The syndrome may be masked by reinstitution of drug, increasing 
dosage, or switching to a different antipsychotic agent. 

Other CNS Effects: Insomnia, restlessness, anxiety, euphoria, agitation, 
drowsiness, depression, lethargy, headache, confusion, vertigo, grand mal 
seizures, and exacerbation of psychotic symptoms. 

Cardiovascular Effects: Tachycardia and hypotension. Hematologic 
Effects: Reports of mild, usually transient leukopenia and leukocytosis, mini- 
mal decreases in red blood cell counts, anemia, or a tendency toward 
lymphomonocytosis; agranulocytosis rarely reported and only in association 
with other medication. Liver Effects: Impaired liver function and/or jaundice 
reported. Dermatologic Reactions: Maculopapular and acneiform reac- 
tions, isolated cases of photosensitivity, loss of hair. Endocrine Disorders: 
Lactation, breast engorgement, mastalgia, menstrual irregularities, gyneco- 
mastia, impotence, increased libido, hyperglycemia and hypoglycema. Gas- 
trointestinal Effects: Anorexia, constipation, diarrhea, hypersa ivation, 
dyspepsia, nausea and vomiting. Autonomic Reactions: Dry mouth, blurred 
vision, urinary retention and diaphoresis. Respiratory Effects: Laryngo- 
spasm, bronchospasm and increased depth of respiration. 

The injectable form is intended only for acutely agitated psychotic patients 
with moderately severe to very severe symptoms. 

Caution: Federal law prohibits dispensing without prescription. 

Full directions for use should be read before HALDOL haloperidol is 
administered or prescribed. 

HALDOL tablets are manufactured by McNeil Laboratories Co., Dorado, 
Puerto Rico 00646. 


McNeil Laboratories, McNEILAB, Inc. 
Fort Washington, PA 19034 
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Acts promptly...tapers gently 
at discontinuation 


Tranxene goes to work in minutes 


Nordiazepam uptake is rapid, with pharmacologic effects 
reported within 30 minutes.! Peak serum levels are 
attained within 1-2 hours after dosing. 


Allows post-therapy 
adjustment time 


When administration stops, nordiazepam serum levels 

taper at a gentle rate. This built-in taper gives your 

patients more time to adjust to cessation of therapy? 

1. Sedation reported in patients 30 minutes after dosing. 
Tranxene Drug Monograph 97-0185, p. 9, 1979. 


2. The elimination kinetics of an agent can be closely defined, 
but these cannot at present be directly related to therapeutic 
or adverse effects. 


c) Abbott Laboratories, North Chicago, IL 60064 


Brief Summary 


INDICATIONS — Symptomatic relief of anxiety and tension 
associated with anxiety disorders, other psychoneurotic dis- 
orders, transient situational disturbances, and functional cr 
organic disorders. Symptomatic relief of acute alcohol with- 
drawal. 

Effectiveness in long-term use (over 4 months) not as- 
sessed by systematic clinical studies. Physician should 
periodically reassess usefulness fcr each patiert. 


CONTRAINDICATIONS — Knowr hypersensitivity to the 
drug. Acute narrow angle glaucoma. 


WARNINGS — Not for use in deoressive neuroses or psy- 
chotic reactions. Caution patients against hazardous occupa- 
tions requiring mental alertness, such as operating dangerous 
machinery including motor vehicles. Advise against simul- 
taneous use of other CNS depressants, aad caution patients 
that effects of alcohol may be inzreased. Not recommended 
for patients under 18. Nervousness, insomnia, irritability, 
diarrhea, muscle aches, and memory impairment have fcl- 
lowed abrupt withdrawal from lorg-term high dosage. With- 
drawal symptoms were reported after abrupt ciscontinuance 
of benzodiazepines taken continuously at therapeutic levels 
for several months. Use caution in patients having psycho- 
logical potential for drug dependence (dependence has been 
observed in dogs and rabbits). 


Pregnancy and Lactation: Minor tranquilizers should almost 
always be avoided first trimester. Consider possibility of 
pregnancy before initiating therapy. Patient should consult 
physician about discontinuation if she becomes pregnant er 
plans pregnancy. Do not give to nursing mothers. 


PRECAUTIONS — Observe usual precautions in depression 
accompanying anxiety, or in patients with suicical tendency, 
or those with impaired renal or hepatic function. Do periodic 
blood counts and liver function tests during prolonged 
therapy. Use small doses and cradua! increments in the 
elderly or debilitated. 


ADVERSE REACTIONS —Drowsiress, dizziness, various g.i. 
complaints, nervousness, blurred vision, dry mouth, head- 
ache, mental confusion, insomnia, transient skin rashes, 
fatigue, ataxia, genitourinary complaints, irritability, diplopia, 
depression, slurred speech, abnormal liver and kidney func- 
tion, decreased hematocrit, decreased systolic b ood pressure. 


DOSAGE — ANXIETY Usual daily dose 30 mg er less (start 
the elderly or debilitated at 7.5-15 mg). Adjust gradually 
within 15-60 mg daily range. Capsules: diviced doses; or 
once daily h.s. (start patient at 15 mg). Single Dose Tablets, 
22.5 mg (for patients stabilized on 7.5 mg t.i.d.) or 11.25 mg: 
once daily at any hour. ALCOHOL WITHDRAWAL In divided 
doses: 1st day 30 mg initially, then 30-60 mg; 2nd day 45-90 
mg; 3rd day 22.5-45 mg; 4th day 15-30 mc. Then taper to 
15-7.5 mg daily, and discontinue as soon as stable. 


INTERACTIONS —Potentiation may occur with ethyl alcohol, 
hypnotics, barbiturates, narcotics pherothiazines, MAO in- 
hibitors, other antidepressants. 


OVERDOSAGE — Take general measures as for any CNS 
depressant. 


SUPPLIED — Tranxene (clorazepate dioctassium) 3.75, 7.5, 
and 15 mg capsules. Tranxene-S) Half Strength 11.25 and 
Tranxene-SD 22.5 mg single dose tablets. 0043330 
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often withdrawn, aloof and emotionally unresponsive. For such patients, Stelazine' provides 


effective, unsurpassed control of these and other psychotic symptoms. 


Also important, Stelazine' can help patients participate in your therapeutic programs. 
‘Stelazine’ usually does not cause excessive sedation and offers the convenience of 


b.i.d. dosage. 


In fact, no other antipsychotic agent has demonstrated significantly greater overal effective- 
ness and significantly fewer adverse effects than ‘Stelazine’. 


‘Stelazine’. A first choice for therapy. 


Before prescribing, see complete pre- 
scribing information in SKGF literature 
or PDR. The following is a brief 
summary. 
Indications 
Dosed on o review of this drug by the 
National Academy of Sciences — 
National Research Council and/or other 
information, FDA hos classified the 
indications as follows: 
Effective: For the management of the 
manifestations of psychotic disorders. 
Possibly effective: To control excessive 


anxiety, tension and agitation as seen 
in neuroses or associated with somatic 
conditions. 


‘Stelazine’ has not been shown effective 
in the management of behavioral com- 
plications in patients with mental 
retardation. 


Final classification of the less-than- 
effective indications requires further 
investigation. 


Controindications: Comatose or greatly 
depressed states due to C.N.S. depressants; 
blood dyscrasias; bone marrow depres- 
sion; liver damage. 


Warnings: Generally avoid using in 
patients hypersensitive (e.g., blood 
dyscrasias, jaundice) to any phenothi- 
azine. Caution patients about activities 
requiring alertness (e.g., operating 
vehicles or machinery), especially during 
the first few days’ therapy. 


Additive effect is possible with other 
C.N.S. depressants, including alcohol. 
Use in pregnancy only when necessary 
for patient's welfare. 


Precautions: Use cautiously in angina. 
Avoid high doses and parenteral adminis- 
tration when cardiovascular system is 
impaired. Antiemetic effect may mask 
signs of toxic drug overdosage or 
ohysical disorders. Protonged administra- 
tion of high doses may result in cumulative 
effects with severe C.N.S. or vasomotor 
symptoms. If retinal changes occur, dis- 





continue drug. Agranulocytosis, thrombo- 
cytopenia, pancytopenia, anemia, 
cholestatic jaundice, liver damage have 
been reported. 

Patients on long-term therapy, especially 
high doses, should be evaluated period- 
ically for possible adjustment or 
discontinuance of drug therapy. 

Adverse Reactions: Drowsiness, dizziness, 
skin reactions, rash, dry mouth, insomnia, 


amenorrhea, fatigue, muscular weakness, 


anorexia, lactation, blurred vision. Neuro- 
muscular (extrapyramidal) reactions: 
motor restlessness, dystonias, pseudo- 
parkinsonism, persistent tardive 
dyskinesia. 

Other adverse reactions reported with 
Stelazine (trifluoperazine HCl, SKGF) or 
other phenothiazines: Some adverse 
effects are more frequent or intense in 
specific disorders (e.g., mitral insufficiency 
or pheochromocytoma). 


Grand mal convulsions; altered cerebro- 
spinal fluid proteins; cerebral edema; 
prolongation and intensification of the 
action of C.N.S. depressants, atropine, heot, 
and organophosphorus insecticides; nasal 
congestion, headache, nausea, constipa- 
tion, obstipation, adynomic ileus, inhibition 
of ejaculation; reactivation of psychotic 
processes, cototonic-like states; hypoten- 
sion (sometimes fatal); cardiac arrest: 
leukopenia, eosinophilia, pancytopenia, 
agranulocytosis, thrombocytopenic 
purpura; jaundice, biliary stasis; menstrual 
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false positive pregnancy tests; photo- 
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asthma, laryngeal edema. ongicneurot:c 
edema, anaphylactoid reactions, periph- 
eral edema; reversed epinephrine 

effect; hyperpyrexia; a systemic lupus 
erythematosus-like syndrome; pigmen- 
tary retinopathy; with prolonged adminis- 
tration of substantial doses skin 
pigmentation, epithelial keratopathy, and 
lenticular and corneal deposits. EKG 
changes have been reported, but relation- 
ship to myocardial damage is not 
confirmed. Discontinue long-term, high- 
dose therapy gradually. NOTE: Sudden 
death in patients taking phenothiazines 
(apparently due to cardiac arrest cr 
asphyxia due to failure of cough reflex) 
has been reported, but no causal relation- 
ship has been established. 

Supplied: Tablets, | mg., 2 mg., 5 mg. 
and 10 mg., in bottles of 100; in Single 
Unit Packages of 100 (intended for institu- 
tional use only); Injection, 2 mg./m.; and 
Concentrate (intended for institutional use 
only) 10 mg./ml. 
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GENERAL POLICIES 


Manuscripts are accepted for consideration with the un- 
derstanding that they represent original material, have not 
been published previously, are not being considered for pub- 
lication elsewhere, and have been approved by each author. 


Copyright 


The Journal requires express transfer of copyright to the 
American Psychiatric Association so that the author(s) and 
the Association are protected from misuse of copyrighted 
material. Authors of accepted papers will be asked to sign 
the following statement: 

In consideration of the American Journal of Psychiatry’s 
taking action in reviewing and editing my submission [in- 
clude title here] the author(s) undersigned hereby transfers, 
assigns, or otherwise conveys all copyright ownership to the 
American Psychiatric Association in the event that such 
work is published by the American Psychiatric Association. 

Work done as part of an individual’s duties as a federal 
employee is in the public domain. In such cases the following 
wording should be used: 

The work described in [include title here] was done as part 
of my (our) employment with the federal government and is 
therefore in the public domain. 

In addition, authors must obtain letters of permission from 
publishers for use of extensive quotations (more than 500 
words) and of tables and figures that originally appeared 
elsewhere. 


Patient Anonymity 


Ethical as well as legal considerations require careful at- 
tention to the protection of a patient’s anonymity in case re- 
ports and elsewhere. Identifying information such as names, 
initials, hospital numbers, and dates must be avoided. In ad- 
dition, authors should disguise identifying information about 
a patient’s characteristics and personal history. 


Informed Consent 


Manuscripts that report the results of experimental inves- 
tigation with human subjects must include a statement that 
informed consent was obtained after the procedure(s) had 
been fully explained. 


Review Process 


Papers are reviewed by at least two experts to determine 
the originality, validity, and significance of content and con- 
clusions. Authors will usually be advised within 3-4 months 
of the decision on their paper, although delays are some- 
times unavoidable. Reviewers’ comments will be returned 
with rejected manuscripts if they are judged to be useful to 
the authors. All reviewers remain anonymous. 


SUBMISSION OF MANUSCRIPTS 


Manuscripts should be submitted in triplicate to John C. 
Nemiah, M.D., Editor, American Journal of Psychiatry, 
1700 Eighteenth St., N.W., Washington, D.C. 20009. All 


A6 





4 F Ne a ee "1 ly 


ys 


correspondence will be sent to the first-named author unless 
otherwise specified. Papers that are not accompanied by a 
cover letter indicating that the paper is intended for pub- 
lication will not be reviewed until such a statement is re- 
ceived. On a separate sheet include the names and mailing 
addresses of any authors who are not members of APA: they 
will be sent a complimentary copy of the issue in which their 
article appears. 

Authors will be notified as soon as possible of the receipt 
of their paper and the number assigned to it. This number 
must be included in all further correspondence. It is impera- 
tive that the corresponding author of submitted papers notify 
the Journal of changes of address. 


Annual Meeting Papers 


The Journal has first refusal rights for numbered papers 
accepted for presentation at the Association's annual meet- 
ings, although not all papers can be published in the Jour- 
nal. Authors of annual meeting papers should follow in- 
structions they will receive in a letter from the Editor before 
the meeting. Annual meeting papers may be submitted for 
review before the meeting only if they are in final form, i.e., 
are ready for review. Authors must not submit their papers 
before the meeting if they expect any substantive revisions 
due to discussion at the meeting, further research, etc. These 
papers are subject to the same peer review criteria as other 
submissions. Authors who wish to submit their papers else- 
where must secure permission from the Editor. The Journal 
will assign its own number to each paper received for re- 
view; this number must appear in any further communica- 
tions about the paper. 


Length 


The length of submitted material should not exceed the 
following specifications unless a special arrangement has 
been made with the Editor. Regular articles—3,800 words or 
the equivalent (no more than 15 double-spaced pages, includ- 
ing references, tables, and figures). Brief Communications— 
2,500 words (no more than 10 double-spaced pages, including 
references, tables, and figures). Clinical and Research Re- 
ports— 1,000 words, 10 references, 1 table (no figures are 
used). Letters to the Editor—500 words, 5 references. The 
number of words, tables, and figures should be noted on the 
title page. 


TYPES OF ARTICLES 
Overviews 


Overview articles attempt to bring together important rele- 
vant information on a topic of general interest to psychiatry. 
They are usually written at the invitation of the Editor: au- 
thors who have ideas for overview articles are advised to 
check with the Editor to ensure that a similar work is not in 
preparation. Overviews should not exceed 7,500 words (no 
more than 25 double-spaced pages—including tables and fig- 
ures—and 100 references). All overviews, including those 
written by invitation, are given the same peer review re- 
ceived by other papers. 


Regular Articles and Brief Communications 


The primary difference between these two types of papers 
is length. The "brief communication” designation does not 
imply less sophisticated or complete work: it merely means 
that the content can be expressed within the upper limit of 
2,500 words. There is no difference in the review procedure 
or scheduling of these articles. Authors who submit unneces- 
sarily long articles with redundancies and loose writing style 
will be asked to shorten them, which can delay publication. 
Authors should choose their words carefully, avoiding 
lengthy introductions containing material that is common 
knowledge, summaries that merely repeat the results, unnec- 
essary tables, figures, or references, etc. Single case reports 
should be submitted as Clinical and Research Reports. 


Clinical and Research Reports 


This section contains very brief articles (maximum of 
1,000 words, 10 references, | table, and no figures) reporting 
new research findings, including preliminary data from pilot 
studies, and case reports that 1) describe new syndromes, 2) 
cast a new light on established ones, 3) indicate a new thera- 
peutic procedure of potential value, or 4) describe adverse 
effects or previously unreported complications of drugs or 
therapeutic interventions. Because of the stringent criteria 
for this section, authors can expect more rapid publication 
than is possible in other sections. Submitted papers that sub- 
stantially exceed the stated maximum length or contain fig- 
ures will be returned to the author unreviewed. 


Prompt Publication Policy 


Articles submitted for prompt publication can be of either 
regular of Brief Communication length. (A "prompt pub- 
lication policy"' is automatically in effect for Clinical and Re- 
search Reports.) These papers are given priority in sched- 
uling; however, authors should be aware that the minimum 
publication time is four months. Prompt publication papers 
must meet stringent criteria of originality and be of major 
immediate importance to the field. Authors must state their 
reasons for wanting rapid review in a cover letter to the Edi- 
tor. It is important to think carefully about the nature of the 
paper before requesting prompt publication; a paper may be 
delayed if it is submitted inappropriately. 


Other Sections 


Letters to the Editor. Brief letters (maximum of 500 words 
and 5 references) will be considered if they include the nota- 
tion "for publication" ' in the upper right corner. Letters crit- 
ical of an article published in the Journal will automatically 
be sent to the authors for reply. Because of space limita- 
tions not all letters can be printed. The Journal is unable to 
notify authors of receipt of letters or to return those not pub- 
lished. All letters are subject to editing. Letters must be 
typed double-spaced throughout on letter-size bond paper; 
two copies are required. Letters that are not typed appropri- 
ately or do not conform to Journal reference style will be 
returned to the author for revision. 

Book Reviews. Books for review may be sent directly to 
the Book Review Editor, Nancy C. Andreasen, M.D., Uni- 
versity of lowa College of Medicine, 500 Newton Rd., Iowa 
City, lowa 52240. Book reviews are usually solicited by the 
Book Review Editor. Authors interested in reviewing a par- 
ticular book are urged to contact the editorial office to see 
if the Book Review Editor wishes the book to be reviewed 
and to ascertain whether it has been previously assigned 
to another reviewer. 


TYPING AND ARRANGING THE PAPER 


All parts of the manuscript, including case resorts, quota- 
tions, references, and tables, must be double-spzced through- 
out. All manuscripts must be typed in upper- and lowercase 
on one side only of 22 x 28 cm (8'/2 X 11 inches: nonerasable 
bond paper. All 4 margins must be 3?/; cm (1'/2 inches). The 
manuscript should be arranged in the following order, with 
each numbered item beginning a new page: 1) title page, 2) 
précis, 3) text, 4) references, 5) tables, 6) footnotes to text, 
and 7) figure captions. All pages must be numbered, with the 
title page as number |. Please consult the following section 
onJournal style specifications for criteria for each part of the 


paper. 


STYLE SPECIFICATIONS 
Title Page 


Title. The title should be informative but as brief as pos- 
sible. Headline style (declarative sentences: should be 
avoided. Abbreviations and acronyms are -are y used in ti- 
tles. 

By-line. Authors named in the by-line should be limited to 
principal researchers and/or writers; collaboratcrs can be ac- 
knowledged in a footnote. Degrees (other than honorary or 
undergraduate degrees) should be included after the authors’ 
names. 

Previous presentation. If the paper has been presented 
orally, please give the name of the meeting, tre place, and 
inclusive dates. 

Author affiliations. Provide the department, institution, 
city, and state where the work was done. If multiple loca- 
tions and authors were involved, indicate in parentheses 
which authors were affiliated with each institution. Provide a 
full address for the author who is to receive repr nt requests. 

Acknowledgments. Acknowledgments should be in a sep- 
arate paragraph on the title page. Grant support should in- 
clude the full name of the granting agency as well as the grant 
number. Individual acknowledgments should te as brief as 
possible. Acknowledgments of companies taat supplied 
drugs are used only in the case of experimental drugs or 
those unavailable in this country. 

Other requirements. The number of words, tables, and fig- 
ures should appear in the upper right corner and a phone 
number for the corresponding author in the lower right. 


Précis 


The précis should be up to 100 words for rezular articles 
and Brief Communications. (No précis is used in the Clinical 
and Research Reports section.) The précis should be a single 
paragraph using complete, connected sentences, active 
verbs, and the third person. In mos: cases, tae précis re- 
places a summary. 


Text 


Headings and subheadings should be inserted at reason- 
able intervals in all types of papers. Footnotes to text materi- 
al should be typed on a separate page at the end of the manu- 
script. Summaries are rarely desirable, although a final 
"Comment" or "Conclusions" section may te used. The 
body of the paper should be written in the active voice and 
first person where appropriate. 

Statistics. Authors should be sure that statis-ics used are 
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both necessary and appropriate. Statistical tests should be 
described and a reference citation given if the tests are not 
generally known. It is not sufficient to say ‘‘differences be- 
tween the groups were significant.” In cases of lengthy com- 
plicated analyses, the authors may summarize results and 
indicate that details are available from them on request. 

Abbreviations. All abbreviations (other than those for met- 
ric units) should be explained the first time they are used. 
Idiosyncratic abbreviations should be avoided: overuse of 
abbreviations may hinder rather than facilitate readability. 

Drugs. Generic rather than trade names of drugs should be 
used; trade names may be given parenthetically if necessary. 

Units of measurement. All measurements should be in met- 
ric units; standard abbreviations are used. 


References 


References should be restricted to closely pertinent mate- 
rial: a complete review of the literature is rarely desirable. 
Accuracy of citation is the author’s responsibility. References 
should conform exactly to the original spelling, accents, 
punctuation, etc. Authors should be sure that all references 
listed have been cited in text; no bibliographies can be used. 

References are numbered and listed by their order of ap- 
pearance in text; the text citation is followed by the appro- 
priate reference number in parentheses. Do not arrange the 
list alphabetically. 

Personal communications, unpublished manuscripts, man- 
uscripts submitted but not yet accepted, and similar unpub- 
lished items should not appear in the reference list. Such ci- 
tations may be noted in text or in a footnote. It is the au- 
thor’s responsibility to obtain permission to refer to another 
individual's unpublished observations. Manuscripts that are 
actually *'in press" may be cited as such in the reference list: 
the name of the journal must be included. 

Type references in the style shown below, double-spaced 
throughout (not just a line between references). List up to 
three authors; designate one or more authors past the third 
"et al." Abbreviations of journal names should conform to 
the style used in /ndex Medicus; journals not indexed there 
‘should not be abbreviated. 


l. Berne E: Principles of Group Treatment. New York, Oxford 
University Press, 1966, p 26 

2. Blackwell B, Marley E, Price J, et al: Hypertensive interactions 
between monoamine oxidase inhibitors and foodstuffs. Br J 
Psychiatry 113:349-365, 1967 

3. Jones AB: Long-term administration of tricyclic antidepres- 
sants: three-year follow-up. Am J Psychiatry (in press) 

4. Smythe JCW (ed): Psychiatry and Human Values. Springfield, 
Ill, Charles C Thomas, 1971 

5. Brosin H: Communication systems of the consultation process, 
in The Psychiatric Consultation. Edited by Mendel W, Solomon 
P. New York, Grune & Stratton, 1968 


Tables 


Tables should be self-explanatory and should supplement 
rather than duplicate text. Authors may be asked to delete 
tables that present data which could be given succinctly in 
text or repeat information in the Results section. Tables are 
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generally reserved for data presentation and not used as lists 
or charts. They should be double-spaced and no wider than 
120 typewriter characters, including spaces. Consult recent 
issues of the Journal for table style. Please note that no verti- 
cal rules or internal horizontal rules are used. It is usually 
desirable to give both numbers and percentages where appli- 
cable. All units of measurement must be specified within the 
table. Metric measurements are used in tables and through- 
out the text. Each table should be identified numerically and 
include a concise but descriptive title. 


Figures 


Figures should be used only for data that cannot be ade- 
quately presented in text or tabular form. Figures should be 
submitted as glossy prints with one photocopy attached to 
each manuscript copy. The author’s name and the title of the 
paper should appear on a gummed label affixed to the back of 
each glossy. All figures should be able to withstand reduc- 
tion to about 8 cm (3'/4 inches). Authors are urged to consid- 
er carefully the necessity of figures; they may be asked to 
delete figures that repeat information availabile in text. It is 
often advisable to obtain professional assistance in the prep- 
aration of figures. 


PROCESSING OF ACCEPTED MANUSCRIPTS 


Authors will be notified of acceptance of their papers; pa- 
pers will then be edited and sent to the first-named (or corre- 
sponding) author for corrections and answers to editorial 
queries. No galley proofs are sent to authors, so the edited 
manuscript should be read with extreme care. Prompt return 
of edited manuscripts is essential. Authors who expect to be 
away from their offices for a long period or who change ad- 
dress after notification of acceptance should so inform the 
Journal office. 

Manuscripts are accepted with the understanding that the 
Editor has the right to make revisions aimed at greater con- 
ciseness, clarity, and conformity with Journal style. 


PERMISSION TO REPRINT 


Written permission to reprint material published in the 
Journal must be secured from the APA Publications Serv- 
ices Division, 1700 Eighteenth St., N.W., Washington. D.C. 
20009; there is usually a charge for such permission, except 
in cases of nonprofit classroom or library reserve use by in- 
structors and educational institutions, or of authors who 
wish to reprint their own material. Requests will be facilitat- 
ed if they are accompanied by written permission from the 
author of the material. 


REPRINTS 


No reprints are furnished gratis. An order form for re- 
prints will be sent to authors prior to publication of their pa- 
pers. Reprints are usually mailed to authors about six weeks 
after publication of the article. 
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by dosage adjustment or antiparkin 
son agents. 
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A division of Pfizer Pharmaceuticals 
New York, New York 1001” 


For a brief summary of Navane prescribing 
information, including adverse reactions and 
contraindications, please see the following 
page of this advertisemen:. 


Navane (thiothixene) (thiothixene 


chloride) 


Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20 mg Concentrate: 5 mg/ml Intramuscular: 2 mg/ml, 5 mg/ml 


BRIEF SUMMARY OF 

PRESCRIBING INFORMATION 

Navane® (thiothixene) 

Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20 mg 

(thiothixene hydrochloride) Concentrate: 5 mg/ml, 
Intramuscular: 2 mg/ml, 5 mg/ml 

Contraindications. Navane (thiothixene) is contraindicated in 
patients with circulatory collapse, comatose states, central nervous 
system depression due to any cause, and blood dyscrasias. Navane 
is contraindicated in individuals who heve shown hypersensitivity 
to the drug. It is not known whether there is a cross-sensitivity 
between the thioxanthenes and the phenothiazine derivatives, but 
this possibility should be considered. 

Warnings. Usage in Pregnancy— Sa?e use of Navane duri ng 
pregnancy has not been established. Therefore, this drug should be 
given to pregnant patients only when, in the judgment of the 
physician, the expected benefits from the treatment exceed the 
possible risks to mother and fetus. Animal reproduction studies and 
clinical experience to date have not demonstrated any teratogenic 
effects. 

In the animal reproduction studies with Navane, there was some 
decrease in conception rate and litter size, and an increase in 
resorption rate in rats and rabbits, changes which have been 
similarly reported with other psychotrcpic agents. After repeated 
oral administration of Navane to rats (5 to 15 mg/kg/day), rabbits 
(3to50 mg/kg/day), and monkeys (1 to3 mg/kg/day) before and 
during gestation, no teratogenic effects were seen. (See Precau- 
tions.) 

Usage in Children—The use of Navane in children under 12 
years of age is not recommended because safety and efficacy in the 
pediatric age group have not been established. 

Asis true with many CNS drugs, Navane may impair the mental 
and/or physical abilities required for the performance of poten- 
tially hazardous tasks such as driving a car or operating machinery, 
especially during the first few days of therapy. Therefore, the 
patient should be cautioned accordingly. 

As in the case of other CNS-acting drugs, patients receiving 
Navane should be cautioned about the possible additive effects 
(which may include hypotension) with CNS depressants and with 
alcohol. 

Precautions. An antiemetic effect was observed in animal studies 
with Navane; since this effect may also occur in man, it is possible 
that Navane may mask signs of overdosage of toxic drugs and may 
obscure conditions such as intestinal obstruction and brain tumor. 

In consideration of the known capability of Navane and certain 
other psychotropic drugs to precipitate convulsions, extreme 
caution should be used in patients with a history of convulsive 
disorders or those in a state of alcohal withdrawal since it may 
lower the convulsive threshold. Although Navane potentiates the 
actions of the barbiturates, the dosage of the anticonvulsant therapy 
should not be reduced when Navane is administered concurrently, 

Caution as well as careful adjustment of the dosage is indicated 
when Navane is used in conjunction with other CNS depressants 
other than anticonvulsant drugs. 

Though exhibiting rather weak anticholinergic properties, 
Navane should be used with caution in patients who are known or 
suspected to have glaucoma, or who might be exposed to extreme 
heat, or who are receiving atropine or related drugs. 

Use with caution in patients with cardiovascular disease. 

Also, careful observation should be made for pigmentary 
retinopathy, and lenticular pigmentation (fine lenticular pigmenta- 
tion has been noted in a small number of patients treated with 
Navane for prolonged periods). Blood dyscrasias (agranulocyto- 
sis, pancytopenia, thrombocytopenic purpura), and liver damage 
(jaundice, biliary stasis) have been reported with related drugs. 

Undue exposure to sunlight should be avoided. Photosensitive 
reactions have been reported in patients on Navane. 

Intramuscular Administration— As with all intramuscular prep- 
arations, Navane Intramuscular should be injected well within the 
body of a relatively large muscle. The preferred sites are the upper 
outer quadrant of the buttock (i.e. , gluteus maximus? and the mid- 
lateral thigh. 

Thedeltoid area should be used only if well developed, such as in 

certain adults and older children, and then only with caution to 
avoid radial nerve injury. Intramuscular injections should not be 
made into the lower and mid-thirds of :he upper arm. As with all 
intramuscular injections, aspiration is necessary to help avoid 
inadvertent injection into a blood vessel. 
Adverse Reactions. Note: Not all of the following adverse 
reactions have been reported with Navaae (thiothixene). However, 
since Navane has certain chemical and »harmacologic similarities 
to the phenothiazines, all of the known side effects and toxicity 
associated with phenothiazine therapy should be borne in mind 
when Navane is used. 

Cardiovascular effects: Tachycardia, hypotension, lightheaded- 
ness, and syncope. In the event hypotension occurs, epinephrine 
should not be used as a pressor agent since a paradoxical further 
lowering of blood pressure may result. Nonspecific EKG changes 
have been observed in some patients receiving Navane. These 
changes are usually reversible and frequently disappear on 
continued Navane therapy. The incidence of these changes is lower 
than that observed with some phenothiazines. The clinical 
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significance of these changes is not known. 

CNS effects: Drowsiness, usually mild, may occur although it 
usually subsides with continuation of Navane therapy The 
incidence of sedation appears similar to that of the piperazine group 
of phenothiazines, but less than that of certain aliphatic 
phenothiazines. Restlessness, agitation and insomnia have been 
noted with Navane (thiothixene). Seizures and paradoxical exacer- 
bation of psychotic symptoms have occurred with Navane 
infrequently. 

Hyperreflexia has been reported in infants delivered from 
mothers having received structurally related drugs. 

In addition, phenothiazine derivatives have been associated 
with cerebral edema and cerebrospinal fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo-parkinsonism, 
akathisia, and dystonia have been reported. Management of these 
extrapyramidal symptoms depends upon the type and severity. 
Rapid relief of acute symptoms may require the use of an injectable 
antiparkinson agent. More slowly emerging symptoms may be 
managed by reducing the dosage of Navane and/or administering 
an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: As with all antipsychotic agents 
tardive dyskinesia may appear in some patients on long term 
therapy or may occur after drug therapy has been discontinued. The 
risk seems to be greater in elderly patients on high-dose therapy, 
especially females. The symptoms are persistent and in some 
patients appear to be irreversible. The syndrome is Characterized 
by rhythmical involuntary movements of the tongue, face, mouth 
or jaw (e.g., protrusion of tongue, puffing of cheeks, puckering of 
mouth, chewing movements). Sometimes these may be accompa- 
nied by involuntary movements of extremities. 

There is no known effective treatment for tardive dyskinesia: 
antiparkinsonism agents usually do not alleviate the symptoms of 
this syndrome. It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment, or increase the 
dosage of the agent, or switch to a different antipsychotic agent, the 
syndrome may be masked. 

It has been reported that fine vermicular movements of the 
tongue may be an early sign of the syndrome and if the medication 
is stopped at that time, the syndrome may not develop. 

Hepatic effects: Elevations of serum transaminase and alkaline 
phosphatase, usually transient, have been infrequently observed in 
some patients. No clinically confirmed cases of jaundice attribut- 
able to Navane have been reported. 

Hematologic effects: As is true with certain other psychotropic 
drugs, leukopenia and leukocytosis, which are usually transient, 
can occur occasionally with Navane. Other antipsychotic drugs 
have been associated with agranulocytosis, eosinophilia, hemo- 
lytic anemia, thrombocytopenia and pancytopenia. 

Allergic reactions: Rash, pruritus, urticaria, photosensitivity 
and rare cases of anaphylaxis have been reported with Navane. 
Undue exposure to sunlight should be avoided. Although not 
experienced with Navane, exfoliative dermatitis and contact 
dermatitis (in nursing personnel) have been reported with certain 
phenothiazines. 

Endocrine disorders: Lactation, moderate breast enlargement 
and amenorrhea have occurred in a small percentage of females 
receiving Navane. If persistent, this may necessitate a reduction in 
dosage or the discontinuation of therapy. Phenothiazines have been 
associated with false positive pregnancy tests, gynecomastia, 
hypoglycemia, hyperglycemia, and glycosuria. 

Autonomic effects: Dry mouth, blurred vision, nasal conges- 
tion, constipation, increased sweating, increased salivation, and 
impotence have occurred infrequently with Navane therapy. 
Phenothiazines have been associated with miosis, mydriasis, and 
adynamic ileus. 

Other adverse reactions: Hyperpyrexia, anorexia, nausea, 
vomiting, diarrhea, increase in appetite and weight, weakness or 
fatigue, polydipsia and peripheral edema. 

Although not reported with Navane, evidence indicates there is a 
relationship between phenothiazine therapy and the occurrence of 
a systemic lupus erythematosus-like syndrome. 

NOTE: Sudden deaths have occasionally been reported in 

patients who have received certain phenothiazine derivatives. In 
some cases the cause of death was apparently cardiac arrest or 
asphyxia due to failure of the cough reflex. In others, the cause 
could not be determined nor could it be established that death was 
due to phenothiazine administration. 
Dosage and Administration. Dosage of Navane should be 
individually adjusted depending on the chronicity and severity of 
the condition. In general, small doses should be used initially and 
gradually increased to the optimal effective level, based on patient 
response. 

Some patients have been successfully maintained on once-a-day 
Navane therapy. 

Usage in children under 12 years of age is not recommended 
because safe conditions for its use have not been established. 

Navane Intramuscular Solution; Navane F or Injection— Where 
more rapid control and treatment of acute behavior is desirable, the 
intramuscular form of Navane may be indicated. It is also of benefit 
where the very nature of the patient’s symptomatology, whether 
acute or chronic, renders oral administration impractical or even 


impossible. 

For treatment of acute symptomatology or in patients unable or 
unwilling to take oral medication, the usual dose is 4 mg of Navane 
Intramuscular administered 2 to 4 times daily. Dosage may be 
increased or decreased depending on response. Most patients are 
controlled on a total daily dosage of 16 to 20 mg. The maximum 
recommended dosage is 30 mg/day. An oral form should supplant 
the injectable form as soon as possible. It may be necessary to 
adjust the dosage when changing from the intramuscular to oral 
dosage forms. Dosage recommendations for Navane (thiothixene) 
Capsules and Concentrate appear in the following paragraphs. 

Navane Capsules; Navane Concentrate— In milder conditions, 
an initial dose of 2 mg three times daily. If indicated, a subsequent 
increase to 15 mg/day total daily dose is often effective. 

In more severe conditions, an initial dose of 5 mg twice daily. 

The usual optimal dose is 20 to 30 mg daily. If indicated, an 

increase to 60 mg/day total daily dose is often effective. Exceed- 
ing a total daily dose of 60 mg rarely increases the beneficial 
response. 
Overdosage. Manifestations include muscular twitching, drowsi- 
ness, and dizziness. Symptoms of gross overdosage may include 
CNS depression, rigidity, weakness, torticollis, tremor, salivation, 
dysphagia, hypotension, disturbances of gait, or coma. 

Treatment: Essentially symptomatic and supportive. For Navane 
oral, early gastric lavage is helpful. For Navane oral and 
Intramuscular, keep patient under careful observation and maintain 
an open airway, since involvement of the extrapyramidal system 
may produce dysphagia and respiratory difficulty in severe 
overdosage. If hypotension occurs, the standard measures for 
managing circulatory shock should be used (1. V. fluids and/or 
vasoconstrictors). 

If a vasoconstrictor is needed, levarterenol and phenylephrine 
are the most suitable drugs. Other pressor agents, including 
epinephrine, are not recommended, since phenothiazine deriva- 
tives may reverse the usual pressor action of these agents and cause 
further lowering of blood pressure. 

If CNS depression is present. recommended stimulants include 
amphetamine, dextroamphetamine, or caffeine and sodium ben- 
zoate. Stimulants that may cause convulsions (e.g. picrotoxin or 
pentylenetetrazol) should be avoided. Extrapyramidal symptoms 
may be treated with antiparkinson drugs. 

There are no data on the use of peritoneal or hemodialysis, but 
they are known to be of little value in phenothiazine intoxication. 
How Supplied. Navane (thiothixene) is available as capsules 
containing | mg, 2 mg, 5 mg, and 10 mg of thiothixene in bottles 
of 100, 1,000, and unit-dose pack of 100( 10 x 10's). Navane is also 
available as capsules containing 20 mg of thiothixene in bottles of 
100, 500, and unit-dose pack of 100 (10 x 10's). 

Navane (thiothixene hydrochloride) Concentrate is available in 
120 ml (4 oz.) bottles with an accompanying dropper calibrated at 
2 mg, 4 mg, 5 mg. 6 mg, 8 mg, and 10 mg, and in 30 ml ( 102.) 
bottles with an accompanying dropper calibrated at 2 mg. 4 mg, 
and 5 mg. Each ml contains thiothixene hydrochloride equivalent 
to 5 mg of thiothixene. Contains alcohol, U.S.P. 7.0% v/v (small 
loss unavoidable). 

Navane (thiothixene hydrochloride) Intramuscular solution is 
available in a 2 ml amber glass vial in packages of 10 vials. Each ml 
contains thiothixene hydrochloride equivalent to 2 mg of thiothix- 
ene, dextrose 5% w/v, benzyl alcohol 0.9% w/v, and propyl 
gallate 0.02% w/v. 

Navane (thiothixene hydrochloride) Intramuscular For Injection 

is available in amber glass vials in packages of 10 vials. When 
reconstituted with 2.2 ml of Sterile Water for Injection, each ml 
contains thiothixene hydrochloride equivalent to 5 mg of thiothix- 
ene, and 59.6 mg of mannitol. The reconstituted solution of 
Navane Intramuscular For Injection may be stored for 48 hours at 
room temperature before discarding. 
References: 1. Stotsky BA: Relative efficacy of parenteral 
haloperidol and thiothixene for the emergency treatment of acutely 
excited and agitated patients. Dis Nerv Syst 38:967-973, December 
1977. 2. Brauzer B, Goldstein BJ: Comparative effects of intra- 
muscular thiothixene and trifluoperazine in psychotic patients. J 
Clin Pharmacol 8:400-403, November-December 1968. 3. Gal- 
lant DM, Bishop MP, Bishop C, et al: Thiothixene: A controlled 
evaluation of the intramuscular antipsychotic preparation. Curr 
Ther Res 10:561-565, November 1968. 


For additional information on Navane, 
please consult your Roerig representative or 
write to: Roerig Medical Department, 235 East 
42nd Street, New York, NY 10017. 
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Morris E. Cbafetz, MD, 
Founding Director of the National 
Institute on Alcohol Abuse and Alcoholism, 
is pleased to announce 
the opening of a private 
residential alcoholism treatment facility 

n Charleston, South Carolina. 


NWICK 
A 


Jobn H. Magill, Executive Director. Layton McCurdy, M.D., Medical Director 
PO. Box 688, Johns Island, South Carolina 29455. Phone 803-559-2461 
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$ 21 BLOOMINGDALE ROAD 
f X WHITE PLAINS, NEW YORK 10605 


THE NEW YORK HOSPITAL 
CORNELL MEDICAL CENTER 
WESTCHESTER DIVISION 


Announces the establishment of 


THE EATING DISORDERS 
PROGRAM 


Specialized inpatient facilities with an outpatient 
component provide a full range of services for 
adolescents and young adults including 
diagnostic evaluation and treatment for anorexia 
nervosa and bulimia. This program is an 
integral part of Child and Adolescent Services 
which include: 


* Eating Disorders Program 

Child Inpatient Service 

* Adolescent Inpatient Service 

Adolescent Day Hospital 

* Child Day Hospital 

* Child and Adolescent Outpatient Department 
Outreach Programs 
































For Information Call: 
Director, The Eating 
Disorders Program 

(914) 682-9100 












An Essential Source of 
Psychological, Medical, 
and Legal Guidance 









The Rape Crisis 
Intervention Handbook 


A Guide for Victim Care 


edited by Sharon L. McCombie 
Director, Rape Crisis Intervention Program, 
Beth Israel Hospital, Boston 














This handbook is a comprehensive resource for those 
involved in providing crisis intervention to rape vic- 
tims. The medical, legal, and counseling needs of the 
rape victim are presented to prepare helping profes- 
sionals offer sensitive and skillful assistance to women 
who have suffered sexual assault. 


252 pp., illus., 1980, $19.50 












THE LANGUAGE OF. SCIENCE 


Plenum 


PUBLISHING CORPORATION 






227 West 17th Street, 
New York, N.Y. 10011 
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Brief Summary of Prescribing Information 


Indications and Usage: Symptomatic relief of anxiety, tension, agitation, irritability a 
insomnia associated with anxiety neuroses and transient situational disturbances; anxie 
associated with depressive symptoms and as a treatment of symptoms of anxiety if such sym 
toms are a significant feature of functional or organic disorders, particularly gastrointestinal 
Cardiovascular 

Effectiveness in long-term use, i.e., more than 4 months, has not been assessed by syste! 
atic clinical studies. Reassess periodically usefulness of the drug for the indivicual patient. 


Contraindications: Known sensitivity to benzodiazepines or acute narrow-angle glaucoma 


Warnings: Not recommended in primary depressive disorders or psychoses. As with all CN 
acting drugs, warn patients on lorazepam not to operate machinery or motor vehicles, and 
diminished tolerance for alcohol and other CNS depressants. 

Physical and Psychological Dependence: Withdrawal symptoms like those noted with barl 
turates and alcohol have occurred following abrupt discontinuance of benzodiazepini 
(including convulsions, tremor, abdominal and muscle cramps, vomiting and sweating). Addi 
tion-prone individuals, e.g. drug addicts and alcoholics, should be under careful surveillant 
when on benzodiazepines because of their predisposition to habituation and dependenc 
Withdrawal symptoms have also been reported following abrupt discontinuance of benzoc 
azepines taken continuously at therapeutic levels for several months. 

Precautions: In depression accompanying anxiety, consider possibility for suicide. 

For elderly or debilitated patients, initial daily dosage should not exceed 2mg to avoid ove 
sedation. 

Terminate dosage gradually since abrupt withdrawal of any antianxiety agent may result 
symptoms like those being treated: anxiety, agitation, irritability, tension, insomnia and occ. 
sional convulsions. 

Observe usual precautions with impaired renal or hepatic function. 

Where gastrointestinal or cardiovascular disorders coexist with anxiety, note that lorazepa: 
has not been shown of significant benefit in treating gastrointestinal or cardiovascular compt 
nent 

Esophageal dilation occurred in rats treated with lorazepam for more than 1 year i 
6mg//kg. day. No effect dose was 1.25mg/kg/day (approximately 6 times the maximum huma 
therapeutic dose of 10mg/day). Effect was reversible only when treatment was withdrawn with 
2 months of first observation. Clinical significance is unknown; but use of lorazepam for pri 
longed periods and in geriatric patients requires caution and frequent monitoring for symptorr 
of upper G.I. disease. 

Safety and effectiveness in children under 12 years have not been establishec. 


ESSENTIAL LABORATORY TESTS: Some patients have developed leukopenia; some have ha 
elevations of LDH. As with other benzodiazepines, periodic blood counts and liver function tes 
are recommended during long-term therapy. 


CLINICALLY SIGNIFICANT DRUG INTERACTIONS: Benzodiazepines produce CNS depressa! 
effects when administered with such medications as barbiturates or alcohol. 


CARCINOGENESIS AND MUTAGENESIS: No evidence of carcinogenic potential emerged 
rats during an 18-month study. No studies regarding mutagenesis have been performed. 


PREGNANCY: Reproductive studies were performed in mice, rats, and 2 strains of rabbit 
Occasional anomalies (reduction of tarsals, tibia, metatarsals, malrotated limbs, gastroschisi 
malformed skull and microphthalmia) were seen in drug-treated rabbits without relationship 1 
dosage. Although all these anomalies were not present in the concurrent control group, the 
have been reported to occur randomly in historical controls. At 40mg/kg and higher, there we 
evidence of fetal resorption and increased fetal loss in rabbits which was not seen at lowe 
doses. Clinical significance of these findings is not known. However, increased risk of congen 
tal malformations associated with use of minor tranquilizers (chlordiazepoxide, diazepam an 
meprobamate) during first trimester of pregnancy has been suggested in several studie: 
Because use of these drugs is rarely a matter of urgency, use of lorazepam during this perio 
should almost always be avoided. Possibility that a woman of child-bearing potential may b 
pregnant at institution of therapy should be considered. Advise patients if they become prec 
nant to communicate with their physician about desirability of discontinuing the drug. 

In humans, blood levels from umbilical cord blood indicate placental transfer of lorazepan 
and its glucuronide. 
NURSING MOTHERS: It is not known if oral lorazepam is excreted in human milk like othe 
benzodiazepines. As a general rule, nursing should not be undertaken while on a drug sinct 
many drugs are excreted in milk. 


Adverse Reactions, if they occur, are usually observed at beginning of therapy and general! 
disappear on continued medication or on decreasing dose. In a sample of about 3,500 anxiou: 
patients. most frequent adverse reaction is sedation (15.996), followed by dizziness (6.996) 
weakness (4.2%) and unsteadiness (3.4%). Less frequent are disorientation, depression, nau 
sea. change in appetite, headache, sleep disturbance, agitation, dermatological symptoms, eyt 
function disturbance, various gastrointestinal symptoms and autonomic manifestations. Inci 
dence of sedation and unsteadiness increased with age. Small decreases in blood pressure 
have been noted but are not clinically significant, probably being related to relief of anxiety. 

Overdosage: |n management of overdosage with any drug, bear in mind that multiple agent: 
may have been taken. Manifestations of overdosage include somnolence, confusion and coma 
Induce vomiting and/or undertake gastric lavage followed by general supportive care, monitor 
ing of vital signs and close observation. Hypotension, though unlixely, usually may be controllec 
with Levarterenol Bitartrate Injection U.S.P Usefulness of dialysis has not been determined. 


Ativan: 


lorazepam) 





Dosage: Individualize for maximum beneficial effects. Increase dose 
gradually when needed, giving higher evening dose before increasing 
daytime doses. Anxiety, usually 2-3mg/day given b.i.d. or t.i.d.; dosage 
may vary from 1 to 10mg/day in divided doses. For elderly or debili- 
tated, initially 1-2mg/day; insomnia due to anxiety or transient situa- 
tional stress, 2-4mg h.s. 


How Supplied: 0.5, 1.0 and 2.0mg tablets. 


Wyeth Laboratories 


Philadelphia, PA 19101 
Copyright © 1979, Wyeth Laboratories 
Div. of AHPC, N.Y., N.Y. All rights reserved 


™ 


Why one benzodiazepine 

and not another? Are you concerned about 
long-acting metabolites? Many clinicians, as well as pharmacologists, 

are beginning to draw attention to this problem (see New England Journal 
of Medicine, April 5, 1979). 

In contrast to some older benzodiazepines, Ativan (lorazepam) does 
not give rise to long-lasting active metabolites. As with all 
benzodiazepines, you should follow the usual precautions concerning 
co-administration with other CNS depressants and warn your 
patients against operating dangerous machinery and motor vehicles. 

However, it is noteworthy that Ativan showed no clinical evidence of 
accumulation even when given in high doses over periods up to 
6 months. The half-life of free lorazepam is about 12 hours; steady-state 
serum levels are attained in 2-3 days. Comparable data for diazepam: 
20-50 hours and at least 7-10 days. (The pharmacokinetic profile of a drug 
can define such characteristics as absorption, distribution, metabolism 
and elimination but cannot, at present, be directly related to its 
therapeutic effectiveness. ) 

Ativan has a convenient b.i.d. 
or t.i.d. dosage schedule; 
it is compatible with a long list of 
other medications and, of course, 
it is a highly effective anxiolytic 
agent, as established in numerous 
nationwide, double-blind, 
controlled evaluations 
in thousands of patients. 





See important information on preceding page. 
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Adapitr' (ec) helps patients 
see life in all its colors 


Improvements noted at one week 


Depressed patients often present with fatigue, anorexia, 


Summary of Improvement for Some HDS Factors’ 


anxiety, mood swings, loss of interest, and most 
frequently, early awakening and insomnia. In a 
summation of 9 clinical studies involving 198 patients, 
significant clinical improvement was noted after the 
first week of doxepin treatment.’ However, optimal 
antidepressant response may not be evident for 

two to three weeks. 
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*P < .001 


Normalized sleep patterns 


In a study of clinically depressed patients with symptoms of insomnia, treatment with doxepin 


significantly reduced difficulty falling asleep, difficulty staying asleep and frequency of early 


morning awakening? 









Brief Summary of Prescribing information ADAPIN® (doxepin HC!) Capsules 
Indications-Relief of symptoms of anxiety and depression. 

Indications-Glaucoma, tendency toward urinary retention or hypersensitivity to doxepin. 
Warnings-Adapin has not been evaluated for safety in pregnancy. No evidence of harm to the 
animal fetus has been shown in reproductive studies. There are no data concerning secretion in 
human milk, nor on effect in nursing infants. 

in children under 12 years of age is not recommended. MAO inhibitors should be 

discontinued at least two weeks prior to the cautious initiation of therapy with this drug, as 
serious side-effects and death have been reported with the concomitant use of certain drugs and 
MAO inhibitors. 
In patients who may use alcohol excessively, potentiation may increase the danger 
inherent in any suicide attempt or overdosage. 
ns-Drowsiness may occur and patients should be cautioned 
against driving a motor vehicle or operating hazardous machinery 
Since suicide is an inherent risk in depressed patients they 
should be closely supervised while receiving treatment. 
Although Adapin has shown effective tranquilizing 
activity, the possibility of activating or unmasking 
latent psychotic symptoms should be kept in mind. 
This product contains FD&C Yellow No. 5 (tartrazine) which 
may cause allergic-type reactions (including bronchial asthma) in certain 
susceptible individuals. Although the overall incidence of FD&C Yellow 

No. 5 (tartrazine) sensitivity in the general population is low, it is frequently 
seen in patients who also have aspirin hypersensitivity. 













(doxepi HUI) 


Low potential for cardiotoxicity 


The incidence of tachycardia and hypotension, which have been observed during 
treatment with tricyclic antidepressants, has been reported infrequently with doxepin. 
In 452 patients given doxepin, the incidence of tachycardia was 2.88%; in 495 patients. 
the incidence of hypotension was 2.62%.° 


ow available...New 75 mg capsules for h.s. dosage 


Adverse Reactions-Dry mouth, blurred vision and constipation have been reported. 
Drowsiness has also been observec. 

Adverse effects occurring infrequently include extrapyramidal symptoms, gastrointestinal 
reactions, secretory effects such as sweating. tachycardia and hypotension. Weakness, dizziness, 
fatigue, weight gain, edema, paresthesias, flushing, chills, tinnitus, photophobia, deceased 
libido, rash and pruritus also Occur. 

Dosage and Admin on-In mild to moderate anxiety and/or depression: 25 mg t.i.d. 
Increase or decrease the dosage according to individual response. Daily dosage, up to 150 mg 
may be taken at bedtime without loss of effectiveness. Usual optimum daily dosage s 75 mg b 
150 mg per day not to exceed 300 mg per day. 

Antianxiety effect usually precedes the antidepressant effect by two or ‘hree weeks. 

How Suppiled—Each capsule contains doxepin, as the hydrochloride. 10 mg, 25 m3, 50 mg, 
75 mg and 100 mg capsules in bottles of 100 and 1000. 
For complete prescribing information please see package insert or PDR. 


References: 

1. Barranco SF, Thrash ML, Hackett E, et al: Early onset of response to doxepin treatment. u 
Clin Psychiatry 40:265-269, 1979 (Sinequan*). 

2. Karacan |, Blackburn AB, Thornby JI: The Effect of Doxepin HCI (Sinequan*) on Sleep 
Patterns and Clinical Symptomatology of Neurotic Depressed Patients with Sleep Disturbance, 


in Mendels J (ed): Sinequan®: A monograph of recent 
R DIVISION 


clinical studies, Princeton, NJ, Excerpta Medica, 1977, pp 4-22. 


3. Pitts NE: The clinical evaluation of doxepin-A new 
psychotherapeutic agent. Psychosomatics 10:164-171, 1969. 
ROCHESTER NEV" YORK 4523 


Ada IIT ... effective sin le-entity 


drug with antidepressant 
and antianxiety effects 
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300 mg scored tablets 


wm carbonate 


In manic-depressive patients with a history of mania, ‘Eskalith’ 
e prevents or diminishes the intensity of future episodes 

e can increase the intervals between episodes 

e helps patients function within normal limits 


Before prescribing, see complete prescribing information in SK&F 
literature or PDR. The following is a brief summary. 


WARNING 
Lithium toxicity is closely related to serum lithium levels, and 
can occur at doses close to therapeutic levels. Facilities for 

prompt and accurate serum lithium determinations should be 
available before initiating therapy. 















INDICATIONS: Treatment of manic episodes of manic-depressive 
illness. Maintenance therapy prevents or diminishes the intensity 

of subsequent episodes in manic-depressive patients with a history 
of mania. 


WARNINGS: Lithium should generally not be given to patients with 
significan: renal or cardiovascular disease, severe debilitation or 
dehydration, sodium depletion, or to patients receiving diuretics. 


Lithium may prolong the effects of neuromuscular blocking agents. 
Such agents should be given with caution to patients receiving lithium. 
Lithium therapy has been reported in some cases to be associated with 
morphologic changes in the kidneys. The relationship between such 
changes and renal function has not been established. 


Caution patient and family to watch for diarrhea, vomiting, tremor, mild 
ataxia, drowsiness, or muscular weakness as signs of lithium toxicity, 
and to discontinue therapy and contact a physician should they occur. 
Patients receiving combined therapy with lithium and an antipsychotic 
should be monitored closely for early evidence of neurologic toxicity 
and treatment discontinued promptly if such signs appear. Caution 
patients about activities requiring alertness (e.g., operating vehicles 

or machinery). 


Lithium should not be used in pregnancy, especially during the first 
trimester, unless potential benefits outweigh possible hazards. Except in 
rare and unusual circumstances, nursing should not be undertaken while 
a patient is on lithium therapy, since lithium is excreted in human milk. 


Not recommended for children under 12. 


PRECAUTIONS: Lithium tolerance is greater during the acute manic 
phase and decreases when manic symptoms subside. 


Lithium therapy may lead to sodium depletion. Normal diet (including 
salt) and adequate fluid intake (2500-3000 ml.) must be maintained, at 
least during initial stabilization period. Protracted sweating or diarrhea 
can decrease tolerance; in such cases, administer supplemental 

fluid and salt. 


Sweating, diarrhea, and concomitant infection with elevated 
temperatures may require temporary reduction or cessation of dosage. 


Where hypothyroidism exists, thyroid function should be monitored 
during lithium stabilization and maintenance, where hypothyroidism 
occurs during stabilization and maintenance, supplemental thyroid 
treatment may be used. 


ADVERSE REACTIONS: Mild to moderate toxic reactions may occur 
at serum lithium levels from 1.5 to 2.5 mEq./1., and moderate to severe 
reactions at levels from 2.0 to 2.5 mEq./1. Fine hand tremor, polyuria, 
and mild thirst may occur during initial therapy and persist. Transient 
and mild nausea and general discomfort may also appear during initial 
therapy. These effects usually subside with continued treatment or 
temporary reduction or cessation of dosage. If persistent, discontinue 
dosage. Diarrhea, vomiting, drowsiness, muscular weakness, and lack 
of coordination may be early signs of toxicity and may occur at levels 
below 2.0 mEq./1. At higher levels, ataxia, giddiness, tinnitus, blurred 
vision, and a large output of dilute urine may be seen. Serum levels 


above 3.0 mEq./1. may produce a complex clin:cal picture, involving 
multiple organs and systems. Serum levels should not exceed 2.0 
mEq./1. during acute phase. 


The following reactions appear to be related to serum lithium levels, 
including levels within the therapeutic range: Neuromuscular—tremor, 
muscle hyperirritability (fasciculations, twitching, clonic movements of 
whole limbs), ataxia, choreo-athetotic movements, hyperactive deep 
tendon reflex: Central Nervous System—blackout spells, epileptiform 
seizures, slurred speech, dizziness, vertigo, incontinence of urine or 
feces, somnolence, psychomotor retardation, restlessness, confusion, 
stupor, coma; Cardiovascular—cardiac arrhythmia, hypotension, 
peripheral circulatory collapse; Gastrointestinal—anorexia, nausea, 
vomiting, diarrhea; Genitourinary—albuminaria, o iguria, polyuria, 
glycosuria; Dermatologic—drying and thinning of hair, alopecia, 
anesthesia of skin, chronic folliculitis, exacerbation cf psoriasis, 

xerosis cutis; Autonomic—blurred vision, dry mouth; Thyroid 
Abnormalities—euthyroid goiter and/or hypcthyroidism (including 
myxedema) with lower Ts and Ta. I?! uptake may be elevated; rare 
cases of hyperthyroidism; EEG Changes—diffuse slowing, widening of 
the frequency spectrum, potentiation anc disorganization of background 
rhythm; EKG Changes—teversible flattening, isoelectricity or inversion 
of T-waves; Miscellaneous—fatigue, lethargy, transient scotomata, 
dehydration, weight loss, tendency to sleep. 

Reactions unrelated to dosage include: transient EEG and EKG 
changes, leukocytosis, headache, diffuse nontoxic goiter with or without 
hypothyroidism, transient hyperglycemia, generalized pruritus with or 
without rash, cutaneous ulcers, albuminuria, worsening of organic brain 
syndromes, excessive weight gain, edematous swell ng of ankles or 
wrists, thirst or polyuria, sometimes resembling diabetes insipidus, and 
metallic taste. A single case of a syndrome resembling Raynauc s has 
been reported. 


HOW SUPPLIED: 300 mg. capsules in bottles of 100. 
300 mg. scored tablets in bottles of 100. 


Smith Kline &French Laboratories 
Philadelphia, PA 








NOW 
also 
available 

in 300 m£ 
Scored 
tablets 
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Wyeth Laboratories 
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Pharmacokinetics 
Ativan (lorazepam) is eliminated more rapidly 
than other benzodiazepines; generates no 
clinically active metabolites. The half-life of 
free lorazepam is about 12 hours; steady-state 
blood levels are attained in 2-3 days. 
(Comparable data for diazepam: 20-50 hours 
and at least 7-10 days.) Ativan shows no 
evidence of accumulation, even when given in 
high doses for as long as 6 months. 

(The pharmacokinetic profile of a drug can 
define such characteristics as absorption, 
distribution, metabolism and elimination but 
cannot, at present, be directly related to its 
therapeutic effectiveness.) 


Copyright © 1979, Wyeth Laboratories Div. of AHPC, N Y., N Y. All rights reserved 
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Anxiety neuroses 

In many nationwide studies involving 
thousands of patients with anxiety neuroses, 
Ativan (lorazepam) consistently provided 
significant relief of anxiety, tension, agitation 
and irritability as measured by standard 
Hamilton, Global (physician rated) 

and 35-Item (patient self-rated) scales. 





They're all about the same, aren't they? Until recently, that seemed to sum up 

the prevalent attitude about the benzodiazepines. After all, they all work similarly 
and all are effective anxiolytics. With seven of these compounds now available, 
however, differences have begun to emerge. Foremost among them: 

different metabolic pathways, which distinguish the relatively short-acting Ativan 
(lorazepam) from long-acting diazepam, clorazepate and chlordiazepoxide. | 

At the same time, your choice can be made with confidence in the clinical record 
of Ativan, which confirms its value i in anxiety neuroses and in significant anxiety 
associated with functional Or organic disorders, as well as in older Parems 


Consider the record of Ativan: 





Anxiety in Anxiety in Anxiety in 

cardiovascular disorders gastrointestinal disorders the aging patient 

Ativan ('orazepam) has been specifically So far, nine common protocol, double-blind Because its simpie metabolism is not readily 
evaluated and found effective in seven studies of Ativan have focused on anxious impaired with advancing age and 

common protocol, double-blind studies patients with functional or organic accumulation is not likely to cresent a 
involving 423 patients (211 on Ativan) gastrointestinal complaints (457 patients, problem, Ativan is a good chece for older 
whose anxiety was related to organic 234 on Ativan). Ativan was clearly effective patients. Those who have trowble swallowing 
and functional cardiovascular disorders. in reducing the anxiety of these patients. solid medication appreciate Ne small Ativan 
The cardiovascular component The gastrointestinal component has not, tablet, which is tasteless anc cisintegrates 
has not. of course, been shown to be of course, been shown to be significantly within seconds in water or fru it juice. 


significantly benefited by such therapy. 


benefited by such therapy. Ati 


W,(Iorazepan) 








See important information on following page. 


Brief Summary of Prescribing Information 


Indications and Usage: Symptomatic relief of anxiety, tension, agitation, irritability and 
insomnia associated with anxiety neuroses and transient situational disturbances; anxiety 
associated with depressive symptoms and as a treatment of symptoms of anxiety if such symp- 
toms are a significant feature of functional or organic disorders, particularly gastrointestinal or 
cardiovascular. 

Effectiveness in long-term use, i.e., more than 4 months, has not been assessed by system- 
atic clinical studies. Reassess periodically usefulness of the drug for the individual patient. 


Contraindications: Known sensitivity to benzodiazepines or acute narrow-angle glaucoma. 


Warnings: Not recommended in primary depressive disorders or psychoses. As with all CNS- 
acting drugs. warn patients on lorazepam not to operate machinery or motor vehicles, and of 
diminished tolerance for alcohol and other CNS depressants. 

Physical and Psychological Dependence: Withdrawal symptoms like those noted with barbi- 
turates and alcohol have occurred following abrupt discontinuance of benzodiazepines 
(including convulsions, tremor, abdominal and muscle cramps, vomiting and sweating). Addic- 
tion-prone individuals, e.g. drug addicts and alcoholics, should be under careful surveillance 
when on benzodiazepines because of their predisposition to habituation and dependence. 
Withdrawal symptoms have also been reported following abrupt discontinuance of benzodi- 
azepines taken continuously at therapeutic levels for several months. 


Precautions: In depression accompanying anxiety, consider possibility for suicide. 

For elderly or debilitated patients, initial daily dosage should not exceed 2mg to avoid over- 
sedation. 

Terminate dosage gradually since abrupt withdrawal of any antianxiety agent may result in 
symptoms like those being treated: anxiety, agitation, irritability, tension, insomnia and occa- 
sional convulsions. 

Observe usual precautions with impaired renal or hepatic function. 

Where gastrointestinal or cardiovascula- disorders coexist with anxiety, note that lorazepam 
has not been shown of significant benefit in treating gastrointestinal or cardiovascular compo- 
nent. 

Esophageal dilation occurred in rats treated with lorazepam for more than 1 year at 
6mg// kg. day. No effect dose was 1.25mg/kg/day (approximately 6 times the maximum human 
therapeutic dose of 10mg/day). Effect was reversible only when treatment was withdrawn within 
2 months of first observation. Clinical significance is unknown; but use of lorazepam for pro- 
longed periods and in geriatric patients requires caution and frequent monitoring for symptoms 
of upper G.I. disease. 

Safety and effectiveness in children under 12 years have not been established. 


ESSENTIAL LABORATORY TESTS: Some patients have developed leukopenia; some have had 
elevations of LDH. As with other benzodiazepines, periodic blood counts and liver function tests 
are recommended during long-term therapy. 


CLINICALLY SIGNIFICANT DRUG INTERACTIONS: Benzodiazepines produce CNS depressant 
effects when administered with such medications as barbiturates or alcohol. 


CARCINOGENESIS AND MUTAGENESIS No evidence of carcinogenic potential emerged in 
rats during an 18-month study. No studies regarding mutagenesis have been performed. 


PREGNANCY: Reproductive studies wer» performed in mice, rats, and 2 strains of rabbits. 
Occasional anomalies (reduction of tarsa s, tibia, metatarsals, malrotated limbs, gastroschisis, 
malformed skull and microphthalmia) were seen in drug-treated rabbits without relationship to 
dosage. Although all these anomalies were not present in the concurrent control group, they 
have been reported to occur randomly in anistorical controls. At 40mg/kg and higher, there was 
evidence of fetal resorption and increased fetal loss in rabbits which was not seen at lower 
doses. Clinical significance of these findirgs is not known. However, increased risk of congeni- 
tal malformations associated with use of minor tranquilizers (chlordiazepoxide, diazepam and 
meprobamate) during first trimester of pregnancy has been suggested in several studies. 
Because use of these drugs is rarely a matter of urgency, use of lorazepam during this period 
should almost always be avoided. Possibility that a woman of child-bearing potential may be 
pregnant at institution of therapy should 5e considered. Advise patients if they become preg- 
nant to communicate with their physician about desirability of discontinuing the drug. 

In humans. blood levels from umbilical cord blood indicate placental transfer of lorazepam 
and its glucuronide. 
NURSING MOTHERS: It is not known if ral lorazepam is excreted in human milk like other 
benzodiazepines. As a general rule, nursing should not be undertaken while on a drug since 
many drugs are excreted in milk. 


Adverse Reactions, if they occur, are usually observed at beginning of therapy anc generally 
disappear on continued medication or on decreasing dose. In a sample of about 3,500 anxious 
patients. most frequent adverse reaction is sedation (15.9%), followed by dizziness (6.9%), 
weakness (4.2%) and unsteadiness (3.4%). Less frequent are disorientation, depression, nau- 
sea, change in appetite, headache, sleep disturbance, agitation, dermatological symptoms, eye 
function disturbance, various gastrointestinal symptoms and autonomic manifestations. Inci- 
dence cf sedation and unsteadiness increased with age. Small decreases in blood pressure 
have been noted but are not clinically significant, probably being related to relief of anxiety. 


Overdosage: in management of overdosage with any drug, bear in mind that multiple agents 
may have been taken. Manifestations of overdosage include somnolence, confusion and coma. 
Induce vomiting and/or undertake gastric lavage followed by general supportive care, monitor- 
ing of vital signs and close observation. Hypotension, though unlikely, usually may be controlled 
with Levarterenol Bitartrate Injection U.S.P. Usefulness of dialysis has not been determined. 


Ativan’c 


For,((orazepam) 






Dosage: Individualize for maximum beneficial effects. Increase dose 
gradually when needed, giving higher evening dose before increasing 
daytime doses. Anxiety, usually 2-3mg/day given b.i.d. or t.i.d.; dosage 
may vary from 1 to 10mg/day in divided doses. For elderly or debili- 
tated, initially 1-2mg/day; insomnia due to anxiety or transient situa- 
tional stress, 2-Amg h.s. 


How Supplied: 0.5, 1.0 and 2.0mg tablets. 


Wyeth Laboratories 


| i | Philadelphia, PA 19101 


TM 


Copyright © 1979, Wyeth Laboratories 
Div. of AHPC, N.Y., N.Y. All rights reserved 


A22 





Hospital & 
Community 
Psychiairy 


The journal for staff 
members of mental health 
facilities and agencies 


Mail to: 


Subscription Department 
Hospital & Community 
Psychiatry 

1700 18th Street, N.W. 
Washington, D.C. 20009 


O Enclosed is my check for a 
one-year subscription (12 
issues) to Hospital & 
Community Psychiatry .* 
($15 a year for members of 
the American Psychiatric 
and American Psychological 
Associations; $18 for other 
subscribers. For | 
subscriptions mailed outside 
the U.S. add $4 a year. Make 
checks payable to the 
American Psychiatric 
Association. ) 


Name 

Title or Discipline 

Address 

City 

SE as ee OP E 


*Individual subscriptions to pro- 
fessional journals are tax-de- 
ductible. 


SURVEY OF PSYCHIAT RY 
APA's first self-study 


psychiatric review course 
approved for category | credit 





This important 16-hour review course, covering the major areas of 
psychiatric theory, practice, and research, offers participants an 
excellent opportunity for reinforcing previous learning, updating 
current concepts in psychiatry, and may assist them in preparing 
for certifying exams such as the American Board of Psychiatry and 
Neurology. 


Course Director: 
Shervert H. Frazier, MD, Psychiatrist-in-Chief, McLean Hospital Professor 
of Psychiatry, Harvard Medical Schoo! 


SURVEY OF PSYCHIATRY has been designed to meet the needs of the 

busy pnysician. 

e Versatile programs — ideal for home study, teaching, seminars, group 
study, and refresher courses 


e Maximum educational and review benefits in easy-to-use format 
e Convenient, flexible — no time spent away from practice 


Course Components: 
e Audiocassettes — 14 live lectures on 14 audiocassettes 


e Course Syllabus (94 pages) — fully illustrated with tables, charts and 
slide reproductions, plus a concise bibliography for further study 

e Test Section — questions and computerized test sheet with self- 
addressed mailing envelope for registrants desiring Continuing 
Medical Education Category | credits 


Credit Statement: 

As an organization accredited by the Liaison Committee on Continuing Medical Educa- 
tion (LCCME) to provide continuing medical education, the American Psychiatric As- 
sociation certifies that this continuing medical education offering meets the criteria for 
up to 16 hours of LCCME Category | CME credit. provided it is used and completed as 
designed 


A Presented at the 132nd Annual Meeting 
of the American Psychiatric Association 





Order Form 


SURVEY OF PSYCHIATRY 


Continuing Medical Education Home Study Course 
Approved by the APA for 16 Category | credits 


Fee: U.S.: $100.00. Foreign: $150.00. U.S. dollars only 
Prices include postage and handling 


Name Lt - 


TInstitution = R , es m = 


Street " m : = 


City ete ^ re AEN —— — Zip 


Tif paid ty institution, please attach your purchase order 
*N. Y. State residents please add sales tax 


Please make checks payable to SURVEY OF PSYCHIATRY 


Mail to: SURVEY OF PSYCHIATRY 
P.O. Box 516 Wyckoff Station 
Brooklyn, N.Y. 11237 


Telephone (800) 221-4468 In New York State call (212) 421-6900 





Emotion: Theory, Research 
and Experience 


Volume I: THEORIES OF EMOTION 
By ROBERT PLUTCHIK and HENRY KELLERMAN 


CONTENTS: THE EVOLUTIONARY CONTEXT. A. 
Plutchik, A General Theory of Emotion. J. P. Scott, 
The Function of Emotions in Behavioral Systems: 
A Systems Theory Analysis. /. Eibl-Eibesíeldt, Strat- 
egies of Social Interaction. M. R. A. Chance, An 
Ethological Assessment of Emotion. J. D. Weinrich, 
Towards a Sociobiological Theory of the Emotions. 
THE PSYCHOPHYSIOLOGICAL CONTEXT. S. S. 
Tomkins, Affect as Amplification: Scme Modifica- 
tions in Theory. C. E. izard end S. Buechler, Aspects 
of Consciousness and Personality in Terms of Dif- 
ferential Emotions Theory. P. S. Lazarus et al., Emo- 
tions: A Cognitive-Phenomenological Analysis. C. 
Mandler, The Generation of Emotion: A Psycholog- 
ical Theory. K. H. Pribram, The Biology of Emotions 
and Other Feelings. M. Clynes, The Communication 
of Emotion: A Theory of Sentics. THE DYNAMIC 
CONTEXT. J. R. Averill, A Constructivist View of 
Emotion. C. Brenner, A Psychoanalytical Theory 
of Affects. H. Kellerman, A Struc:ural Model of Emo- 
tion and Personality: Psychoanalytic and Socio- 
biological Implications. 
1980, 387 pp., $26.00 ISBN: C-12-558701-5 


Future volumes in EMOTION: THEORY, RESEARCH, 
AND EXPERIENCE are now available on a Contin- 
uation Order basis. Your Continuation Order author- 
izes us to ship and bill each future volume in the 
series automatically, immediately upon publication. 
This order will remain in effect until cancelled. 


Evaluation and Action in the 
Social Environment 


Edited by RICHARD H. PRICE and PETER E. POLITSER 


In recent years, a growing body of knowledge has 
developed on evaluation ard action strategies in a 
wide range of community settings. New fields such 
as Social Ecology, Environmental Psychology, Com- 
munity Psychology, Applied Soc al Psychology, and 
Social Program Evaluation are emerging. In addi- 
tion, workers in medical treatment centers, residen- 
til settings, human service organizations, and other 
applied settings are becoming increasingly inter- 
ested in the impact of the social environment on 
both care-givers and the recipierts of care. 


Currently, however, there are few books that bring 
together information about environmental analysis 
and intervention in a useful form for teaching cour- 
ses in these fields. Advanced undergraduate and 
graduate courses and professional seminars all re- 
quire careful attention to the existing research lit- 
erature, useful analytical frameworks, clearly de- 
scribed change and evaluation strategies, and 
thoughtful discussions of both practical and meth- 
odological issues. This book is interded to meet 
those needs. 


1980, 256 pp., $18.50 ISBN: 0-12-564650-X (t) 


To obtain examination copies cf EVALUATION AND AC- 
TION IN THE SOCIAL ENVIRONMENT, pease write to 
the Sales Department, Academic Press, Inc., 111 Fifth 
Ave., New York, N.Y. 10003. Recuests must include your 
position, course of instruction, and enrollment. 


Send payment with order and save postage and 
hancling charge. 
Prices are subject to change wi'hout notice. 


Academic Press, Inc. 


A Subsidiary of Harcourt Brace Jovanovicn, Publishers 


111 FIFTH AVENUE, NEW YORK, N.Y. 10003 
24-28 OVAL ROAD, LONDON NW1 7DX 
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You know what to expect from 
antidepressant therapy 





but does your patient? 


You know that it generally takes two or 
three weeks for tricyclic therapy to begin 
working in depression...and that some 
side effects may be encountered. But, in 
all likelihood, your patient doesn't. 


To lessen the time you spend in explana- 
tion and to increase patient compliance, 
we prepared a special patient information 
booklet. Entitled “COMING BACK FROM DEPRES- 
sion,” this booklet offers encouragement 
to depressed patients, helps you explain 
the basic facts about depression and 
outlines some of the things to be expected 
during therapy, the good and the bad. 


You can get a supply of this carefully 
written booklet simply by asking your 
Squibb Representative. And you can save 
your patients significant amounts of 
money by specifying Amitid on all your 
amitriptyline prescriptions. 


Amitid — a high quality, low cost 
amitriptyline from Squibb — is available 
in five separate strengths, and is bio- 
equivalent to the leading brand of amitrip- 
tyline. Amitid offers all the known 
clinical advantages of amitriptyline — 
relieving a wide range of depression- 





associated symptoms. Yet Amitid is priced 
considerably lower than other leading 
brands? bringing savings that should help 
ease the burden of depression for patients 
...just a little bit more! 


*Based on manufacturers published prices as of November, 1979. 





Amitid 


Amitriptyline Hydrochloride Tablets USP 


lowers the cost, not the quality, of antidepressant therapy 


Please see following page for brief summary. 


SQUIBB’ 
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AMALU (Amitriptyline Hydrochloride Tablets USP) 


DESCRIPTION: Amitriptyline hydrochloride is a dibenzocycloheptadiene 
derivative available for oral administration as FILMLOK® tablets 
(FILMLOK is a Squibb trademark for veneer-coated tablets). 


INDICATIONS: For relief of symptoms of depression. Endogenous depres- 
sion is more likely to be alleviated than are other depressive states. 


CONTRAINDICATIONS: Contraindicated in patients with a history of 
hypersensitivity to amitriptyline. Do not administer concomitantly with a 
monoamine oxidase (MAO) inhibitor since hyperpyretic crises, severe convul- 
sions, and deaths occurred when tricyclic antidepressants and MAO inhibitors 
were administered simultaneously. When an MAO inhibitor is to be replaced 
by amitriptyline, allow 14 days to elapse after discontinuation of the former 
and then initiate amitriptyline cautiously and gradually increase dosage until 
optimum response is achieved. Amitriptyline is not recommended for use 
during the acute recovery phase following myocardial infarction. 


WARNINGS: Amitriptyline may block antihypertensive action of gua- 
nethidine or similarly acting drugs. Use with caution in patients with history 
of seizures and (because of atropine-like action of amitriptyline) in patients 
with history of narrow-angle glaucoma (even average doses may precipitate an 
attack), increased intraocular pressure, or urinary retention. Closely watch 
patients with cardiovascular disorders since, in addition to having caused 
myocardial infarction and stroke, tricyclic antidepressants (including amitrip- 
tyline) particularly with high dosage have been reported to produce arrhyth- 
mias, sinus tachycardia, and prolongation of conduction time. Close supervi- 
sion is required when amitriptyline is given to hyperthyroid patients or those 
on thyroid medication. Amitriptyline may impair mental and/or physical 
abilities required for performance of hazardous tasks such as operating 
machinery or driving a motor vehicle. Bear in mind that in patients who may 
use alcohol excessively the potentiation may increase the danger inherent in 
any suicide attempt or overdosage. 





Usage in Pregnancy: Safe use during pregnancy and lactation has not been 
established; therefore, in administering the drug to pregnant patients, nursing 
mothers, or women who may become pregnant, weigh the possible benefits 
against the possible hazards tc the mother and child. Animal reproduction 
studies have been inconclusive, and clinical experience has been limited. 


Usage in Children: At the present time, not recommended for patients under 
12 years of age because of lack of experience with use in children. 


PRECAUTIONS: Schizophrenic patients may develop increased symptoms of 
psychosis; patients with paranoid symptomatology may have an exaggeration 
of such symptoms; manic depressive patients may experience a shift to the 
manic phase. In these circumstances the dose of amitriptyline may be reduced 
Or a major tranquilizer may be administered concurrently. 

Closely supervise and carefully adjust dosage in concomitant use with anti- 
cholinergic or sympathomimetic drugs, including combination of epinephrine 
and local anesthetics. Paralytic ileus may occur with concomitant use of 
tricyclic antidepressants and anticholinergic-type drugs. Caution is advised if 
used concurrently with large doses of ethchlorvynol since transient delirium 
has been reported when one gram of that drug and 75 to 150 mg of amitrip- 
tyline HCl were administered. Amitriptyline may enhance response to alcohol 
and the effects of barbiturates and other CNS depressants. The possibility of 
suicide in depressed patients remains during treatment and until significant 
remission occurs. Potentially suicidal patients should not have easy access to 
large quantities of the drug. Prescriptions should be written for the smallest 
amount feasible. Limit concurrent administration of this drug and elec- 
troshock therapy to patients for whom it is essential since the hazards 
associated with such therapy may be increased. Discontinue this drug, when 
possible, several days before elective surgery. Both elevation and lowering of 
blood sugar levels have been reported. Use amitriptyline with caution in 
presence of impaired liver function. 


ADVERSE REACTIONS: NOTE: A few of the adverse reactions listed below 
have not been reported with this specific drug, but each of the reactions 
should be considered when administering amitriptyline because of pharma- 
cological similarities among tricyclic antidepressants. 

Cardiovascular: Hypotension, hypertension, tachycardia, palpitation, 
myocardial infarction, arrhythmias, heart block, and stroke. CNS and 
Neuromuscular: Confusional states; disturbed concentration; disorientation; 
delusions; hallucinations; excitement; anxiety; restlessness; insomnia; 
nightmares; numbness; tingling, and paresthesias of the extremities; 
peripheral neuropathy; incoordination; ataxia; tremors; seizures; alteration in 
EEG patterns; extrapyramidal symptoms; tinnitus; and syndrome of inappro- 
priate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth, 
blurred vision, disturbance of accommodation, increased intraocular 
pressure, constipation, paralytic ileus, urinary retention, and dilatation of the 
urinary tract. Allergic: Skin rash, urticaria, photosensitization, and edema of 
face and tongue. Hematologic: Bone marrow depression including 
agranulocytosis, leukopenia, eosinophilia, purpura, and thrombocytopenia. 
Gastrointestinal: Nausea, epigastric distress, vomiting, anorexia, stomatitis, 
peculiar taste, diarrhea, parotid swelling, and black tongue. Rarely hepatitis 
(including altered liver function and jaundice). Endocrine: Testicular swelling 
and gynecomastia in the male, breast enlargement and galactorrhea in the 
female, increased or decreased libido, and elevation and lowering of blood 
sugar levels. Other: Dizziness, weakness, fatigue, headache, weight gain or 
loss, increased perspiration, urinary frequency, mydriasis, drowsiness, and 
alopecia. Withdrawal Symptoms: Abrupt cessation of treatment after pro- 
longed administration may produce nausea, headache, and malaise. These are 
not indicative of addiction. 


For full prescribing information, consult package insert. 


HOW SUPPLIED: Available for oral administration in tablets providing 10, 
25, 50, 75, and 100 mg amitriptyline hydrochloride. The 10, 25, and 50 mg 
tablets are available in bottles of 100 and 1000. The 75 and 100 mg tablets are 
available in bottles of 100. 


©1980 E.R. Squibb & Sons, Inc. 360-503 SQUIBB® 
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Montefiore Hospital and Medical Center 
Albert Einstein College of Medicine 


Announces a review of 


Clinical Neurology 
For Psychiatrists 


Under the direction of 


David M. Kaufman, M.D. 


A course designed for psychiatrists preparing for 
Part Il of the American Board of Psychiatry and 
Neurology will consist of lectures, with 
videotaped examples, and practice 


audiovisual examinations 
Twenty (20) hours of Category | 
Credit will be awarded 
Saturday and Sunday 
October 4 & 5, 1980 
9:00 AM — 5:00 PM 


The New York Academy of Medicine 
Two East 103 Street, New York, N.Y. 


FOR FURTHER INFORMATION CONTACT 


Office of Continuing Medical Education 
Albert Einstein College of Medicine 
1300 Morris Park Avenue, Bronx, New York 10461 
(212) 430-2822 
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WE' RE FIGHTING FOR YOUR LIFE 





The Brown Schools: 
Specialists in 
Residential Treatment 


Residential treatment has be- 
come highly specialized in the 
field of mental health. It is a 
specific treatment modality for 
those who need a totally planned 
and structured environment. 

The Brown Schools has de- 
veloped a wide range of profes- 
sional services that can be 
utilized to implement an indi- 
vidually planned residential 
treatment program. The degree 
of structure and protection, the 
intensity of therapy, the methods 
of education and training are 
controlled and modified with the 
resident’s changing needs. 

Professionals in the areas of 
psychiatry, psychology, nursing, 
social work, education, pre- 
vocational training, speech 
pathology, and recreation have 
developed expertise in the spe- 
cific area of residential treat- 
ment. Each service area is de- 
signed as a component of an 
integrated therapeutic milieu. 

The three residential treatment 
centers of The Brown Schools 
provide complete programming 


The B24 Ill...aq new 


for those in need of twenty-four 
hour care. Services are available 
for children, adolescents, and 
adults with emotional distur- 
bance, mental retardation, and 
neurological impairment. Two 
small group homes in Austin 
provide for reintegration into the 
community and complement the 
services offered in the other 
centers. For information, write: 
Director of Admissions/ 
Department C-O 

The Brown Schools 

P.O. Box 4008, 

Austin, Texas 78765. 

Toll Call: (512) 478-6662 

Out of State Free: (800) 531-5305 
From Texas Free: (800) 252-5404 


—— —. 


BROWN 
SCHOOLS 


An equal opportunity employer. 

All our programs are accredited by 
the appropriate Councils of the Joint 
Commission on Accreditation of 
Hospitals. 


generation of electro- 
convulsive therapy 


instrumentation from «vw 


Medcraft. 


Designed with patient and operator safety in mind, this 
new series of instrumentation meets the rigorous 
requirements for listing by Underwriters Laboratories — UL 
544, Standards for Medical and Dental Equipment. The 
B24 Ill provides the physician with the ultimate in precision 
dosage levels. Consistancy of desired output level is 
assured with the following features: 


e Line Voltage Compensation — allows compen- 
sation for fluctuations in incoming line voltages. 

e Pre-programmed Voltage Selection — choice of 
eleven voltage levels from 70 volts to 170 volts. 

e Automatic Treatment Timing — adjustable from 0.1 
second to 1.0 second with or without Glissando. 

e Current Output Indicators — visual assurance of 
current flow during treatment. 


Exclusive Patient Test Module allows a complete systems 
integrity check of insturmentation prior to treatment. 
Clinical accuracy and dependability are assured by the 
use of 10095 solid state circuitry. Double shielded 
transformer provides an additional margin of treatment 
safety. Write or call for ordering information, specifications 


and prices. 














Medcraft Et 


Medcraft, a Division of 

Hittman Medical Systems 

9151 Rumsey Rd / Columbia. MD 21045 
301/730-7800 / Call toll-free 800/638-2896 


Medcraft is a registered trademark of Hittman Corp. 


© McNEILAB. Inc 
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Just three weeks ago 


Mommy entered the hospital 
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Haldol 


haloperidol) 


tablets/Concentrate/injection 


Promptly controls 
psychotic symptoms... 


usually leaving the 


patient 


more responsive to therapy 


Rapid onset of 
therapeutic effect in 
a wide range of 
psychotic symptoms:.* 


Helps avoid long-term 
hospitalization: 


Minimal risk of 
hypotension, oversedation, 
or troublesome 
anticholinergic effects. *^'"" 
Transient hypotension occurs 
rarely; severe orthostatic hypo- 
tension has not been reported. 
Although some instances of 
drowsiness have been reported, 
marked sedation is rare. 


Permits aggressive titration 
to effective dosage levels 
for optimal control: 


Often leaves patient with 
improved insight, 

with a renewed interest in the 
environment, and more likely 
to participate in therapeutic 
efforts: 


Common side effects 
easily controlled:***” 
Although extrapyramidal symp- 
toms (EPS) have been reported 
frequently they are usually 
dose-related and readily con- 
trolled with dose adjustment or 
antiparkinson drugs. EPS often 
diminish spontaneously with 
continued use of HALDOL halo- 
peridol. 


References: 1. Ayd, FJ., Jr.: Med. Sci. 18:55 (Oct.) 1967. 2. Rapp, M.S.: Can. Psychiatr. Assoc. J. 15:73 
(Feb.) 1970. 3. Rubin, R.: Ala. J. Med. Sci. 8:414 (Oct.) 1971. 4. Abuzzahab, FS., Sr.: Psychosomatics 
11:188 (May-June) 1970. 5. Man, P.L.: Dis. Nerv. Syst. 34:113 (Feb.) 1973. 6. Howard, J.S.: Dis. Nerv. 
Syst. 35:458 (Oct.) 1974. 7. Sugerman, A.A., et al.: Am. J. Psychiatry 1204190 (June) 1964. 8. Darling, 
H.F: Dis. Nerv. Syst. 34:364 (Oct.-Nov.) 1973. 9. Gerle, B.: Clin. Trials J. 3:380 (Feb.) 1966. 10. Snyder, 
S.H., et al.: Science 184:1243 (June 21) 1974. 11. Stimmel, C.L.: Dis. Nerv. Syst. 34:219 (Apr.) 1976. 


*Not an actual case history, this situation illustrates the action of HALDOL haloperidol as 


reported in various clinical studies (available on request). 
Please turn page for summary of prescribing information. 
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A rapid-acting injection for Joc emer- 
gencies: 5 mg per ml,* with 1.8 mg methylpara- 
ben and 0.2 mg propylparaben per ml, and 
lactic acid for pH adjustment to 3.4 + 0.2. 


HALDOL (haloperidol 


concentrate 


A tasteless, odoriess, colorless 
liquid concentrate for better patient 
compliance: 2 mg per ml. 


tablets 


| 5 tablet strengths for convenience in 
individualizing dosage: 


Img 2mg 5mg 
10 mg 
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tablets/concentrate/injection 


A dosage form for every therapeutic need 


Summary of Prescribing Information 

Contraindications: Severe depression, coma, CNS depression due to cen- 
trally-acting depressants, Parkinson's disease, hypersensitivity to the drug. 
Warnings: Usage in Pregnancy: Safe use in pregnancy or in women likely 
to become pregnant has not been established; use only if benefit clearly 
justifies potential hazards. Infants should not be nursed during drug treat- 
ment. 

Usage in Children: Safety and effectiveness not established: not recom- 
mended in pediatric age group. 

Combined Use With Lithium: Patients receiving lithium plus haloperidol 
should be monitored closely for early evidence of neurological toxicity. 
General: Bronchopneumonia. sometimes fatal, has followed use of major 
tranquilizers, including haloperidol. Prompt remedial therapy should be insti- 
tuted if dehydration, hemoconcentration or reduced pulmonary ventilation 
occurs, especially in the eldeny. Decreased serum cholesterol and/or cuta- 
neous and ocular changes ^ave been reported with chemically-related 
drugs, although not with haloperidol. Mental and/or physical abilities 
required for hazardous tasks or driving may be impaired. Alcohol should be 
avoided due to possible additive effects and hypotension. 

Precautions: Administer cautiously to patients: (1) with severe cardiovascu- 
lar disorders, due to the possibility of transient hypotension and or precipita- 
tion of anginal pain (if a vasopressor is required, epinephrine should not be 
used since HALDOL haloperidol may block its vasopressor activity and 
paradoxical further lowering of blood pressure may occur); (2) receiving 
anticonvulsant medication since HALDOL haloperidol may lower the convul- 
sive threshold; (3) with known allergies or a history of allergic reactions to 
drugs; (4) receiving anticoagulants. Concomitant antiparkinson medication. if 
required, may have to be continued after HALDOL haloperidol is discontin- 
ued because of different excretion rates; if both are discontinued simulta- 
neously, extrapyramidal symptoms may occur. Intraocular pressure may 
Increase when anticholinergic drugs, including antiparkinson drugs, are 
administered concomitantly with HALDOL haloperidol. When HALDOL halo- 
peridol is used for mania in cyclic disorders, there may be a rapid mood 
swing to depression. Severe neurotoxicity may occur in patients with thyro- 
toxicosis receiving antipsychotic medication, including HALDOL haloperidol. 
Adverse Reactions: CNS Effects: Extrapyramidal Reactions: Neuromuscu- 
lar (extrapyramidal) reactions have been reported frequently, often during the 
first few days of treatment. Generally they involved Parkinson-like symptoms 
which were usually mild to moderately severe and usually reversible. Other 
types of neuromuscular reactions (motor restlessness, dystonia, akathisia, 
hyperreflexia, opisthotonos, oculogyric crises) have been reported far less 
frequently, but were often more severe. Severe extrapyramidal reactions have 
been reported at relatively low doses. Generally, extrapyramidal symptoms 
are dose-related since they occur at relatively high doses and disappear or 
become less severe when the dose is reduced. Antiparkinson drugs may be 


* haloperidol present as the lactate 
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required. Persistent extrapyramidal reactions have been reported and the 
drug may have to be discontinued in such cases. 

Withdrawal Emergent Neurological Signs: Abrupt discontinuation of short- 
term antipsychotic therapy is generally uneventful. However, some patients 
on maintenance treatment experience transient dyskinetic signs after abrupt 
withdrawal. In certain cases these are indistinguishable from "Persistent 
Tardive Dyskinesia" except for duration. It is unknown whether gradual 
withdrawal will reduce the occurrence of these signs, but until further evi- 
dence is available haloperidol should be gradually withdrawn. 

Persistent Tardive Dyskinesia: Although rarely reported with HALDOL halo- 
peridol, tardive dyskinesia may appear during or after long-term therapy. The 
risk appears to be greater in elderly patients on high-dose therapy, especially 
females. Symptoms are persistent and sometimes appear irreversible: there is 
no known effective treatment and all antipsychotic agents should be discon- 
tinued. The syndrome may be masked by reinstitution of drug, increasing 
dosage, or switching to a different antipsychotic agent. 

Other CNS Effects: Insomnia, restlessness, anxiety, euphoria, agitation, 
drowsiness, depression, lethargy, headache, confusion, vertigo, grand mal 
seizures, and exacerbation of psychotic symptoms. 

Cardiovascular Effects: Tachycardia and hypotension. Hematologic 
Effects: Reports of mild, usually transient leukopenia and leukocytosis, mini- 
mal decreases in red blood cell counts, anemia, or a tendency toward 
lymphomonocytosis; agranulocytosis rarely reported and only in association 
with other medication. Liver Effects: Impaired liver function and/or jaundice 
reported. Dermatologic Reactions: Maculopapular and acneiform reac- 
tions, isolated cases of photosensitivity, loss of hair. Endocrine Disorders: 
Lactation, breast engorgement, mastalgia, menstrual irregularities, gyneco- 
mastia, impotence, increased libido, hyperglycemia and hypoglycemia. Gas- 
trointestinal Effects: Anorexia, constipation, diarrhea, hypersalivation, 
dyspepsia, nausea and vomiting. Autonomic Reactions: Dry mouth, blurred 
vision, urinary retention and diaphoresis. Respiratory Effects: Laryngo- 
spasm, bronchospasm and increased depth of respiration. 

The injectable form is intended only for acutely agitated psychotic patients 
with moderately severe to very severe symptoms. 

Caution: Federal law prohibits dispensing without prescription. 

Full directions for use should be read before HALDOL haloperidol is 
administered or prescribed. 

HALDOL tablets are manufactured by McNeil Laboratories Co , Dorado. 
Puerto Rico 00646. 


McNeil Laboratories, McNEILAB, Inc. 
Fort Washington, PA 19034 
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FOr 
patients 


with a protile 
of mild to moderate 
depression... 


New : 
SURIYIONTIL 


(TRIMIPRAMINE MALEATE) 


@ Proven efficacy in depression’? 
e Prompt relief of anxiety, even before peak 
antidepressant effects are noted? 





e Insomnia relieved in some cases as soon as 


® Effective in single nighttime dosage 







prescribung lease see complete product information, a sum- 
of which follows: w 
ICATIONS: Contraindicated in Gases oftknown hypersensi- 
ity to the drug, and during the acute recovery period etter myocar- 
| infarction. The possibility of cross-sensitivity to other dibenzaze. 
- ne compounds should be kept in mind. Surmontil siou'd not be 
n in conjunction with drugs ef the monoamine oxidase inhibitor 
OI) class. At least two weeks should elapse between cessation of 
py with an MAOI and institution of therapy with Surmont! 
-rimipramine maleate). 

INGS: Children: This drug is not recommended for use in 
ildren, since safety and effectiveness for the pediatric age group 

wave not been established. Adults: Use extreme caution in giving the 
g to patients with evidence of cardiovascular disease. Caution 's 
ised in patients with: increased intraocular pressure, history of 
inary retention, narrow-angle glaucoma, seizure disorder, hyper- 
yroidism, a need for thyroid medication. In patients receiving 











patients for whom it is essential. When possible, discontinue the 
g for several days prior to elective surgery. The use of alcoholic 





one week after treatment? 


after initial dosage titration? 


e Low incidence of side effects ^ 


drinks during therapy may provoke exaggerated response. Potentiation 
of effects has been reported when tricyclic antidepressants were 
administered with sympathomimetic amines, local decongestants, 
local anesthetics containing epinephrine, atropine, or drugs with an 
anticholinergic effect. Drugs having a parasympathetic effect, includ- 
ing tricyclic antidepressants, may alter ejaculatory response. 
Usage in pregnancy: Pregnancy Category C. Surmontil has shown evi- 
dence of embryotoxicity and/or increased incidence of major anoma- 
lies in rats or rabbits at doses 20 times the human dose. There are no 
adequate and well-controlled studies in pregnant women. Surmontil 
should be used during pregnancy only if the potential benefit justifies 
the potential risk to the fetus. 
ADVERSE REACTIONS: When tricyclic antidepressants are used, each 
of the following adverse reactions must be considered, although some 
have not in fact been reported with Surmontil (trimipramine maleate). 
Cardiovascular — Hypotension, hypertension, tachycardia, palpitation, 
myocardial infarction, arrhythmias, heart block, stroke. 

iatric — Confusional states (especially in the elderly) with halluci- 
EMEN. disorientation, delusions; anxiety, restlessness, agitation; 
Snia and nightmares; hypomania; exacerbation of psychosis. 
Meurologic— Numbness, tingling, paresthesias of extremities; incoor- 
llination, ataxia, tremors; peripheral neuropathy; extrapyramidal symp- 
Sams: seizures, alterations in EEG patterns; tinnitus. 
Mlilillinergic - Dry mouth and, rarely, associated sublingual adenitis; 
Saree vision, disturbances of accommodation, mydriasis, constipa- 
DEB lytic ileus; urinary retention, delayed micturition, dilation of 
Meuanery tract. 
NEN. Skin rash, petechiae, urticaria, itching, photosensitization, 
Siema dace and tongue. 

Ir —Bone-marrow depression including agranulocytosis, 

MSN. purpura; thrombocytopenia. Leukocyte and differential 
Sounise ould be performed in any patient who develops fever and 


sore throat during therapy; the Uropsnouii oe disoomtnucd TOES 
evidence of pathologic neutrophil depression. 
Gastrointestinal — Nausea and vomiting, anorexia, epigasth gists: 
diarrhea, peculiar taste stomatitis, abdominal crameesblachtoneue: 
Endocrine — Gynecomastia in the male; besisbentamementend gaa 
torrhea in the female; increased ar decféfsed dibibompote mE tes 
ticular swelling: elevation or depressioon Mood SEman levels: 
Other—Jaundice (simulating gpGtGtWVe)eanered aver luncuon, 
weight gain or loss; perspyusiliemlüshing uina eGUency, Glows 
ness, dizziness, weaknedSeanddetdgue headache oon swelling 
alopecia. 

Withdrawal Symptoms Though nat indicative of addiction, abrupt 
cessation of treatment after prolonged therapy man produce nausea, 
headache,andffalaise. 

SUPPLIED: 25 mg in bottles of 10) opaque blue ard yellow capsules, 
50 mg in bottles of 100 opaque blue and orange capsules. 


References: 1. Rickels K, et al: Amitriptyline and temipramine in 
neurotic depressed outpatients: A collaborative study. Am J 
Psychiatry 127:208-217, 1970. 2. Fatkin A, et al: Comparison of 
trimipramine and imipramine: A controlled study, t; be published. 

3. Pecknold JC, Ananth J: Trimipremine in the treaxment of anxious: 
depressed outpatients. Curr Ther aes 23:94-100, 1578. 4. Lean TH, 
Sidhu MS: Comparative study of imipramine (Tofrav) and trimipra- 
mine (Surmontil) in depression associated with gy vaecological condi- 
tions. Proc Obstet Gynaeco! Soc 3 222-228, 1972. 


IVES LABORATORIES INC. 


685 Third Avenue, New York, N¥ 10017 
Dedicated to in the quality 
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Only Valium diazepam/Roche) 


—Antianxiety 


LONng known for its rapid and effective action, Valium 
is useful in a wide range of symptomatic manifestations of 
anxiety and tension. Although definitive studies have yet to 
aeclare the exact location of therapeutic action, existing evidence 
suggests that Valium provides its unique quality of therapy by way of 


the limbic system. Valium continues to intrigue the research scientist 


even while it continues to be of significant value in your practice. 





-Skeletal muscle relaxant 


In addition to producing muscle relaxation by action at 
the cerebral and spinal levels? Valium may exert direct action on the 
muscle itself. Experiments have demonstrated that, at a concentration 

of 10°M to 105M, diazepam directly counteracts contraction in the fast 

skeletal muscle of the frog? The resulting decrease in muscle contraction IS 
attributed to a net loss of muscle calcium, which is necessary for efficient 
coupling of action potential to contraction. Further research will 

be needed to support these preliminary studies and definitely 

establish the sites of action of Valium in human beings. 
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[Sunc effects 


mg, 2-M9, O-mg 
@ scored table 
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Indicated in anxiety and tension states and as an 
adjunct in the relief of skeletal muscle spasm 


Please see summary of product information Gn following page < ROCHE > 

















Before prescribing, please 
consult complete product in- 
formation, a summary of which 
follows: 

Indications: Tension and anxiety associated 
with anxiety disorders, transient situational distur- 
bances and functional or organic disorders: psychoneu- 
rotic states manifested by tension, anxiety, apprehension, 
fatigue, depressive symptoms or agitation; symptomatic reliet 
of acute agitation, tremor, delirium tremens and hallucinosis due 
to acute alcohol withdrawal; adjunctively in skeletal muscle spasm 
due to reflex spasm to local pathology; spasticity caused by upper 
motor neuron disorders; athetosis; stiff-man syndrome; convulsive 
disorders (not for sole therapy). 

The effectiveness of Valium (diazepam/Roche) in long-term use, that is, 
more than 4 months, has not been assessed by systematic clinical 
studies. The physician should periodically reassess the usefulness of the 
drug for the individual patient. 

Contraindicated: Known hypersensitivity to the drug. Children under 6 
months of age. Acute narrow angle glaucoma; may be used in patients 
with open angle glaucoma who are receiving appropriate therapy 
Warnings: Not of value in psychotic patients. Caution against hazardous 
occupations requiring complete mental alertness. When used adjunctively 
in convulsive disorders, possibility of increase in frequency and/or severity 
of grand mal seizures may require increased dosage of standard anticon- 


vulsant medication; abrupt withdrawal may be associated with temporary „4 , 


increase in frequency and/or severity of seizures. Advise against simul- 
taneous ingestion of alcohol and other CNS depressants. Withdrawal 
symptoms similar to those with barbiturates and alcohol have been 
observed with abrupt discontinuation, usually limited to extended use and 
excessive doses. Infrequently, milder withdrawal symptoms have been 
reported following abrupt discontinuation of benzodiazepines after continu- 
ous use, generally at higher therapeutic levels, for at least several months 
After extended therapy, gradually taper dosage. Keep addiction-prone 
individuals under careful surveillance because of their predisposition to 
habituation and dependence. 


Usage in Pregnancy: Use of minor tranquilizers during first 
trimester should almost always be avoided because of increased 
risk of congenital malformations as suggested in several stud- 
ies. Consider possibility of pregnancy when instituti ng therapy; 
advise patients to discuss therapy if they intend to or do 
become pregnant. 


Precautions: If combined with other psychotropics or anticonvulsants, con- 
sider carefully pharmacology of agents employed: drugs such as phenothi- 
azines, narcotics, barbiturates, MAO inhibitors and other antidepressants 
may potentiate its action. Usua! precautions indicated in patients severely 
depressed, or with latent depression, or with suicidal tendencies. Observe 
usual precautions in impaired renal or hepatic function. Limit dosage to 
smallest effective amount in elderly and debilitated to preclude ataxia or 
oversedation. 

Side Effects: Drowsiness, confusion. diplopia, hypotension, changes in 
libido, nausea, fatigue, depression, dysarthria, jaundice, skin rash, ataxia. 


constipation, headache, incontinence changes in salivation, slurred speech, 


tremor, vertigo, urinary retention, blurred vision. Paradoxical reactions such 
ticity, insomnia, rage, sleep disturbances, stimulation have been reported; 
should these occur, discontinue drug. Isolated reports of neutropenia 
jaundice; periodic blood counts and liver function tests advisable during 
long-term therapy. 

Dosage: Individualize for maximum beneficial effect. Adults: Tension, 
anxiety and psychoneurotic states, 2 to 10 mg b.i.d. to q.i.d.; alcoholism, 

10 mg t.i.d. or q.i.d. in first 24 hours, then 5 mg t.i.d. or q.i.d. as needed, 
adjunctively in skeletal muscle spasm, 2 to 10 mg t.i.d. or q.i.d.; adjunctively 
in convulsive disorders, 2 to 10 mg b.i.d. to q.i.d. Geriatric or debilitated 
patients: 2 to 2Y» mg, 1 or 2 times daily initially, Increasing as needed and 
tolerated. (See Precautions.) Children: 1 to 2V2 mg t.i.d. or q.i.d. initially, 
increasing as needed and tolerated (not for use under 6 months). 
Supplied: Valium* Tablets, 2 mg, 5 mg and 10 mg—bottles of 100 anc 500; 
Tel-E-Dose* packages of 100, available in trays of 4 reverse-numbered 
boxes of 25, and in boxes containing 10 strips of 10; Prescription Paks of 50. 
available in trays of 10. 
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as acute hyperexcited states, anxiety, hallucinations, increased muscle spas- 


Only VallUm (dazepam/ Roche. 
IS indicated in anxiety 
and tension states 
and as an 

J adjunct in the 
| relief of Skeletal 

muscle spasm 


z= General guidelines 
x for the préscribing 
and appropriate use of 
minor tranquilizers 


e Individualize dosage for maximal beneficial effect. 
e Prescribe the specific quantity needed until the next 
checkup period, schedule frequent, periodic reexam- 
inations to monitor results of therapy. 

e Establish treatment goals and gradually discontinue 
medication when these have been met. 

e Avoid prescribing for individuals who appear 
dependency-prone or whose histories indicate the 
potential for misuse of psychoactive substances, 
including alcohol. 

e Caution patients against engaging in hazardous 
occupations requiring complete mental alertness such 
as operating machinery or driving. 

e Advise patients against the ingestion of alcoholic 
beverages while undergoing therapy with minor 
tranquilizers. 

e Counsel patients to follow label directions, keep 
medication out of children's reach, and dispose of 
unused or old medication. 

e Caution patients against giving medication to others. 
e Avoid abrupt cessation of extended therapy by 
tapering dosage before discontinuing medication. 


1. Brazier MAB, Crandall PH, Walsh GO: Exp Neurol 51:241-258, Apr 1976 
2. Naftchi NE, Lowman EW: The effect of diazepam on presynaptic 
inhibition. Scientific exhibit at the meeting of the American Academy 
of Family Physicians, Las Vegas, Nev, Oct 10-13, 1977 

3. deGroof RC, Bianchi CP: Fed Proc 37:787, 1978 


Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
@ Nutley, New Jersey 07110 


Just published 


A PSYCHIATRIC GLOSSARY 
Fifth Edition 


Order your copy of the fifth edition of A PSYCHIATRIC 
GLOSSARY now! 


The Glossary has been revised and updated by a Subcommit- 
tee of APA’s Joint Commission on Public Affairs. It contains 
current terminology in psychiatry and incorporates the revised 
nomenclature of DSM III. 


A useful, easy-to-use source of information for 
—phvysicians and lawyers 
—social workers, psychologists, and nurses 
—writers and editors 
—teachers and students 


Numerous new entries, a series of tables, and a list of abbrevi- 
ations used in the mental health field are included. 

Why not order one or more copies of A PSYCHIATRIC 
GLOSSARY now?? 


Please send me copies of a PSYCHIATRIC GLOSSARY, 5th edition, paperback. Order number 142. 
$5.95 each, 10-24 copies, $5.35 each; 25-99, $5.00 each; 100 or more, $4.75 each 





O check or money order enclosed. All orders totalling $35 or less MUST be prepaid. 
O bill me (orders over $35 ONLY) 


NAME: 





ADDRESS: nmm 


BEBE NNNM MM LL Mase ae ee 


CITY STATE ZIP CODE 


Send coupon to: Publication Sales 
American Psychiatric Association 
1700 18th Street, N.W. 
Washington, D.C. 20009 
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DALMANI 


(flurazepam HCI/Roch 


MORE POLYGRAPHIC EVIDENC 


Sleep research laboratory Efficacy from the first night 
testing of insomnia patients through 28 nights, 

for 995 subject nights without need 
demonstrates efficacy of to increase dosage 
Dalmane (flurazepam HCI /Roche)! Dalmane (flurazepam HCI/Roche) is the only sleep 


In 14 separate studies, subjects given Dalmane were medication objectively proven effective through 28 
honte s With aachie «n is for a total of consecutive nights of administration in two separate 


b ed : ; studies in the sleep research laboratory?^ The pro- 
h Ee ald ERIS E auicaey longed use of Dalmane is seldom necessary; should it 


be, appropriate patient evaluations such as periodic 
blood counts and liver and kidney function tests are 
recommended. 
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JFFERS 


JF EFFICACY FOR INSOMNIA 


Dalmane* (flurazepam HCI/Roche) 
improved sleep during short, 
intermediate and longer-term use 


Itty < 
TM 
«y 
"EE AE 
RSEN 
V. 
» LJ 
ts 
nS 
MATT. 
foes 
AS 
mx. 
CN 
o> 
ss 
- "x LJ 
LM 
bm PU M 
OCA 
ea, 
Tet. 
D nA 
fut 
DX a 
Uus 
MS 
Ponte 
Vee Se 


" 

Mehmet 

LIO 

b TE A 
m 





AO XE E IgE AR S E E RUNE MT, 
EA erri iE Ee CELLA Bie EE D OE eae RR a MEE EN Pr 
Fi aoe eS BADEN T Se ee YE ld 
Improvement shown represents mean improvement, in 

hours, of total sleep time. 


Adapted from Dement WC, et a/: Behav Med 5:25-31, 
Oct 1978 


Since most insomnia is transitory in nature, initiate 
therapy at the lowest effective dose for the shortest 
time advisable to achieve a predetermined thera- 
peutic goal. 


References: 

1. Data on file, Medical Department, Hoffmann-La Roche Inc., 
Nutley NJ 

2. Kales A, et al: Clin Pharmacol Ther 19: 576-583, May 1976 

3. Dement WC, et a/; Behav Med 5: 25-31, Oct 1978 

4. Kales A, et al: Clin Pharmacol Ther 18: 356-363, Sep 1975 


Clinical documentation of 
efficacy in 4950 patients 
with insomnia’ 

Dalmane flurazepam HCI/Roche) efficacy wes 
evaluatec in 18 clinical studies. These included 
paired-night, double-blind crossover, double-blind 
comparison and patient preference studies. Results 


of these studies demonstrated and confirmec the 
effectiver ess of Dalmane. 


Periodic evaluation of 
patients sleep habits may help 
prevent subsequent insomnia 


should insomnia recur, the patient may need guidance 
in setting up a regular sleep program. This may 
include establishment of a regular bedtime hour, 
taking a warm bath prior to retiring and avoidance of 
alcohol, &imulants or heavy meals late in the evening. 


DALMAINE«c 


flurazepam HCI/Roche 

15-mg and 30-mg capsules 
UNMATCHED PROOF 
UNMATCHED EFFICACY 


Please see summary of product 
information on following page. 
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Protocol for insomnia 
management 


O Treat physical and/or psychological factors that 
may underlie an inability to sleep. 


O Thoroughly question and evaluate new patients 
who specifically request sleep medications. 


O Consider other medications the patient may be 
taking (including alcoholic beverages) and be aware of 
possible drug interactions. 


O Select a sleep medication with objectively docu- 
mented proof of efficacy and a wide margin of safety. 


O Initiate treatment at the lowest effective dose for 
the period of time deemed necessary to achieve a 
reasonable therapeutic goal. 


LJ Monitor response to therapy and, based upon 
patient reassessment, determine need for continuing 
medication on an individual basis. 


C Advise patients who ingest alcoholic beverages or 
other CNS depressants against doing so while on sleep 
medication. CNS stimulants such as caffeine should 
also be discontinued. 


O Caution patients against engaging in hazardous 
occupations requiring complete mental alertness such 
as operating machinery or driving a motor vehicle 
shortly after ingesting the drug. In addition, as with all 
CNS depressants, patients may have reduced motor 
performance while on hypnotic therapy and should be 
advised accordingly. 


O Avoid prescribing for suicidal or dependency-prone 
individuals whose histories indicate an inability to 
handle any psychoactive substances including alcohol. 


c7 quete . | 


Now available from Roche — important guidance 
for your patients with insomnia. 


Roche Products Inc. 
One Broad Avenue 
Fairview, New Jersey 07022 


Name 
Address 
City 


State Zip 


DA-5T 
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DALMANE«c 


flurazepam HCI/Roche 


One 15-mg capsule h.s.— recommended initial dosage 
for elderly or debilitated patients. 

One 30-mg capsule h. s.— usual adult dosage 

(15 mg may suffice in some patients). 


Before prescribing, please consult complete product informa- 
tion, a summary of which follows: 
Indications: Effective in all types of insomnia characterized by 
difficulty in falling asleep, frequent nocturnal awakenings and/or 
early morning awakening; in patients with recurring insomnia or 
poor sleeping habits; in acute or chronic medical situations re- 
quiring restful sleep. Objective sleep laboratory data have shown 
effectiveness for at least 28 consecutive nights of administration. 
Since insomnia is often transient and intermittent, prolonged 
administration is generally not necessary or recommended. 
Contraindications: Known hypersensitivity to flurazepam HCI. 
Warnings: Caution patients about possible combined effects with 
alcohcl and other CNS depressants. Caution against hazardous 
occupations requiring complete mental alertness (e.g., operating 
machinery, driving). 

Usage in Pregnancy: Several studies of minor tranquilizers 

(chlordiazepoxide, diazepam, and meprobamate) suggest 

increased risk of congenital malformations during the first 

trimester of pregnancy. Dalmane, a benzodiazepine, has 

not been studied adequately to determine whether it may 

be associated with such an increased risk. Because use 

of these drugs is rarely a matter of urgency, their use 

during this period should almost always be avoided. Con- 

sider possibility of pregnancy when instituting therapy; 

advise patients to discuss therapy if they intend to or 

do become pregnant. 
Not recommended for use in persons under 15 years of age. 
Though physical and psychological dependence have not been 
reported on recommended doses, use caution in administering to 
addiction-prone individuals or those who might increase dosage. 
Precautions: |n elderly and debilitated patients, it is recom- 
mended that the dosage be limited to 15 mg to reduce risk of 
oversedation, dizziness, confusion and/or ataxia. Consider poten- 
tial additive effects with other hypnotics or CNS depressants. 
Employ usual precautions in patients who are severely depressed, 
or with latent depression or suicidal tendencies, or with impaired 
renal or hepatic function. Periodic blood counts and liver and 
kidney function tests are advised during repeated therapy. 
Adverse Reactions: Dizziness, drowsiness, lightheadedness, 
staggering, ataxia and falling have occurred, particularly in elderly 
or debilitated patients. Severe sedation, lethargy, disorientation 
and coma, probably indicative of drug intolerance or overdosage, 
have been reported. Also reported: headache, heartburn, upset 
stomach, nausea, vomiting, diarrhea, constipation, Gl pain, ner- 
vousness, talkativeness, apprehension, irritability, weakness, 
palpitations, chest pains, body and joint pains and GU complaints. 
There nave also been rare occurrences of leukopenia, granulo- 
cytopenia, sweating, flushes, difficulty in focusing, blurred vision, 
burning eyes, faintness, hypotension, shortness of breath, 
pruritus, skin rash, dry mouth, bitter taste, excessive salivation, 
anorexia, euphoria, depression, slurred speech, confusion, rest- 
lessness, hallucinations, paradoxical reactions, e.g., excitement, 
stimulation and hyperactivity, and elevated SGOT, SGPT, total and 
direct bilirubins and alkaline phosphatase. 
Dosage: Individualize for maximum beneficial effect. 
Adults: 30 mg usual dosage; 15 mg may suffice in some patients. 
Elderly or debilitated patients: 15 mg recommended initially 
until response is determined. 
Supplied: Capsules containing 15 mg or 30 mg flurazepam HCI. 


ROCHE PRODUCTS INC. 
Manati, Puerto Rico 00701 ^ 


Before prescribing or administering, see Sandoz literature for full 
product information. The following is a brief summary. 


Contraindications: Severe central nervous system depression, comatose states 
from any cause, hypertensive or hypotensive heart disease of extreme degree. 


Warnings: Administer cautiously to patients who have previously exhibited a 
hypersensitivity reaction (e.g., blood dyscrasias, jaundice) to phenothiazines. 
Phenothiazines are capable of potentiating central nervous system depres- 
sants (e.g. anesthetics, opiates, alcohol, etc.) as well as atropine and 
phosphorus insecticides; carefully consider benefit versus risk in less severe 
disorders. During pregnancy, administer only when the potential benefits 
exceed the possible risks to mother and fetus. 


Precautions: There have been infrequent reports of leukopenia and/or 
agranulocytosis and convulsive seizures. In epileptic patients, anticonvulsant 
medication should also be maintained. Pigmentary retinopathy, observed 
primarily in patients receiving larger than recommended doses, is character- 
ized by diminution of visual acuity, brownish coloring of vision, and impairment 
of night vision; the possibility of its occurrence may be reduced by remaining 
within recommended dosage limits. Administer cautiously to patients 
participating in activities requiring complete mental alertness (e.g., driving), 
and increase dosage gradually. Orthostatic hypotension is more common in 
females than in males. Do not use epinephrine in treating drug-induced 
hypotension since phenothiazines may induce a reversed epinephrine effect on 
occasion. Daily doses in excess of 300 mg should be used only in severe 
neuropsychiatric conditions. 


Adverse Reactions: Central Nervous System—Drowsiness, especially with 
large doses, early in treatment; infrequently, pseudoparkinsonism and other 
extrapyramidal symptoms; rarely, nocturnal confusion, hyperactivity, lethargy, 
psychotic reactions, restlessness, and headache. Autonomic Nervous 
System—Dryness of mouth, blurred vision, constipation, nausea, vomiting, 
diarrhea, nasal stuffiness, and pallor. Endocrine System—Galactorrhea, 
breast engorgement, amenorrhea, inhibition of ejaculation, and peripheral 
edema. Skin—Dermatitis and skin eruptions of the urticarial type, photosensi- 
tivity. Cardiovascular System—ECG changes (see Cardiovascular Ef- 
fects below). Other—Rare cases described as parotid swelling. 


It should be noted that efficacy, indications and untoward effects have varied 
with the different phenothiazines. It has been reported that old age lowers the 
tolerance for phenothiazines; the most common neurologic side effects are 
parkinsonism and akathisia, and the risk of agranulocytosis and leukopenia 
increases. The following reactions have occurred with phenothiazines and 
should be considered whenever one of these drugs is used. Autonomic 
Reactions—Miosis, obstipation, anorexia, paralytic ileus. Cutaneous 
Reactions—Erythema, exfoliative dermatitis, contact dermatitis. Blood 
Dyscrasias—Agranulocytosis, leukopenia, eosinophilia, thrombocytopenia, 
anemia, aplastic anemia, pancytopenia. Allergic Reactions — Fever, laryn- 
geal edema, angioneurotic edema, asthma. Hepatotoxicity—Jaundice, 
biliary stasis. Cardiovascular Effects—Changes in terminal portion of 
electrocardiogram, including prolongation of Q-T interval, lowering and 
inversion of T-wave, and appearance of a wave tentatively identified as a bifid T 
or a U wave have been observed with phenothiazines, including Mellaril 
(thioridazine); these appear to be reversible and due to altered repolarization, 
not myocardial damage. While there is no evidence of a causal relationship 
between these changes and significant disturbance of cardiac rhythm, several 
sudden and unexpected deaths apparently due to cardiac arrest have occurred 
in patients showing characteristic electrocardiographic changes while taking 
the drug. While proposed, periodic electrocardiograms are not regarded as 
predictive. Hypotension, rarely resulting in cardiac arrest. Extrapyramidal 
Symptoms—Akathisia, agitation, motor restlessness, dystonic reactions, 
trismus, torticollis, opisthotonus, oculogyric crises, tremor, muscular rigidity, 
and akinesia. Persistent Tardive Dyskinesia—Persistent and sometimes 
irreversible tardive dyskinesia, characterized by rhythmical involuntary 
movements of the tongue, face, mouth, or jaw (e.g., protrusion of tongue, 
puffing of cheeks, puckering of mouth, chewing movements) and sometimes of 
extremities may occur on long-term therapy or after discontinuation of therapy, 
the risk being greater in elderly patients on high-dose therapy, especially 
females; if symptoms appear, discontinue all antipsychotic agents. Syndrome 
may be masked if treatment is reinstituted, dosage is increased, or 
antipsychotic agent is switched. Fine vermicular movements of tongue may be 
an early sign, and syndrome may not develop if medication is stopped at that 
time. Endocrine Disturbances — Menstrual irregularities, altered libido, 
gynecomastia, lactation, weight gain, edema, false positive pregnancy tests. 
Urinary Disturbances Retention, incontinence. Others — Hyperpyrexia; 
behavioral effects suggestive of a paradoxical reaction, including excitement, 
bizarre dreams, aggravation of psychoses, and toxic confusional states; 
following long-term treatment, a peculiar skin-eye syndrome marked by 
progressive pigmentation of skin or conjunctiva and/or accompanied by 
discoloration of exposed sclera and cornea; stellate or irregular opacities of 
anterior lens and cornea; systemic lupus erythematosus-like syndrome. 


Dosage: Dosage must be individualized according to the degree of 
mental and emotional disturbance, and the smallest effective dosage 
should de determined for each patient. 


SANDOZ 


SANDOZ PHARMACEUTICALS. EAST HANOVER, NJ 07936 SDZ 9-406R1 





MELLARIL IS KIND 


(THIORIDAZINE) 


TO MANY PATIENTS 


* minimal drug-induced akathisia, 
tremor, and other extrapyramidal 
side effects 


* effective control of 
psychotic symptoms 





Mellaril® (thioridazine) is kind two 
ways to the patient with psychotic 
symptoms. It has an impressive 
record of relieving agitation, ex- 
citement, and hallucinations, while 
successfully helping the patient 
live and perform in the commu- 
nity. And, unlike other major tran- 
quilizers, Mellaril (thioridazine) 
causes minimal akathisia or 
other extrapyramida! symptoms. 
Mellaril (thioridazine) is contra- 
C indicated in patients with hyper- 
tensive or hypotensive heart disease of extreme 
degree. 
Effectiveness plus infrequent side effects — that's 
the kind of kindness the physician likes to see in a 
major tranquilizer! 
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MELLARIL 


(THIORIDAZINE) 


TABLET3: 50 mg, 100 mg, 150 mg, and 200 mg thioridazine HCI, USP 


MELLAFIL-S™ (thioridazine) SUSPENSION, per 5 ml (teaspoon): 
thioridaaine base equivalent to 100 mg thioridazine HCl, USP 
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MELLARIL IS KIND 


(THIORIDAZINE) 


TO MANY PATIENTS 


* minimal drug-induced akathisia, tremor, and 
other extrapyramidal side effects 


* effective control of psychotic symptoms 
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The Clinical Application of Tricyclic Antidepressant 
Pharmacokinetics and Plasma Levels 


BY J. AMSTERDAM, M.D., D. BRUNSWICK, PH.D., AND J. MENDELS, M.D. 


The authors présent a clinical approach for predicting © 


and using plasma concentrations of tricyclic 
antidepressants in the treatment of depressed 
patients. They review the pharmacokinetics of this 
group of drugs and their side effects and toxicity. 
There is a suggested therapeutic range for plasma 
concentrations of imipramine, amitriptyline, and 
nortriptyline; more definitive studies are needed to 
determine the necessary plasma levels fer achieving 
clinical response with the other tricyclic — 
antidepressants (desmethylimipramine, protriptyline, 
doxepin, clomipramine, imipramine N-oxide, and 
butriptyline). A more thorough knowledge of the 
clinical pharmacokinetics of tricyclic antidepressants 
should lead to more rational use of these drugs, witha 
higher response rate and fewer adverse reactions. 


ince their introduction by Kuhn in 1957 (1), tri- 
S cyclic antidepressants have become the treatment 
of choice for most types of depressive illness. They 
have been shown to be significantly more effective 
than placebo in many placebo-controlled double-blind 
studies (2). While some investigators claim that these 
drugs show greater efficacy in patients suffering endog- 
enous (unipolar) affective disease, as opposed to reac- 
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tive or neurotic depression, ther2 is good evidence that 
they are effective in both groups (3-5). There seems to 
be little difference between the therapeutic response to 
various tricyclic antidepressan-s in spite of the dif- 
ferent pharmacologic profiles (€). In patients with pri- 


mary unipolar depression, tricyclic antidepressants 


have been found to be about 7(76 effective (7). 

Several important factors contribute to the failure of 
some depressed patients to respond to treztment: poor 
compliance with the prescribec regimen, impatience 
due to lack of immediate response to the medicine, and 
side effects. In a study of medical and psvchiatric out- 
patients, 70% of the patients cn q.i.d. regimens failed 
to take between 25% and 50% c7 their prescribed dose 
of medication ($8). 

Another problem is that hetzrogeneois groups of 
patients have been included in the stud. es set up to 
evaluate the efficacv of these drugs, and there is no 
reason to assume that all ‘‘types’’ of depression will 
respond to any one form of therapy (9). or example, 
there may be at least two types of unipolar depression 
distinguished by differences in urinary 3-methoxy-4- 
hydroxyphenylglycol (MHPG), respons ve to either 
imipramine or amitriptyline (9!, or by differences in 
cerebrospinal fluid 5-hydroxyindoleace-ic acid and 
MHPG, and responsive to chrorimipramine or nor- 
triptyline (10). 

A third important reason foz failure to respond to 


_tricylcic therapy is the wide interindividual variations 


in pharmacokinetic factors regulating the steady state 
plasma concentrations of tricyclic antidepressant com- 
pounds. It is now apparent that a standard dosage regi- 
men is not optimal for all patients and may, in fact, 
lead to nonresponse associated with _nappropriate 
plasma concentrations of the tricyclic. This indicates 
that basing treatment on usual clinical dose may be in- 
adequate for some patients, with plasma levels of the 
tricyclic providing a more eccurate amd useful in- 
dicator of the optimal dosage for each patient. 
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This report presents a clinical approach for utilizing 
pharmacokinetic factors and plasma concentrations of 
tricyclic antidepressants in the treatment of depressed 

patients. 


PHARMACOKINETICS 


The intensity of a drug’s action is dependent on its 
concentration at its site of action. With most drugs, 
including the tricyclic antidepressants, the amount 
available for pharmacological action is reflected by the 
level of drug circulating free in plasma, since changes 
in the plasma concentration do reflect changes at the 
site of action. This is true even if the concentration of 
drug in plasma is very much less than it is in tissues, as 
is the case with the tricyclic drugs. Plasma and tissue 
concentrations of a drug depend not only on the 
amount ingested (Le., the dose) but also on its 
bioavailability, distribution throughout the body, and 
on its biotransformation and excretion. Variations in 
these factors can.affect the actual availability of the 
drug at its site of acticn and therefore the response to 
treatment. 

Following oral administration, tricyclics are ab- 
sorbed relatively rapicly, with peak plasma levels oc- 
curring within two to four hours. Although absorption 
of tricyclic antidepressants from the gastrointestinal 
tract is complete, these drugs are not 10096 bioavail- 
able. This is because the amount of available tricyclic 
is influenced by the ‘“‘first-pass’’ effect, whereby a 
fraction of the absorbed drug is metabolized by the 
liver before reaching the systemic circulation. There is 
considerable intersubject and interdrug variability in 
the first-pass effect and therefore in the amount of 
“available” drug. The amount of nortriptyline actually 
available has been shown to vary between 46% and 
70% (11, 12) of subjects; imipramine, between 29% 
and 77% (13) of subjects; doxepin, between 13% and 
45% (14); and protriptyline, between 75% and 90% (15) 
of subjects. The wide range of these values for a par- 
ticular tricyclic (with the possible exception of pro- 


triptyline) indicates that the first-pass effect may be of ° 


major importance for determining the magnitude of the 
steady state drug concentration (16) as well as the dos- 
age necessary for optimal clinical response. 

The tricyclic compounds are divided into two broad 
groups: tertiary (e.g., imipramine, amitriptyline, doxe- 
pin) and secondary (e.g., desmethylimipramine, nor- 
triptyline, protriptyline). The tertiary tricyclics are de- 
methylated to their corresponding secondary amines. 
Thus, patients treated with tertiary tricyclics such as 
imipramine and amitriptyline will be exposed to their 
secondary amine derivatives, desmethylimipramine 
and nortriptyline, respectively. In some subjects the 
extent of these conversions is so great that the pre- 
dominant pharmacologically active compound present 
will be the secondary metabolite. The ratio of ami- 
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triptyline to its metabolite nortriptyline varies from 
less than 0.25 to more than 3 (17), while for imipramine 


the ratio ranges from 0.1 to 3 (18). Since the demethy- 


lation reaction is not reversible, patients treated with 
the secondary tricyclics are only exposed to these and 


not to the tertiary or parent compound. 


The clinical importance of the variations in the ratio 
of tertiary to secondary tricyclics is unclear at present. 
Jungkunz and Kuss (19) have claimed that clinical re- 
sponse to amitriptyline is correlated with the ratio of 
nortriptyline to amitriptyline, and not with the plasma 
levels of amitriptyline plus nortriptyline. They claim 
that data from other workers support their findings (17, 
20). Clearly, further research is needed to confirm or 
refute this. 

Repetitive administration of a constant dose of tri- 
cyclic leads to an increase in the plasma concentra- 
tions until steady state plasma levels are reached, gen- 
erally within 7-21 days. At steady state, the daily elim- 
ination of drug equals the amount of drug ingested, and 
plasma and tissue concentrations are approximately 
the same on successive days at similar times. The im- 
portance of steady state plasma levels (or more accu- 
rately, the steady state ''free" plasma levels [see be- 
low]) lies in the fact that they reflect the amount of 
drug available for biologic action. They give a far bet- 
ter indication of drug availability at the receptor site 
than does the oral dosage. 

For each individual, the mean steady state plasma 
level of tricyclic antidepressants is linearly related to 
dose. However, the intersubject variation in steady 
state levels is very large, with greater than 30-fold vari- 
ations being reported (21). While this value may repre- 
sent an extreme, variations of 5- to 10-fold are com- 
monly found among small patient populations. 

Tricyclics circulating in plasma do so partially 
bound to proteins (22, 23). To date, studies examining 
the relationship between tricyclic plasma levels and 
clinical response have measured the *'total' (protein 
bound plus ‘“‘free’’ unbound) levels of drug in plasma. 
It is the free drug, rather than the total plasma concen- 
tration, that theoretically is in equilibrium with tissue 
levels and which should represent the pharmacologi- 
cally active portion of the drug. If protein binding were 
to vary widely among individuals, this would decrease 
the value of measuring total drug concentrations and 
make it necessary to measure only the free level of the 
drug, which would vary among patients. Several 
groups of workers have investigated the binding of tri- 
cyclics to plasma proteins (22, 23). Most have found 
the tricyclics to be highly bound to plasma proteins, 
with minimal variation in the free fraction among indi- 
viduals. This would indicate that in the majority of pa- 
tients, measuring total plasma levels of tricyclics, in- 
stead of free levels, is adequate. 

The rate of buildup to steady state as well as the rate 
of elimination of a drug are determined by the elimina- 
tion half-life. The elimination half-life is the time taken 


Am J Psychiatry 137:6, June 1980 


for half of the drug to be eliminated from the body dur- 
ing the excretion phase (i.e., after the drug has been 
absorbed and distributed throughout the body). The 
half-lives of tricyclic antidepressants are shown in 
table 1. The longer the half-life, the longer it takes for 
steady state levels to be achieved. For most tricyclic 
antidepressants, steady state levels are achieved with- 
in one to two weeks on a constant dosage of tricyclic 
(17, 24, 31). (With protriptyline and its longer half-life, 
it has been reported [30] that more than 25 days are 
required, on average). It should be noted, however, 
that although it may take one to two weeks to reach 
steady state levels, appreciable levels of tricyclic are 
often built up rapidly and side effects from these drugs 
are common within the first few days of starting dos- 
age. 

The wide differences in the steady state plasma lev- 
els are due mainly to differences in the metabolism of 
the drugs by liver microsomal enzymes. While this ac- 
tivity appears to be largely genetically determined 
(32), certain drugs can cause changes in the activity of 
these enzymes. Barbiturates stimulate liver micro- 
somal enzymes so as to increase metabolism and re- 
duce tricyclic plasma levels (32). Smoking has also 
been found to reduce tricyclic plasma levels in one 
study with imipramine (31), although this effect has not 
been found with nortriptyline (33, 34). In contrast, oth- 
er drugs such as the phenothiazines (35, 36) and 
methylphenidate (37) inhibit the liver microsomal en- 
zymes and produce increases in tricyclic plasma lev- 
els. In two studies with imipramine, concomitant phe- 
nothiazines increased the plasma concentration of the 
secondary metabolite desmethylimipramine to a great- 
er extent than the parent compound, imipramine (36, 
38). While the clinical relevance of these effects has 
not been demonstrated conclusively, it would be ex- 
pected that drugs which inhibit metabolism of the tri- 
cyclics would decrease the dose of tricyclic necessary 
for beneficial therapeutic effect, while the converse is 
true for drugs which stimulate tricyclic metabolism. 

Benzodiazepines do not appear to alter the metabo- 
lism of tricyclic antidepressants to any extent and are 
probably the best drugs to employ in concomitant 
treatment for anxiolytic and sedative effects (39). 

Race may be an important variable to consider when 
administering tricyclic antidepressants in that black 
patients have been reported in one study to show a 
significantly higher plasma level than white patients 
(34) (with amitriptyline, plasma concentration was 
27% higher in blacks and with nortriptyline it was 50% 
higher). 

There does not appear to be a significant difference 
in tricyclic antidepressant plasma concentration be- 
tween the sexes (40). Age may also be a variable af- 
fecting plasma levels of tricyclics (41). Further work is 
needed to clarify the many factors that can influence 
tricyclic antidepressant levels. 

Under therapeutic conditions the concentration of 
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TABLE 1. 
Half-Life of Tricyclic Antidepressants 
Tricyclic .. Half-Life (hour) — 
Antidepressant Mean Range Study 
Desipramine 17.1 12.5-24.7 Alexanderson (24) 
Nortriptyline 26.6 12.8-46.2 Alvan and 
associates (25) 
21.5-88.1 Braithwaite and 
associates (26) 
Imipramine 7.6 4.0-17.6 Nagy and 
Johanssen (27) 
Desipramine* 29.9 13.5-61.5 Nagy and 
Johanssen (27) 
Amitriptyline | 15.1 10.3-25.3 Jorgensen and 
l Staehs (28) 
Nortriptyline? 26.6^ 16.5-35.7 Garland and 
37.6° 108.2* associates (29) 
Doxepin 16.8 8.2-24.5 Ziegler and 
| associates (14) 
Desmethyldoxepin?] — 51.3 33.2-80.7 Ziegler and 
associates (14) 
Protriptyline? 78.4 54.6-124.0 Mozdy and 


associates (30) 


a Apparent half-life for patients receiving corresponding tertiary amino com- 
pound. This will be determined both by rate of formation from tertiary amine 
compound and rate of its own metabolism. 

"Excluding 1 subject for whom drug half-life was 108.2 hoxrs. 

*Including 1 subject for whom drug half-life was 108.2 haurs. 

dFor 7 subjects the range was 16.5-35.7; 1 subject had the ex-reme value of 
[08.2 hours. 


tricyclic drugs in plasma is very low, in the 20-500 ng/ 
m] range. It is only recently that methods have become 
avallable which can accurately measure the tricyclics 
at these levels. The most widely used methods today 
are gas chromatographic techniques; the method of 
choice among these procedures involves the use of ni- 
trogen detection (40, 42). The most specitc method for 
measuring tricyclic antidepressants is combined gas 
chromatography-mass spectrometry (43, 44, and refer- 
ences cited therein). However, this method is very ex- 
pensive and not widely available. Reports of liquid 
chromatographic techniques have also begun to appear 
in the literature (45), and this technique appears tobea ` 
promising one for the future. Radioimmunoassays are 
also available for the measurement of the tricyclics 
(46-49). While these procedures are limited to re- 
search laboratories at present, they offer the potential 
for an inexpensive routine method for the measure- 
ment of plasma tricyclic levels. 

. Blood for tricyclic determination must not be drawn 
in Vacutainer tubes. We have found that use of such 
tubes can result in a spurious lowering of tricyclic anti- 
depressant plasma levels (50). Similar results have 
been found by others (51-53). This results from the tris 
(2-butoxyethyl) phosphate that is eluted from the rub- - 
ber stoppers in these tubes. This substance causes a 
decrease in the plasma binding of drug, resulting in a 
redistribution between red cells and plasma, and leads 
to a lowering of the apparent tricyclic antidepressant 
plasma level. We have found either Venoject tubes or 
syringes to be satisfactory in collecting Flood for de- 
terminations of tricyclic antidepressant levels. 
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Another factor that must be controlled for meaning- 
ful determinations of tricyclic antidepressant plasma 
levels is the time of blood drawing. Variations in 
plasma tricyclic antidepressant levels are generally 
small, but it is desirable to standardize blood drawing 
time to facilitate comparison of results. Ziegler and as- 
sociates (54) recommend drawing tricyclic antidepres- 
sant plasma levels for patients on nortriptyline 12 to 16 
hours after an h.s. dose, or 3 to 7 hours after the morn- 
ing dose on a t.i.d. schedule (prior to the afternoon 
dose). We would recommend that this schedule be fol- 
lowed for all tricyclics, although we have also found 
blood drawing in the morning before the first dose on a 
t.i.d. schedule to be satisfactory. 

Due to the relatively long half-lives of the tricyclic 
antidepressants, these drugs may be given on a once a 
day schedule (usually at bedtime), as well as on a di- 
vided dose schedule. Many studies have demonstrated 
the equal effectiveness of once a day versus divided 
dose schedules, and plasma levels of tricyclic antide- 
pressants have been very similar regardless of h.s. or 
t.i.d. schedule (54-56). Although daily plasma varia- 
tions are greater on h.s. than divided dosage schedules 
(56), the clinical differences appear not to be signifi- 
cant. 


INDIVIDUAL DRUGS 


Imipramine 


Imipramine was the first tricyclic to be used as an 
antidepressant (1). A tertiary amine, it is metabolized 
in part to desipramine, its secondary amine derivative 
which also has antidepressant properties. Several in- 
vestigators have found that clinical response is directly 
related to the plasma concentration of imipramine and 
its metabolite desipramine. 

Walter (57) found a positive relationship between 
steady state imipramine concentrations and reductions 
in the Hamilton Depression Score in 16 endogenously 
depressed inpatients. Plasma desipramine levels were 
not reported. 

Olivier-Martin and associates (38) measured both 
imipramine and desipramine levels in 14 endogenously 
depressed inpatients aad found a positive correlation 
between clinical improvement and total tricyclic anti- 
depressant level (imipramine and desipramine). Re- 
sponders appear to have steady state concentrations 
greater than 200 ng/ml. 

Glassman and associates (58) treated 60 endoge- 
nously depressed inpatients with imipramine, 3.5 mg/ 
kg per day, on a t.i.d. regimen. Clinical response was 
rated on the patient's ability to leave the hospital after 
28 days. There was a statistically significant relation- 
ship between plasma concentrations of imipramine 
and desipramine and clinical response. The critical 
plasma level was 180 ng/ml, with 22 of 31 responders 
above this level and 21 of 29 nonresponders below. It 
was suggested that depressed patients with delusions 
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represented a separate group who were poor respond- 
ers to imipramine (58). There was no association be- 
tween plasma levels and clinical response in this sub- 
group. If the delusional patients are separated from the 
total group of 60, the remaining 42 patients fall within a 
plasma concentration/clinical response range show:ng 
complete recovery achieved at levels greater than 225 
ng/ml, intermediate response between 150 and 225 ng/ 
ml, and poor response at levels less than 150 ng/ml. 
Again, there did not appear to be an upper limit to 
plasma concentrátion versus response, which may in- 
dicate that imipramine has a ‘“‘linear”’ dose-response 
curve. 

Reisby and associates (4) evaluated the relationship 
between steady state imipramine and desipramine lev- 
els and clinical response in 66 hospitalized depressed 
patients (37 endogenous and 29 nonendogenous). Pa- 
tients received imipramine, 225 mg daily; plasma tri- 
cyclic levels were determined 15 hours after the 
last dose. The interindividual plasma concentration 
of tricyclic antidepressants on the standard dose 
of imipramine varied widely, with imipramine levels 
ranging between 6 and 300 ng/ml and desipramine lev- 
els from 15 to 700 ng/ml (4). Analysis of their data in- 
dicates that there was a linear dose-response relation- 
ship with a well-defined lower plasma concentration 
limit for clinical response, but no upper limit beyond 
which unfavorable clinical effects occurred. In the 
‘‘endogenous’’ group there was an inverse relationship 
between posttreatment Hamilton Depression Scores 
and tricyclic antidepressant plasma levels, all patients 
with favorable response having total imipramine and 
desipramine concentrations greater than 240 ng/ml. No 
correlation was found between plasma levels and re- 
sponse in a “‘nonendogenous’’ depressed group. In 
contrast to the results of Glassman and associates (59), 
delusional depressives were equally represented in the 
nonresponder, equivocal responder, and fully reccv- 
ered groups (4). 

In summary, it appears that a minimum combined 
imipramine and desipramine plasma level of 150 ng/ml 
is needed to achieve therapeutic response. An antide- 
pressant response is rarely seen with lower plasma lev- 
els. Most patients respond to imipramine when the 
plasma imipramine and desipramine concentration €x- 
ceeds 240 ng/ml (4). There is no upper limit beyond 
which clinical worsening occurs (i.e., no curvilinear 
relationship; see the section on nortriptyline below. 


Desmethylimipramine 


Desmethylimipramine, the primary metabolite of 
imipramine, has not been used in any well-controlled 
studies designed to examine the relationship between 
plasma levels and antidepressant effect. Desmethyl- 
imipramine is pharmacokinetically similar to nortripty- 
line and protriptyline, with large interindividual steady 
state plasma concéntration differences in patients 
treated with the same oral dose (24, 60). 
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Watt and associates (61) measured 24-hour urinary 
desmethylimipramine concentrations in 58 depressed 
inpatients with primary affective disorder, who re- 
-ceived ‘either 150 mg or 300 mg of desmethylimipra- 
mine daily, and found no correlation between im- 
provement and urinary desmethylimipramine excre- 
tion. However, in both groups there were more 
responders among subjects with the highest excretion 
rates (61). Further studies are needed to determine the 
plasma level and dose-response relationship for des- 
methylimipramine. 


Amitripiyiine 


Amitriptyline is a tertiary tricyclic antidepressant 
that is metabolized to its secondary amine derivative, 
nortriptyline. Braithwaite and associates (17) studied 
15 depressed patients (6 inpatients and 9 outpatients), 
who received amitriptyline, 50 mg t.i.d., for 6 weeks. 
Combined amitriptyline and nortriptyline plasma con- 
centrations were measured and a linear plasma/re- 
sponse curve was identified; there was no evidence for 
an upper limit beyond which clinical deterioration oc- 
curred. No patient whose plasma concentration was 
less than 120 ng/ml improved. 

In a group of 28 endogenously depressed inpatients 
treated with amitriptyline, 150 mg daily for 6 weeks, 
Montgomery and Braithwaite (62) confirmed the linear 
response curve with amitriptyline and nortriptyline 
plasma concentrations greater than 120 ng/ml. Re- 
sponse to amitriptyline was not an all-or-none phe- 
nomenon, and there were a few responders with low 
tricyclic levels as well. However, as the plasma con- 
centration increased, the rate of clinical response in- 
creased. 

Similar results were reported by Ziegler and associ- 
ates (63) and Kupfer and associates (64). Ziegler and 
associates (63) noted that the best response occurred 
in patients with total amitriptyline and nortriptyline 
levels greater than 160 ng/ml. Kupfer and associates 
(64) found that the best response in their inpatients 
was in those with a plasma concentration of more than 
200 ng/ml of amitriptyline and nortriptyline. It is of in- 
terest to note that the responders already had total tri- 
cyclic levels greater than 200 ng/ml by the 12th day of 
treatment. Again, there was no upper limit of plasma 
concentration beyond which clinical deterioration oc- 
curred. 

In contrast to the above findings, a European collab- 
orative study involving 54 depressed inpatients found 
no correlation between steady state plasma levels of 
amitriptyline or amitriptyline and nortriptyline and 
clinical response (65). Patients had been treated with 
amitriptyline, 150 mg daily, and the expected plasma 
range for both amitriptyline (46-391; mean=125) and 
nortriptyline (39-366; mean=108) was found. Recent- 
ly, another European study also found no significant 
correlation between tricyclic plasma levels and clinical 
response among 28 patients taking amitriptyline (19). 
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In summary, results obtained with amit-iptyline are 
inconclusive; the majority of studies show a linear 
relationship between plasma levels and clinical re- 
sponse. 


Nortriptyline 


A number of investigators have reported a ''curvi- 
linear relationship” between plasma levels of nor- 
triptyline and clinical response, with therapeutic effect 
superior in those patients having intermediate plasma 
concentrations. 

Asberg and associates (66) studied 29 depressed in- 
patients treated with .nortriptyline, 25 mg to 75 mg 
orally t.i.d., and rated clinical improvement after 2 
weeks. The plasma nortriptyline concentration varied 
widely between individuals; those with levels between 
50 and 140 ng/ml improved, while patients with low 
levels (less than 50 ng/ml) or high concentrations 
(greater than 140 ng/ml) did less well. Similar findings 
have been reported by others (67) after 4 weeks of 
treatment with nortriptyline. 

Kragh-Sorensen and associates (68) reported good 
clinical response in patients with nortriptvline levels of 
50-175 ng/ml, while those with levels greater than 175 
ng/ml did poorly. 

Subsequently, these investigators (69) treated two 
groups of depressed patients, controlling the plasma 
concentration of nortriptyline so that group À had 
plasma levels of less than 150 ng/ml, and group B 
greater than 180 ng/ml. After 4 weeks of treatment 
there were more improved patients in the lower 
plasma level group. The patients with the plasma lev- 
els greater than 180 ng/ml who were still Cepressed im- 
proved when the nortriptyline plasma concentration 
was reduced below 150 ng/ml. Similar findings have 
been reported by Ziegler and associates (70) and Mont- 
gomery and associates (71). However, two studies (72, 
73) failed to demonstrate this curvilinear relationship 


and reported no correlation between nortriptyline 


plasma concentrations and clinical improvement. 

In summary, the majority of studies rerort that there 
is a curvilinear plasma concentration/response rela- 
tionship for nortriptyline with a therapeu-ic window at 
intermediate nortriptyline levels between 50 and 150 
ng/ml. Plasma levels less than 50 ng/ml and greater 
than 150 ng/ml are associated with poor response (66). 


. Approximately 65% of depressed patien-s maintained 


on nortriptyline, 150 mg daily, fall within the therapeu- 
tic window, and in those patients who fail to respond 
at this dose, the likelihood is that the oral dose is too 
high and should be lowered (21) to attain optimal 
plasma levels. Once clinical response is achieved, 
maintenance at that concentration should be continued 
for optimal prophylactic effect (74). 


Protriptyline 


There have been relatively few studies that examine 
the relationship between clinical response with pro- 
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triptyline and its plasma concentration. Whyte and as- 
sociates (75) treated 28 depressed women suffering 
from psychotic, neurctic, or uncertain type of depres- 
sion with protriptyline, 10 mg q.i.d. for 3 weeks. They 
found a significant inverse relationship between pro- 
triptyline level and clinical response at day 24. There 
was a suggestion of a curvilinear relationship similar to 
that reported with nortriptyline, in that patients with 
protriptyline levels greater than 250 ng/ml did not re- 
spond as well as did those in the intermediate range of 
130 to 250 ng/ml. 

Biggs and Ziegler (76) studied 21 depressed out- 
patients treated for four weeks with 20 mg of pro- 
triptyline daily. They found an eight-fold inter- 
individual variation in protriptyline plasma levels, 
which ranged from 22 ng/ml to 167 ng/ml (mean=69 ng/ 
ml). Eight of nine patients with protriptyline plasma 
levels greater than 70 ng/ml and 5 of 12 patients with 
levels less than 70 ng/ml responded. There was no up- 
per limit for protriptyline identified beyond which clin- 
ical deterioration occurred. However, all patients re- 
ceived a maximum dose of 20 mg daily in this study 
and had plasma levels well below 250 ng/ml, the upper 
limit reported by Whyte and associates (75). 


Doxepin 


Friedel and Raskin (77) treated 15 elderly depressed 
patients with doxepin and found that the best response 
was in the patients with plasma concentrations of 
doxepin plus desmethyldoxepin above 100 ng/ml. This 
was confirmed in another study, and a linear plasma 
level response curve was suggested.! Ward and associ- 
ates? noted a suggestion of a curvilinear relationship 
between plasma concentrations and response in a 
group of 26 inpatients. 

Ziegler and associates (14) found that there are 
lower steady state levels achieved per milligram in- 
gested of doxepin than of other tricyclic antidepres- 
sants. It is unknown whether this is related to the re- 
ported lower incidence of cardiotoxic effects with this 
drug (78), or whether it has any implications for clini- 
cal effectiveness. 

In summary, while some studies have suggested this 
drug to have a therapeutic window? (79) and others a 
linear plasma level response curve (77), definitive 
studies have not been reported that confirm either rela- 
tionship. 


Clomipramine 


Plasma concentrations of clomipramine and its me- 
tabolite desmethylclomipramine were measured in 14 
depressed patients treated with 150 mg daily (80). The 


'R.O. Friedel: Depression in geriatric patients: role of plasma lev- 
els (personal communication, 1978). 

?N .G. Ward, R.O. Friedel. V.L. Bloom: The relationship of tri- 
cyclic plasma levels to antidepressant response. Exhibit presenta- 
tion at the 30th Institute on Hospital & Community Psychiatry, Kan- 
sas City, Mo., September 18-20, 1978. 
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interindividual plasma concentrations of the parent 
compound and primary metabolite varied greatly. 
There was a significant curvilinear relationship be- 
tween only desmethylclomipramine levels and clin cal 
response, with little improvement at levels less than 
250 ng/ml or greater than 700 ng/ml. No relationship 
was found between clinical improvement and plasma 
concentrations of either clomipramine or total clo- . 
mipramine and desmethylclomipramine. 


Other Antidepressants 


Imipramine N-oxide is a metabolite of imipram ne 
that possesses antidepressant properties, probably by 
reason of its metabolism back to imipramine and desi- 
pramine. Nagy and Hansen (81) treated 13 depressed 
patients with imipramine N-oxide and found that all 
had much higher plasma levels of desipramine tkan 
imipramine, but there was no correlation between clin- 
ical improvement and plasma concentrations of either 
compound. 

Butriptyline, a tertiary amine tricyclic antidepres- 
sant similar in structure to amitriptyline, was eval- 
uated by Burrows and associates (82) in a pilot stucy. 
There was no simple relationship between clinical -e- 
sponse and plasma levels of butriptyline and its metzb- 
olite norbutriptyline. 


SIDE EFFECTS AND TOXICOLOGY 


The Boston Collaborative Drug Surveillance Pro- 
gram has reported that 15.4% of patients treated with 
tricyclic antidepressants have side effects ranging frcm 
drowsiness and mild symptoms of autonomic over- 
activity (anticholinergic), to severe reactions like con- 
fusional states and psychotic episodes (83). It appears 
clinically that increased doses of tricyclic antidepres- 
sants are associated with increased frequency of side 
effects, but in light of the divergent interindividual 
plasma levels of patients taking the same dose of tzi- 
cyclic antidepressants (11, 14, 15, 17), it is difficult zo 
determine whether this is actually due to differences in 
individual sensitivity to therapeutic levels of the meci- 
cation, to high plasma concentrations of the drug, or -o 
differences in subjective responses. Additionally, 
many of the side effects of tricyclic antidepressants are 
similar to the symptoms for which the patient is being 
treated: e.g., constipation, dry mouth, blurred vision, 
lethargy, palpitations. Few studies have attempted -o 
discriminate among subjective reports of side effects, 
their objective measurement, symptoms of the illness, 
and plasma concentration of the drug. 

Asberg and associates (84) found a small but signiñ- 
cant positive correlation between total "corrected" 
subjective side effects and mean plasma concentraticn 
of nortriptyline during the initial three weeks of treat- 
ment. (In order to assess the pharmacologically im- 
duced side effects and not the symptoms of depres- 
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sion, a “‘corrected”’ side effects score was determined 
by subtracting the baseline score of these symptoms 
from scores recorded while the patient was on drug.) 
While there was no correlation between any particular 
side effect and plasma concentration of nortriptyline, 
they noted that two patients with severe reactions 
(fainting and right bundle branch block) did have the 
highest plasma nortriptyline levels (340 ng/ml and 235 
ng/ml, respectively) (84). 

A few reports have studied the relationship between 
plasma tricyclic antidepressant concentrations and ob- 
jectively measured side effects of these drugs. Asberg 
and Germanis (85) measured alterations in ocular ac- 
commodation in depressed patients complaining of 
blurred vision. Interestingly, subjective complaints of 
blurred vision did not correlate significantly with mea- 
sured changes in accommodation amplitude, but a 
small positive correlation was found between nortrip- 
tyline plasma levels and decreased amplitude of ac- 
commodation in patients under 45 years of age (85). 

Freyschuss and associates (86) reported on the cir- 
culatory status of 40 nortriptyline-treated depressed 
patients. Heart rate increased significantly, while dia- 
stolic blood pressure was higher at rest and significant- 
ly lower after standing, but there was no correlation 
between these measurements and plasma nortriptyline 
concentration. Similar results were obtained by Am- 
sterdam, Brunswick, and Mendels (unpublished data) 
in 12 normal volunteers taking 25 mg of imipramine 
daily for 4 weeks. 

Cardiotoxicity from tricyclic antidepressants is not 
uncommon and has led to inappropriate underdosing, 
or sometimes failure to treat elderly depressed patients 
or those with cardiac disease. 

In a crossover comparative study of nortriptyline 
and doxepin at 150 mg/day for 3 weeks, Burrows and 
associates (87) found prolongation of the QRS com- 
plex ir 6 of 17 patients on nortriptyline and in only 1 
patient taking doxepin. Mean nortriptyline plasma lev- 
el was 196-29 ng/ml, which is clearly above the thera- 
peutic window (66), while mean doxepin plasma level 
was only 52+6 ng/ml. This may indicate that moder- 
ately elevated plasma levels of nortriptyline have a de- 
pressant effect on the myocardium and cardiac con- 
duction. 

Cardiotoxicity has been correlated with high plasma 
tricyclic antidepressant concentrations in several stud- 
ies carried out with patients who had overdosed with 
tricyclic antidepressants (88, 89). Petit and associates 
(89) evaluated plasma levels in 40 patients who over- 
dosed primarily with a tricyclic antidepressant. In 
those patients with tricyclic antidepressant levels 
greater than 1000 ng/ml in the initial 24 hours, cardiac 
arrest, ventricular tachycardia, QRS duration equal to 
or greater than 100 milliseconds, and cardiac dys- 
rhythmias were significantly more frequent than in 
those patients with tricyclic antidepressant plasma lev- 
els less than 1000 ng/ml. The QRS complex was the 
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most sensitive indicator of tricyzlic antidepressant lev- 
els: as the plasma drug concertration decreased, the 
QRS duration reverted to normal (88, 8%. 

Kantor and associates (90) d2scribed £ patient who 
suffered a 2:1 A-V block below the AV node and His 
bundle, which was related to th» plasma concentration 
of imipramine, while Burrows end associates (78) also 
demonstrated distal conduction defects with pro- 
longed distal intraventricular conductior time by His 
bundle electrocardiography in >atients who had over- 
dosed on nortriptyline. 

The tricyclic antidepressant zardiotox:city reported 
in these studies probably results from the quinidine- 
like action of these drugs (91-93) on cardiac con- 
duction, effects that are determined by both a high 
plasma concentration and a sensitized myocardium. 

Additionally, tricyclic antidepressants may also pos- 
sess an antidysrhythmic quiridine-like action within 
therapeutic plasma concentrations (91-93). Biggs and 
associates (94) assessed the antidyarrhy-amic proper- 
ties of imipramine on 2 depressed patients with pre- 
existing cardiac arrhythmia end right bundle branch 
block by using a 24-hour Holter monitor. Plasma 
imipramine concentrations of 150-250 rg/ml resulted 
in a decreased number of premature ventricular con- 
tractions and premature atrial contractions, which 
demonstrates the quinidine-LFEe action on the myo- 
cardium. 

We found similar results in z depressed patient with 
130 premature ventricular contractioms per hour. 
After treatment with 150 mg of imipramine daily and a 
steady state plasma concentrztion of 278 ng/ml, pre- 
mature beats diminished to 5 per hour (unpublished 
data). 

Ziegler and associates (95) described another patient 
who had nonspecific T-wave changes 2rior to treat- 
ment and developed premature vertricular con- 
tractions at a nortriptyline level of 176 ng/ml, which is 
slightly above the therapeutic -ange. Th s abnormality 
disappeared when plasma nort-iptyline was reduced to 
80 ng/ml. 

In summary, very high plasma concertrations cause 
prolonged QRS duration and increasec frequency of 
dysrhythmias (88). Therapeutiz as well £s only moder- 
ately elevated tricyclic antidepressant plasma levels 
can also cause cardiac toxicity in predisposed individ- 
uals (95) as a result of the druz's quinidine-like action 
(94), leading to serious conduction disturbances at the 
AV node and the intraventricular level (87-91). But 
with proper plasma level mon&oring the quinidine-like 
action of tricyclic antidepressants may also enable the 
drugs to be used as effective amtidysrhythmic agents as 
well as antidepressants in depressed cardiac patients 
and might be used as the sinz e agent for both illness- 
es. 
Further systematic studies are needed to determine 
the effects of various tricyclic antidepressant plasma 
concentrations on cardiac ccr duction. 
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CONCLUSIONS 


Approximately 30% of depressed patients treated 
with a tricyclic antidepressant show little or no re- 
sponse; it is apparent that at least a portion of these 


patients are not responding because, even though they - 


are receiving recommended dosages, they have an in- 
appropriate plasma concentration of the drug. 

There are clear advantages to the clinical monitoring 
of drug tricyclic antidepressant levels, e.g., in patients 
with cardiac problems in whom high blood concentra- 
tions of the drug is undesirable, individuals sensitive to 
tricyclic antidepressants and prone to development of 
anticholinergic toxicity, and in geriatric patients. 

An understanding of the tricyclic antidepressant 
plasma concentration as a reliable indicator for thera- 
peutic response may allow the physician to adjust 
dosage and turn many nonresponders into responders. 

Although there is nc consensus on absolute values 
of plasma tricyclic antidepressant concentrations nec- 
essary for clinical response, there is a suggested range 
for some of the drugs. For imipramine it appears that a 
minimum combined imipramine and desipramine 
plasma level of 180 ng/ml is needed to achieve thera- 
. peutic response. Results obtained with amitriptyline 
are inconclusive, although a minimum combined ami- 
triptyline and nortriptyline level of 160 ng/ml has been 
reported necessary for response (64). Both imipramine 
and amitriptyline show a linear relationship between 
plasma levels and clinical improvement. 

For nortriptyline the majority of studies show a cur- 
vilinear relationship between plasma levels and clini- 
cal response. Plasma levels less than 50 ng/ml are in- 
adequate for clinical response, and levels greater than 
150 ng/ml are associated with deterioration in clinical 
status. Intermediate levels within a therapeutic win- 
dow of 50-100 ng/ml appear necessary for response. 

More definitive studies are needed to determine the 
necessary plasma levels for achieving clinical response 
with the other tricyclic antidepressants (protriptyline, 
desmethylimipramine, doxepin, clomipramine, butrip- 
tyline). A more thorough knowledge of the clinical 
pharmacokinetics of tricyclic antidepressants should 
lead to more rational use of these drugs, with a higher 
response rate and fewer adverse reactions. 
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The Consciousness Disciplines and the Behavioral Sciences: 
Questions of Comparison and Assessment 


BY ROGER WALSH, M.D., PH.D. 


— HÀ 


In recent years a number of assessments of the non- 
Western consciousness disciplines have been 
undertaken by Western behavioral scientists. The 
author suggests that a variety of conceptual, 
methodological, experiential, and content 
inadequacies render the conclusions of these 
investigations of doubtful validity. He then describes 
the models of human nature postulated by these 
disciplines and the Western behavioral sciences, 
suggesting that comparing them results in a paradigm 
clash. The failure to recognize this clash seems to 
have resulted in inappropriate pathologizing 
interpretations. Attention is drawn to the relevance of 
recent findings in state-dependent learning, 
meditation studies, peak and transcendental 
experiences, transpersonal psychology, and quantum 
physics to an assessment of the consciousness 
disciplines, and suggestions.for more adequate 
investigation are provided. 


The history of science is rich in the example of the fruit- 
fulness of bringing two sets of techniques, two sets of 
ideas, developed in separate contexts for the pursuit of 
truth, into touch with each other. 


— Oppenheimer (1) 


^ he term ''consciousness disciplines" refers to a 
T tamily of practices and philosophies of primarily 
Asian orgin. Their central claim is that through in- 
tensive mental training it is possible to obtain states of 
consciousness and psychological well-being beyond 
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those currently described by traditional Western psy- 
chologies:as well as profound insight into zhe nature of 
menta] processes, consciousness, and reakty. Some of 
these disciplines have been associated with the esoter- 
ic core of certain non-Western philosophies, psycholo- 
gies, and religions, e.g., Buddhism and Hinduism. The 
term “‘consciousness disciplines’ has thus sometimes 
been used more or less interchangeably with terms 
such as ‘‘Eastern traditions," ‘““mysticism,’’ and 
"spiritual disciplines." However, these terms have 
been so loosely used and misused that itis important 
to distinguish the consciousness disciplines from the 
religious dogma, beliefs, and cosmologiss to which 
most religious devotees adhere, and from the occult 
popularisms of both East and West The con- 
sciousness disciplines represent specific mental train- 
ings designed to enhance perceptior and con- 
sciousness. If the individual desires, this enhancement 
may be used to deepen religious understanding, but it 
may also be employed and interpreted within a psy- 
chological framework. 

Within the last decade consciousness disciplines 
have become the subject of both popular and research 
interest in the West, and a number of attempts have 
been made to evaluate them from the perspective of 
the behavioral sciences. Hcwever, these attempts 
have been marred by a number of conceptual, para- 
digmatic, methodological, and experiential deficien- 
cies. 

In this paper I intend to outline the criteria for ade- 
quate assessment of these disciplines. To do this I will 
discuss the nature of paradigms and the- outline and 
compare the models of human psychology proposed 
by the consciousness disciplines and th» behavioral 
sciences, which are both paradigms. It will be seen 
that this comparison results in what Thoraas Kuhn (2) 
called a **paradigm clash'' and that unrecognized para- 
digmatic assumptions necessarily lead to erroneous 
conclusions. I will then discuss the methcdological er- 
rors that most investigators have fallen into and, final- 
ly, describe recent advances in areas of Western sci- 
ence that are relevant to an adequate investigation. 

Since the aim of this paper is primarily one of defin- 
ing the criteria for adequate assessment, a full assess- 
ment and critique will not be presented here. This 
should not be seen as advocating a blanket acceptance 
of the consciousness disciplines because, like all psy- 
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chologies, they have their quota of inconsistencies. 
The first step must b2 to determine the criteria and 
processes by which we are to assess them. 


PARADIGMS AND PARADIGM CLASH 


A paradigm is a kind of ‘‘super theory,” a theory or 
formulation about the nature of reality of such scope 
that it is capable of accounting for most of the known 
phenomena in its fielc (2). Because of their success, 
paradigms tend eventually to be taken for granted and 
insinuate themselves into the researcher's psyche in 
such a way that they become implicit, unquestioned 
conceptual frameworks and filters that supply the ‘‘on- 
ly natural and sensible’ way of looking at things (2, 3). 
Once a paradigm becomes implicit, it acquires tremen- 
dous unrecognized controlling power over its adher- 
ents (4), determining the investigation, perception, and 
interpretation of data in a self-fulfilling manner (4-6). 
The introduction of a new paradigm at this stage be- 
comes extraordinarily difficult and results in a para- 
digm clash (2). In paradigm clashes, antagonism and 
poor communication between factions are common (2, 
4, 7), and even the greatest scientific innovations have 
frequently been discounted initially. Maruyana (7) de- 
scribed the communication problems as follows: 


If the communicatinz parties remain unaware that they 
are using different structures of reasoning, but are aware 
of their communication difficulties only, each party tends 
to perceive the communication difficulties as resuiting 
from the other parties’ illogicality, lack of intelligence, or 
even deceptiveness and insincerity. He may also fall into 
an illusion of understznding while being unaware of his 
misunderstandings. 


We may now be confronting a paradigm clash be- 
tween traditional Western psychological models and 
the models of the consciousness disciplines. If this is 
so, to judge the validity of the consciousness dis- 
ciplines’ paradigm we must also examine the pre- 
suppositions and logic of our own paradigm. Let us 
therefore begin by examining the assumptions and log- 
ic of each. 


THE CONSCIOUSNESS DISCIPLINES PARADIGM 


Most of the consciousness disciplines describe mod- 
els of human nature that show a degree of consistency 
across cultures and ages. These have been variously 
named ‘‘the perennial philosophy” (8), *'the perennial 
religion" (9), and the "perennial psychology” (10). 
Obviously I cannot hope to do full justice to them here 
but will attempt to delineate some of the dimensions 
that underlie such models and refer the interested 
reader elsewhere for more complete descriptions (5, 
|. 10-12). 
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Many traditions view consciousness as their central 
concern and make several claims that run counter to 
Western assumptions. These include statements that 
1) our usual state of consciousness is severely sub- 
optimal, 2) multiple states, including true ''higher"' 
states, exist, and 3) these states are attainable through 
training, but 4) verbal communication about them is 
necessarily limited. These tenets will now be exam- 
ined in more detail. 

Fully developed mystics state unequivocally that 
our usual state of consciousness is not only subopti- 
mal, it is dreamlike and illusory. They assert that 
whether we know it or not, without mental training we 
are prisoners of cur own minds, totally and unwittingly 
trapped by a continuous inner fantasy-dialogue that 
creates an all-consuming illusory distortion of per- 
ception and reality (maya'' or “‘samsara’’): ''We are 
all prisoners of cur minds. This realization is the first 
step on the journey to freedom” (13). However, this 
condition is said to go unrecognized until we begin to 
subject our perceptual-cognitive processes to rigorous 
scrutiny, as happens, for example, in meditation. 

Thus the **normal'' person is seen as ''asleep" or 
*dreaming." When the ‘‘dream’’ is especially painful 
or disruptive it becomes a nightmare and is recognized 
as psychopathology, but since the vast majority of the 
population “‘dreams,”’ the true state of affairs goes un- 
recognized. When the individual permanently dis- 
identifies from or eradicates this dream he or she is 
said to have awakened and can then recognize the true 
nature of both the former state and that of the rest of 
the population. This awakening or enlightenment is the 
aim of the consciousness disciplines (10, 14-17). 

To some extent this is an extension rather than a 
denial of the perspective of Western psychology and 
psychiatry, which have long recognized that careful 
experimental observation reveals a broad range of per- 
ceptual distortions unrecognized by naive subjects. 
The consciousness disciplines merely go farther in as- 
serting that we are all subject to distortions, that they 
affect all aspects of our perception, that without spe- 
cific remedial mental training we remain unaware of 
them, and that the consensual reality we share is thus 
illusory. This has also been suggested by a number of 
Western investigators, such as Erich Fromm (18), who 
suggested, 


The effect of society is not only to funnel fictions into 
our consciousness, but also to prevent awareness of real- 
ity... . Every society . . . determines the forms of aware- 
ness. This system works, as it were, like a socially condi- 
tioned filter; experience cannot enter awareness unless it 
can penetrate the filter. . . . What is unconscious and what 
is conscious depends . . . on the structure of society and 
on the patterns of feelings and thoughts it produces. (18, 
pp. 98, 99, 106) 


The implications of this are awesome. Within the 
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Western model we recognize and define psychosis as a 
suboptimal state of consciousness that views reality in 
a distorted way and does not recognize that distortion. 
It is therefore important to note that from the mystical 
perspective our usual state fits all the criteria of psy- 
chosis, being suboptimal, having a distorted view of 
reality, yet not recognizing that distortion. Indeed, 
from the ultimate mystical perspective, psychosis can 
be defined as being trapped in, or attached to, any one 
state of consciousness, each of which by itself is nec- 
essarily limited and only relatively real (19, 20). 

To hold this as an interesting objective concept is 
one thing. To consider it as something directly appli- 
cable to our own experience is of course considerably 
more difficult. Tart (21) noted, 


We have studied some aspects of samsara (illusion, 


maya) in far more detail than the Eastern traditions that : 


originated the concept of samsara. Yet almost no psychol- 
ogists apply this idea to themselves. They assume. . . that 
their own states of consciousness are basically logical and 
clear. Western psychology now has a challenge to recog- 
nize this detailed evidence that our “‘normal state” is a 
state of samsara. (21, p. 286) 


Of course it is very difficult, if not impossible, to 
recognize the limitations of the usual state of con- 
sciousness if that is all one has ever known. However, 
mystics repeatedly claim that those who are willing to 
undertake the strenuous but necessary training to ex- 
tract awareness from the conditioned tyranny of the 
mind will be able to look back and see the formerly 
unrecognized limitations within which they lived. This 
process of reevaluating one state of consciousness 
from the perspective of another is called subrationing 
(22). A common present-day analogy is that of people 


who live in a chronically smog-ridden urban environ- - 


ment but recognize the full extent of the pollution only 
after they get out of it. 

Most traditions acknowledge a wide spectrum of 
states of consciousness. In some disciplines, espe- 
cially those emphasizing the importance of meditation 
(e.g., Buddhist psychology), this spectrum is de- 
scribed in considerable detail. Descriptions of the phe- 
nomenology of individual component states, and the 
techniques for attaining them, provide an articulate 
cartography of altered states (10, 16, 17, 23-25). 

Although knowledge of this multiplicity of states is 
best obtained by direct experience, their existence has 
been recognized and acknowledged by some non- 
practitioners. Perhaps the earliest and most eminent 
among these in psychology was William James (26), 
who around the turn of the century remarked, 


Our normal waking consciousness is but one special 
type of consciousness, whilst all about it, parted from it by 
the filmiest of screens, there lie potential forms of con- 
sciousness entirely different. We may go through life with- 
out suspecting their existence, but apply the requisite 
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stimulus, and at a touch they are there in all their cem- 
pleteness, definite types of mentality which probably 
somewhere have their field of application and adoption. 

No account of the universe ir its totality can be final 
which leaves these other forms of consciousness quite dis- 
regarded. How to regard them is the question. . . . At any 
rate, they forbid our premature zlosing of accounts with 
reality. (26, p. 298) 


It is not just the existence of multiple states that is 
held to be important, but the fact that they may be 
associated with state-specific properties, functions, 
and abilities. Perceptual sensicivity and clarity, atten- 
tion, responsivity, sense of icentity, and affective, 
cognitive, and perceptual processes may all vary with 
the state of consciousness in apparently precise and 
predictable ways (17, 24, 27). 

Some of these states are held to be functionally spe- 
cific, and a few are held to be true higher states. Func- 
tionally specific states are those in which specific func- 
tions can be performed better than in the usual state, 
although other functions may be less effective. True 
higher states are those which possess all the effective 
functions of the usual condition plus additional ones 
(21, 28). Such states may be accompanied by per- 
ceptions, insights, and affects outside the realm of day- 
to-day untrained experience, some of which are held 
to be central to the growth of true higher wisdom. 

Different traditions emphasize different techniques 
and combinations of techniques to obtain control over 
consciousness and perception. and the interested read- 
er is referred elsewhere for a detailed classification of 
these practices (10, 12, 17). In general it can be said 
that all involve training in cont-olling one or more as- 
pects of perceptual sensitivity, concentration, affect, 
or cognition. The intensity znd duration of training 
usually needed to attain masiery in these disciplines 
may be quite extraordinary by Western standards and 
is usually reckoned in decades. In the words of Ra- 
mana Maharishi, perhaps the most respected Hindu 
teacher of the last few centuries, ‘‘No one succeeds 
without effort. Mind control is not your birthright. 
Those who succeed owe their liberation to per- 
severance” (25). 

The Swiss existential psychiatrist Medard Boss (29), 
one of the first Westerners to examine Eastern and 
Western literature and practice noted that, compared 
with the extent of yogic self-exploration, ‘‘even the 
best Western training analysis is not much more than 
an introductory course” (29). 


It may be therefore that we have underestimated the 
degree of dysfunction of our usual state zs well as the 
potential and the work required for observing and re- - 
moving that dysfunction. Jacob Needleman (30) ob- 
served, 


In our modern world it has always been assumed... 
that in order to observe oneself all that is. required is for a 
person to “‘look within." No ome ever imagines that self 
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observation may be a highly disciplined skill which re- 
quires longer training zhan any other skill we know of. . . . 
In contrast to this one could very well say that the heart of 
the psychological disciplines in the east and the ancient 
western world consists of training at self study. (30, p. 98) 


The different levels and aims of psychotherapeutic 
intervention may be broadly categorized as traditional- 
ly therapeutic (reducing pathology and enhancing ad- 
justment), existential (confronting the questions and 
problems of existence and one's response to them), 
and soteriological (enlightenment, liberation, and tran- 
scendence of the problems first confronted at the exis- 
tential level). Western psychologies and therapies fo- 
cus on the first two levels (31) but have, as Gordon 
Allport noted, '*on the psychology of liberation—noth- 
ing’’ (6). 

Yet the human concition appears to include further 
possibilities: what has been called ‘‘salvation’’ by the 
Christians, ''liberation'"" and "'enlightenment" by the 
Buddhists, and love and union by the nontheistic hu- 
manist (32). It is this last level which is the primary 
goal of the consciousness disciplines (24). 

Interestingly enough, although these disciplines may 
start from different places and employ different ap- 
proaches they all aim for a final common soteriological 
state of consciousness, known by a variety of names, 
such as ‘‘enlightenment,”’ ‘‘samhadi,”’ ‘‘nirvana,’’ and 
“liberation” (9, 13, 15, 17, 19, 33, 34). This might be 
seen in such general systems terms as ‘‘equifinality,”’ 
in which a common end stage is attained independent 
of the pathway by which it is reached (35). 

Although the instructions for attaining them may be 
quite explicit, the verbal descriptions of the states 
themselves are often considerably less so. This brings 
us to the last tenet of the consciousness disciplines in 
this section, namely, the claim that language and even 
thought are inappropriate and inadequate modes with 
which to fully comprehend some of these phenomena. 
For example, the Buddha, although clearly capable of 
the most sophisticated logical analysis (36) and ''a 
thinker of unexcelled philosophic power'' (37), repeat- 
edly stated that ‘‘the deepest secrets of the world and 
of man are inaccessible to abstract philosophical think- 
ing'' (38). Rather, students are told that they must ex- 
perience these things directly for themselves if they 
are to have any true understanding. 


THE BEHAVIORAL SCIENCES PARADIGM 


There is nothing more difficult than to become critically 
aware of the presuppositions of one's own thought. ... 
Every thought can be scrutinized directly except the 
thought by which we scrutinize. (39, p. 44) 


Perhaps the hardest part of assessing any paradigm 
or model is to examine the paradigm or model with 
which we are doing the assessing. The latter paradigm 
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is hard to look at because it is this with which we are 
doing the looking. Thus, we need to first become 
aware of our own (usually unrecognized) assumptions 
and beliefs in order to begin to recognize their possibly 
distorting and biasing effects. The failure to take this 
difficult but essential step seems to have marred most 
assessments of the consciousness disciplines. Often 
what has not fitted within our own a priori system has 
automatically been assumed to be either false or path- 
ological (40). 

What, then, are some of these relevant implicit as- 
sumptions of Western science? Concerning con- 
sciousness, the behavioral sciences recognize only a 
limited number of normal states, such as being awake, 
dreaming, and sieeping without dreaming. Very few 
others are recognized and are inevitably held to be 
pathological, e.g., delirium and psychosis. In addition, 
the usual awake state is held to be optimal, pre- 
dominantly rational, and under good intellectual con- 
trol (4, 41). Thus, no serious consideration is given to 
the possibility of the existence of either functionally 
specific or true higher states. 

A similar situation exists for perception because it is 
commonly assumed that ordinary perception is as 
close to optimum as is humanly possible. For examp.e, 
concentration, the ability to consciously focus and ix 
perception, has been tacitly assumed to be only slight- 
ly trainable ever since William James at the turn of the 
century suggested an upper limit of three seconds for 
concentration on any one object (26). This is very dif- 
ferent from the statements of advanced yogis from a 
variety of cultures and disciplines, who have frequent- 
ly been observed to remain motionless for hours or 
days and who ciaim that during that time they re- 
mained unshakably concentrated on their object of 
meditation (17, 24, 42). 

In the Western sciences the intellect and objectivity 
reign supreme. All phenomena are held to be ultimate- 
ly capable of examination by intellectual analysis, and 
such analysis is viewed as the optimal path to knowl- 
edge. À corollary of this is that all experiences are usu- 
ally thought to be essentially verbally encodable and 
communicable. A final premise, which Western critics 
of mysticism have accepted, is that an intellectual, 
nonexperiential, nonpractical examination and ap- 
praisal of other traditions and practices represents an 
adequate approach for determining their worth. 


COMPARING PARADIGMS 


We can now examine each paradigm from the per- 
spective of the other and observe how the two concep- 
tual frameworks interact to produce a paradigm clash. 
Let us first view the claims and models of the con- 
sciousness disciplines from within the Western frame- 


` Work. 


Since the Western model holds the usual state of 
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consciousness to be optimal, all claims for the exis- 
tence of true higher states will automatically be dis- 
missed. Not only will they be dismissed, but because 
these experiences are unknown to the usual state, they 
are necessarily viewed as pathological. For example, 
the experience of satori and shorter-lived transcen- 
dental experiences include a sense of unity or at-one- 
ness with the universe (10, 26, 43). However, since 
unity experiences have been recognized by Western 
psychology and psychiatry only when associated with 
severe psychopathology, reports of transcendental ex- 
periences have frequently been interpreted as evi- 
dence of severe regression (e.g., to fetal stages) or 
union with the primal breast (44). This is a classic ex- 
ample of the problem of confusing pre-egoic and trans- 
egoic siages of development (12, 45). 

On the other hand, the yogi’s claim that our usual 
state of consciousness is limited, fantasy filled, un- 
clear, and illusory necessarily makes little sense to the 
Western scientist or mental health practitioner who 
has neither experienced clearer states nor rigorously 
examined his or her own consciousness. Fortunately, 
this is one claim in which personal testing is relatively 
easy by any individual willing to undertake intensive 
practice of any of those meditative disciplines which 
aim specifically at examining the workings of the mind. 
Even within a few days of intensive investigation, the 
irrational, unclear, and uncontrollable nature of the 
untrained mind will rapidly become apparent, and the 
investigators will find themselves amazed that they 
had previously remained so unaware of these phenom- 
ena (16, 25, 46-48). 

The claim that the intellect is an inadequate and in- 
appropriate epistemological tool for the comprehen- 
sion of the reality revealed by the consciousness dis- 
ciplines will meet with little understanding among tra- 
ditional behavioral sciences. However, those who 
have examined the implications of recent advances in 
physics will be less surprised (49, 50). 

Traditionally, three distinct modes of acquiring 
knowledge have been recognized in Western philoso- 
phy: perception, cognition, and contemplation/medita- 
tion (51). Each of these modes has its own unique 
properties and areas that are not fully overlapping and 
that cannot be fully reduced one to another without 
producing what is called category error. Thus, in 
Western epistemological language the consciousness 
disciplines’ claim for the inappropriateness of the in- 
tellect as the sole judge of yogic insights may be seen 
as a plea against category error. 

When the yogi claims that physical empirical ap- 
proaches are never appropriate or the scientist denies 
the validity of contemplation, both are guilty of cate- 
gory error, meditation becomes pseudophilosophy, 
and science becomes scientism. It may be that these 
modes and types of knowledge are complementary, 
just as the wave and particle descriptions of subatomic 
particles are complementary. Thus, neither mode of 
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knowing may encompass the totality but, rather, may 
see only that portion for which it is adequate, so that 
what is required for a fuller picture is a '*dynamic epis- 
temology"' (52, 53). | | 

The claim that mystical experiences cannot be ver- 
bally communicated has traditionally met with little 
sympathy. However, this statement mzy be reason- 
able if we remember that language is conceptual and 
hence may result in category error when applied to 
nonconceptual material. Also, language may be ex- 
cellent for communicating about experxnces people 
have in common but otherwise surprisingly inefficient 
(54). No overlapping experiences means very little or 
no communication, e.g., the descriptior. of the color 
green for a blind person. This limitation .s particularly 
evident in communication about altered states of con- 
sciousness and will be discussed in more detail below. 

Mystics are not the only ones who c.aim that it is 
impossible to fully conceptualize and communicate 
symbolically the fundamental nature of reality. A num- 
ber of scientists working at the farther 2dges of their 
field have reached the same conclusion, and nowhere 
is this clearer than in the realms of quamtum physics. 
For example, the renowned pLysicist Walter Heisen- 
berg has stated, 


In quantum theory . . . we have at first nc simple guide 
for correlating the mathematical svmbols with concepts of 
ordinary language; and the only thing we kaow from the 
start is the fact that our common concepts cannot be ap- 
plied to the structure of atoms. (55, p. 177) 


It seems that English is poorly equipped to deal with 
precise descriptions and anzlvsis of consciousness, 
having a very limited descriptive vocabulary in this 
area compared with some others, e.g., Pali (21). Since 
**we dissect nature along lines laid down by our native 
languages” (56), which form tne basis zor our social 
construction of reality (57), our linguis-ic limitations 
may limit our understanding and development in the 
areas of the consciousness disciplines. 

Let us now shift perspectives and examine the 
Western model from the viewpoint of the con- 
sciousness disciplines. Since it involves a significantly 
wider range of states of consciousness and perceptual 
modes, the model of consciousness discplines is seen 
to be a broader one than that of the Wes:ern behavior- 
al sciences. Indeed, the Western model might be seen 
as a limiting case of the mystical model. The Western 
model may have a position in relationship to the mysti- 
cal model comparable to the Newtonian model in rela- 
tionship to an Einsteinian model in phvs:cs. The New- 
tonian model applies to macroscopic objects moving at 
relatively low velocities compared with the speed of 
light. When applied to high velocity objects the New- 
tonian model no longer fits. Tae Einsteirian model, on 
the other hand, encompasses both low and high 
speeds, and from this broader perspective the New- 
tonian model and its limitations are all perfectly logical 
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and understandable (employing Einsteinian and not 
Newtonian logic, of course). However, the reverse is 
definitely not true, for the Einsteinian logic is not com- 
prehensible within a Newtonian framework. Further- 
more, for a Newtonian physicist reports of such in- 
congruous findings as the constancy of the speed of 
light and objects increasing in mass at high speed are 
incomprehensible and suspect. 

In terms of abstract set theory the Newtonian model 
can be seen as a subset nested within the larger Ein- 
steinian set. The properties of the subset are readily 
comprehensible from :he perspective of the set, but 
the reverse is necessarily untrue. The general principle 
is that to try to examine the larger model or set from 
the perspective of the smaller is inappropriate and nec- 
essarily produces false conclusions. 

The implications of -his for the comparison and as- 
sessment of the consciousness disciplines and Western 
behavioral sciences should now be clear. From a mul- 
tiple-states-of-consciorsness model the traditional 
Western approach is recognized as a relativistically 
useful model provided that, because of the limitations 
imposed by state dependency, it is not applied in- 
appropriately to altered states outside its scope. From 
the Western perspective, however, the consciousness 
disciplines' model must necessarily appear incompre- 
hensible and nonsensical. 

Once the possibilities of a multiple-states model and 
the resultant paradigm clash are recognized, it also be- 
comes possible to obtain a different perspective on the 
relationships between different psychologies. Propo- 
nents of individual psychologies have usually argued 
for the superiority of their system and the incorrect- 
ness of others. However, recently it has been sug- 
gested that various Western and non-Western psycho- 
logies and consciousness disciplines may, in part, ad- 
dress themselves to different states of consciousness 
and strata of the unconscious (4, 9, 10, 12, 25, 45, 58). 
Therefore, different psvchologies may not necessarily 
be oppositional. Rathe-, they may to some extent be 
complementary, describing different perspectives, di- 
mensions, states of consciousness, and layers of the 
unconscious, all of which may be relatively but in- 
completely correct. 

An interesting aside to this discussion concerns the 


implications of this spectrum-of-consciousness, or . 


multiple-states, model to the great religions. At their 
most esoteric and practical, certain aspects of the 
great religions are synonymous with the consciousness 
disciplines and can be considered as state-specific 
technologies whose teaching and practices are de- 
signed to induce transcendental states. Thus it may be 
possible to develop a state-dependent psychology of 
religion and to recognize that the potential for achiev- 
ing deeply transcendent and noetic states, which may 
be interpreted either religiously or psychologically as 
one chooses, may be inherent in all of us (4, 5, 10, 12, 
45). 
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METHODOLOGICAL PROBLEMS IN APPRAISAL 


In addition to the paradigmatic clash descrited 
above, a substantial number of deficiencies of logic, 
knowledge, methodology, and experience mar most 
appraisals of the consciousness disciplines. Western 
investigators of the mystical literature almost in- . 
variably focus on the powerful, dramatic, and unusual 
experiences that yogis encounter. These span the 
whole range of human experience from unpatterned 
sensations to muscular spasms, complex images, and 
intense affects. Such experiences are quite common 
for individuals commencing intensive practices and 
appear to reflect a deepening sensitivity to formerly 
subliminal mental processes as well as the appearance 
of formerly repressed material (48, 59). What investi- 
gators have not realized is that such experiences are 
not the goal of mystical traditions. Advanced practi- 
tioners view these experiences merely as epiphenom- 
ena to be treated with detachment and benign neglect 
(60). 

A well-known Zen story tells of a student being 
taught to meditate on his breath. One day the student 
rushed to his master saying that he had seen images 
of a golden Buddha radiating light. ‘‘Ah yes,” said the 
master, “‘but don't worry, if you keep your mind on 
the breath it'll go away.” As this story suggests, West- 
ern investigators have tended to base their assessment 
of mysticism on the very phenomena that the mystics 
themselves warn against taking seriously. 

This assessment has also been founded on an in- 
tellectual analysis of the mystical literature without ex- 


 amination or personal experience of mystical practice. 


However, mystics have explicitly warned against this, 
stating that deep conceptual understanding is depen- 
dent on adequate personal experience. 


Without practice, without contemplation, a merely in- 
tellectual, theoretical, and philosophical approach to Bud- 
dhism is quite inadequate. . . . Mystical insights . . . can- 
not be judged by unenlightened people from the worm's 
eye view of book learning, and a little book knowledge 
does not really entitle anyone to pass judgement on mysżi- 
cal experiences. (61) 


Several lines of evidence lend support to this claim. 
Several initially skeptical Western behavioral scien- 
tists with personal experience of these disciplines have 
remarked that only after they began to practice did 
some of the statements and claims which initially made 
little or no sense gradually become comprehensible 
(46, 47, 60). The discussion above that noted the dif- 
ferent modes and types of knowledge (51, 55) is also 
supportive because it recognizes that to equate con- 
ceptual and contemplative knowledge may result in 
category error. Similarly, the recent recognition of 
state-dependent phenomena such as state-dependent 
learning and communication (to be discussed in more - 
detail below) is consistent with the claim that this “‘is a 
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learning in which a basic requirement is: First change 
your consciousness'' (62). 
Two philosophical principles are also relevant. The 


first is ‘‘adequatio’’ (adequateness), which states that. 


the understanding of the knower must be adequate to 
the thing to be known (39). Closely related is the con- 
cept of ‘‘grades of significance." The same phenome- 
non may hold entirely different grades of meaning and 
significance to different observers with different de- 
grees of ‘‘adequatio.’’ Thus for an animal, a particular 
phenomenon may be merely a colored object (which it 
is), and to a savage it may represent marked paper 
(which it is). For the average educated adult it may be 
a book (which again it is) that makes patently ridicu- 
lous claims about the nature of the world, while for the 
physicist it may be a brilliant treatise on relativity that 
reveals new insights and depths to reality. In each case 
the phenomenon remains the same, but its level of 
meaning and significance is a function of the capacity 
and training (adequatio) of the observer. The facts 
themselves do not carry labels indicating the appropri- 
ate level at which they ought to be considered, nor 
does the choice of an inadequate level lead to factual 
error or logical contradiction. All levels of significance 
are equally factual, equally logical, equally objective. 
The observer who is not adequate to the higher levels 
of significance will not know that they are being 
missed (39). Robert Laing (63) observed, ‘‘If I don’t 
know I don’t know, I think I know.” This is precisely 
the claim of the consciousness disciplines: that only 
through personal mental training does a person be- 
come fully adequate to and apprehend all grades of sig- 
nificance of the knowledge that is the concern of these 
disciplines. This claim, then, is in principle similar to 
the claim that scientific research is best judged by 
those with appropriate scientific training; only the type 
of training is different. ` 

This, of course, does not mean that only advanced 
practitioners can make assessments of the conscious- 
ness disciplines, or that Western scientists must all 
first become yogis. However, it does mean that West- 
ern-trained scientists must recognize that without spe- 
cific preparation there may be epistemological and 
paradigmatic limits to one’s ability to comprehend and 
assess these disciplines, that scientific objectivity may 
need to be balanced (in at least some researchers) by 
personal experience and training, and that cautious 
openmindedness to yogic claims may be a more skillful 
stance than automatic rejection of anything not imme- 
diately logical and comprehensible. . 


RELEVANT ADVANCES IN WESTERN SCIENCE 


Any examination of the consciousness traditions 
should take into consideration certain recent advances 
in Western science. These areas include transpersonal 
psychology, state-dependent learning, meditation re- 
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search, clinical and sociological studies of peak and 
transcendental experiences, advanced psychedelic 
therapy, and the frontiers of modern physics. 

Transpersonal psychology emerged ir the 1960s as 
the so-called fourth force of Western psychology (after 
behaviorism, psychoanalysis, and humamism) to study 
areas such as extreme psychological well-being and 
consciousness and to integrate Western end non-West- 
ern perspectives (5, 10, 11, 64). As such it has been 
especially concerned with such topics as states of con- 
sciousness, meditation, models of psychological 
health, peak experiences, mystical experiences, and 
implications of modern physics. It has thus already ex- 
amined many of the issues raised anew by investiga- 
tors of the consciousness disciplines, wko should thus 
be familiar with this literature. 

A second area of recent advances concerns research 
and theorizing in the field of altered states of con- 
sciousness. Both animal and humar studies have 
shown that learning, understanding. and recall may be 
dependent on and limited by the state of consciousness 
(65). Thus, information acquired in one state by an in- 
dividual may be neither recallable nor comprehensible 
by that same individual in another state. Similarly, an- 
other individual may be quite unable to understand the 
communication from someone else in an altered state 
(state-dependent communication) but may be able to 
do so if he or she enters that same stace (21, 28). In 
some cases information initially available in only one 
state may subsequently be retained o- may be more 
easily learned in others (cross-state retention). 

Since the mystical traditions emplov a range of al- 
tered states, the relevance of these recent findings is 
readily apparent. Mystics may enter altered states and 
acquire formerly inaccessible knowledze. However, 
due to the limits set by cross-state communication this 
information may make little sense to arother individ- 
ual with no experience of that state. The easiest but 
also the most superficial judgment would then be that 
the mystic is speaking incomprehensitle nonsense re- 
sulting from either psychopathology o« an impaired 
state of consciousness. However, such a conclusion is 
premature because only by experienc.ng that same 
state is the observer able to ruie out the possibility that 
the mystic is expounding valid but state-dependent 
knowledge. 

It has sometimes been suggested that mystical phe- 
nomena, even the supposedlv highest and most illu- 
mined transcendental experiences, are essentially 
pathological, representing psychotic or near-psychotic 
ego regressions toward an undifferentiated infantile 
state of consciousness (66). Thus, for example, Freud 
(67) interpreted oceanic experiences as indicative of 
infantile helplessness, and Alexander (68) regarded 
meditation training as self-induced ca-ztonia and nir- 
vana as regression to intrauterine stages, while the 
Group for the Advancement of Psychiatry (69) saw 
"forms of behavior intermediate between normality 
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and psychosis.’’ Such interpretations do not seem to 
consider the problem of paradigm clash or the now siz- 
able body of experimental data on the psychology or 
sociology of transcendental experiences. 

For the purposes of this discussion the term ‘‘tran- 
scendental experience’’ will be confined to an experi- 
ence of an altered state of consciousness characterized 
by 1) ineffability: the experience is of such power and 
so different from ordinary experience as to give the 
sense of defying description, 2) noesis: a heightened 
sense of clarity and understanding, 3) altered per- 
ception of space and time, 4) appreciation of the who- 
listiz, unitive, integrated nature of the universe and 
one’s unity with it, and 5) intense positive affect, in- 
cluding a sense of the perfection of the universe. 

Such experiences have been called by many names, 
inclading cosmic consciousness (70) and peak experi- 
ences (71, 72). Several lines of evidence suggest that 
such experiences tend to occur most often among 
those who are psychologically most healthy (73). 
People working at advanced stages of psychotherapy 
may experience them (3, 11, 74), as may self-actual- 
izers, those individuals identified by Maslow (72) as 
most healthy. Incipient experiences may occur in most 
people but may be repressed or misinterpreted due to 
fear of loss of control and intolerance of ambiguity. 
Indeed, those who report such experiences tend to 
score lower on intolerance of ambiguity scales (71). 
Sociological surveys suggest that transcenders are 
likely to be better educated, more economically suc- 
cessful, and less racist and score substantially higher 
on scales of psychological well-being (75-78). 

Such experiences may apparently produce long-last- 
ing beneficial changes in the individual; more than 120 
positive residual effects have been catalogued (refer- 
ences 71, 72, 79 and footnote 1). Carl Jung was the first 
Western therapist to affirm the importance of transcen- 
dental experience for mental health. He wrote, 


The fact is that the approach to the numinous is the real 
therapy and inasmuch as you attain to the numinous expe- 
riences you are released from the curse of pathology. (80, 
p. 377) 


Maslow (81) stated that the transcendental or, as he 
called it, “peak” experience is ‘‘so profound and 
shaking . . . that it can change the person's character 
. . . forever after.'' On his return to normal experience 
the person ‘‘feels himself more than at other times to 
be the responsible, active, the creative center of his 
own activities and of his own perceptions, more self 
determined, more of a free agent, with more 'free will 
than at other times."' In his final formulation of the 
concept of the ‘‘hierarchy of needs’’ Maslow came to 
see the seeking of transcendence as the highest of all 
goals, even above self-actualization (82). 

It therefore seems inappropriate to equate transcen- 


dental experiences with psychopathology and psycho-. 
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sis. This is not to say that similar experiences cannot 
occur in the mentally ill or even that they might not be 
disturbing for some individuals. Only further research 
will tell. What is clear is that it is no longer tenable to 
view transcendental experiences as necessarily, or 
even usually, pathological. 

Recent empirical research in two other areas also 
supports the idea of the existence of a spectrum of 
transcendental states of consciousness. Meditation re- 
search is still in an early stage, but most psychological 
and physiological data appear to be consistent with i-s 
claims to be able to induce a range of altered states and 
greater mental health (42, 48, 83-85). 

The second area, recent advanced research with 
psychedelics, appears to provide an independent line 
of evidence supporting the existence of multiple layers 
of the unconscious, states of consciousness similar to 
those described bv the consciousness disciplines, and 
the phenomenon of state-dependent learning (58). 

Another supportive research area is, strangely 
enough, modern physics. In recent years the phys- 
icists’ picture of the world has undergone a shift that is 
so radical and far-reaching in its implications as to 
shake the very foundations of science. The reality re- 
vealed, especially that of the subatomic level, is so dis- 
cordant with our usual picture of reality, so para- 
doxical, as to defy description in traditional terms and 
theories and to call into question some of the most fun- 
damental assumptions of Western science and philoso- 
phy. The traditional descriptions of the universe, 
which were largely based on Greek philosophical cor- 
cepts, as atomistic, divisible, isolated, static, and nor- | 
relativistic, are being replaced by models that ac- 
knowledge a holistic, indivisible, interconnected, dy- 
namic, relativistic reality, which 1s inseparable from 
and a function of the consciousness of the observer 
(10, 49, 50, 86, 87). | 

These same findings, which do not fit at all with our 
usual pictures of reality, are strikingly reminiscent of 
those descriptions given repeatedly across centuries 
and cultures by advanced practitioners of the con- 
sciousness disciplines. Indeed, physicists themselves 
have suggested that some discoveries can be viewed as 
a rediscovery of ancient wisdom. 


The general notions about human understanding ... 
which are illustrated by discoveries in atomic physics are 
not in the nature of being wholly unfamiliar, wholly un- 
heard of, or new. Even in our culture they have a history, 
and in Buddhist and Hindu thought a more considerable 
and central place. What we shall find is an exemplification 
and encouragement, and a refinement of old wisdom. (1, 
pp. 8-9) 


'D. Livingston: Transcendental states of consciousness and the 
healthy personality: an overview, University of Arizona, 1975 
(Ph.D. thesis). 
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For a parallel to the lesson of atomic theory . . . [we 
must turn] to those kinds of epistemological problems 
with which already thinkers like the Buddha and Lao Tzu 
have been confronted, when trying to harmonize our posi- 
tion as spectators and actors in the great drama of exis- 
tence. (88, p. 20) 


Indeed, it is sometimes difficult to decide whether 
descriptions of this reality are excerpted from a text- 
book of physics or of the consciousness disciplines 
(49). Compare, for example, the description of space- 
time by the Buddhist master Suzuki with that first in- 
troduced into physics by Hermann Minkowski in 1908. 
Suzuki is first: 


We look around and perceive that . . . every object is 
related to every other object . . . not only spatially but 
temporally. . . . As a fact of pure experience, there is no 
space without time, no time without space; they are inter- 
penetrating. (89, p. 33) 


The views of space and time which I wish to lay before 
you have sprung from the soil of experimental physics, 
and therein lies their strength. They are radical. Hence- 
forth space by itself, and time by itself, are doomed to 
fade away into mere shadows, and only a kind of union of 
the -wo will preserve an independent reality. (90, p. 75) 


At the most fundamental and sensitive levels of 
modern physics, the emerging picture of reality ap- 
pears to parallel the most fundamental picture re- 
vealed by the consciousness disciplines. Thus it may 
be that whether perceptual sensitivity is enhanced by 
instrumentation or by direct perceptual training, the 
resultant view of the fundamental nature of reality may 
be similar and may be radically different from our usu- 
al assumptions (91, 92). 


ADEQUATE ASSESSMENT 


What must Western behavioral scientists do if we 
are tc conduct trulv adequate investigations of the 
consciousness disciplines? First and foremost we need 
to recognize that the task is considerably more de- 
manding than previously thought. With a recognition 
of the possibility of paradigm clash, the first essential 
step requires a thorough examination of the beliefs, 
models, and paradigms that we ourselves bring to the 
investigation. Along with this goes the need for a will- 
ingness to be open to the possibility that these dis- 
ciplines may represent systems and paradigms that, al- 
though different, are as sophisticated as our own. Ini- 
tially unfamiliar or incomprehensible phenomena 
should not immediately be assumed to be evidence of 
either inferior intelligence or psychopathology. 
Rather, the first response must be to inquire whether 
the investigation process is adequate to the task. 

For example, it is especially important to remember 
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such factors as state-dependent learnin2. the different 
modes of acquiring knowledge, and the cifferent types 
of knowledge they reveal. Investigators taerefore need 
to examine both the literature and vra-'ices of these 
disciplines and to recognize the need for some investi- 
gators to have personal experience of th23e practices. 

It may be necessary to adopt new research para- 
digms, as Tart (21, 28) suggested. In on2 such design 
the subject would be a participan- experimenter or 
**yogi-scientist" trained in both the behavioral sci- 
ences and the consciousness disciplines. This is obvi- 
ously an extremely exacting requiremez: but one that 
may be necessary for the fullest possitl2 understand- 
ing of these practices. 

It seems prudent to heed the warnings of the ad- 
vanced practitioners of the conscicusress disciplines 
and, at least initially, to focus on those phenomena 
which they consider central. It is also necessary to dis- 
tinguish between the central consciousness disciplines 
and the degenerate popularisms with which they are so 
often confused. 

One of the most subtle yet importa-: tasks facing 
investigators may. be the recognition thet we may ex- 
perience active resistances to some of the ideas and 
experiences presented bv these disciplines, since our 
most fundamental beliefs and world views may be 
called into question (10, 12, 45. 60, 62, 92). These diffi- 
culties and resistances have been specifically noted by 
mystics, who warn the investigator thet at first ''he 
will see only his point of view of today or rather the 
loss of his point of view. And yet if we oaly knew how 
each loss of one's viewpoint is a progrzss'' (94). 

Any viewpoint, theory, or paradigm is necessarily 
limited and selective in what it allows us to see, and 
there always exist undreamed of -ealms beyond its 
range (95, 96). It is this recognition and the willingness 
to explore both novel realms end novel viewpoints 
which, when combined with the conceptual and meth- 
odological rigor of the behavioral sciences. offer the 
optimal approach to exploring any paradigm, including 
the consciousness disciplines. 
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A New Look at Organic Brain Syndromes 


BY Z.J. LIPOWSKI, M.D. 


The author points out that organic mental disorders 
have been neglected for the past 30 years and that the 
classification of these disorders is obsolete. On the 
basis of the new explicit criteria formulated in 
DSM-III, the growing recognition that organic 
disorders constitute a major public health problem, the 
advances made in the neurosciences, and the current 
focus on chronic diseases and critical care medicine, 
however, he predicts an increase in interest in organic 
mental disorders in the coming years. He outlines the 
new classification system, suggesting that it should 
stimulate research and thus lead to sorely needed 
therapeutic advances. 


ental disorders due to cerebral disease and dys- 
function constitute an integral yet conspicuously 
neglected area of psychiatry. The currently used clas- 
sification of these disorders is obsolete, their terminol- 
ogy is notoriously muddled, and data about their prev- 
alence and incidence, pathogenesis, and patho- 
. physiology are scanty. A report of the Research Task 
Force of NIMH rightly concluded that ‘‘of all mental 
illness, organic psychosis has been the most severely 
neglected by researchers” (1). 

Several recent developments allow one to predict 
that interest in this area of psychiatry will increase in 
the coming years. First, a new classification of and ex- 
plicit diagnostic criteria for organic mental disorders 
have been formulated in DSM-III. That development 
should play a vital role in stimulating research and 
improving teaching, both of which have been ham- 
pered by an antiquated classification and ambiguous 
terminology. 

Second, there is growing realization in the United 
States and abroad that organic mental disorders con- 
stitute a major public health, social, and economic 
problem on account of their high prevalence and in- 
cidence among the aged, whose number is steadily in- 
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creasing (2). About 23 million Americans are 65 years 
old or older, and this number is expected to double in 
the next 50 years. 

Third, àdvances in the neurosciences have provided 
new methodologic approaches and technical tools for 
the study of metabolic, vascular, electrophysiologic, 
biochemical, and structural cellular changes in the 
brain associated with psychopathologic states such zs 
disorders of cognition. In particular, rapid progress in 
the knowledge of cerebral neurotransmitters and in 
techniques of measuring regional cerebral metabolism 
promises to help elucidate the pathophysiology of deli- 
rium, dementia, and other organic mental disorders. 
More effective treatment and prevention of these dis- 
orders should follow. 

Fourth, the current focus on chronic diseases and on 
critical care medicine has highlighted the problem of 
psychiatric manifestations of cerebral disorders resul-- 
ing from cardiovascular, neoplastic, traumatic, and 
other diseases affecting the brain either directly or in- 
directly as a result of systemic metabolic disturbances. 
Liaison psychiatrists in particular have become in- 
creasingly involved in issues of diagnosis, manage- 
ment, and investigation of mental disorders caused by 
cerebral damage and dysfunction, some of which re- 
sult from medical and surgical therapies. Psychiatric 
morbidity that complicates open-heart surgery, chror.- 
ic renal dialysis, and the use of antiparkinsonian and 
antineoplastic drugs exemplifies such iatrogenic psy- 
chopathology. Organic mental disorders in intensive 
care units and among survivors of successful critical. 
care intervention pose a largely unmet challenge to 
psychiatry. 

The above developments impel us to take a new 
look at organic mental disorders in all their aspects. 
The credibility of psychiatry's claim to be an integral 
part of medicine is likely to be judged to a considerable 
extent on its success in advancing the knowledge, 
treatment, and prevention of psychopathology associ- 
ated with cerebral disease and dysfunction. As a first 
step we need to develop a more adequate classificatioa 
and unambiguous terminology of as well as diagnostic 
criteria for organic mental diorders. 

I became involved in that effort as a result of my 
clinical observations as a liaison psychiatrist, espe- 
cially during my association with the Montreal Neuro- 
logical Institute. The shortcomings of the official clas- 


‘sification in that clinical setting were compelling, 


prompting me to put forth alternative formulations (3). 
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The latter provided the basis for the new classification 
and definitions of organic brain syndromes in DSM- 
DI. The purpose of this paper is to discuss the changes 
and the reasoning behind them. 


THE NEW CLASSIFICATION 
Novel Features 


The proposed new classification of organic mental 
disorders departs in several important respects from 
the one used currently (3, 4). First; it acknowledges 
that the “‘basic organic brain syndrome’”’ of DSM-I and 
DSM-III does not do justice to the full range of psycho- 
pathologic manifestations of cerebral disease and dys- 
functian. That syndrome is usually associated with rel- 
atively diffuse, chronic, and severe cerebral pathology 
and is roughly equivalent to what will now be designat- 
ed by the ancient term ‘‘dementia.’’ Other forms of 
organic psychopathology, such as those due to acute 
metabolic derangement, intoxication with drugs and 
poisons, and focal brain lesions in various sites, find 
no place in D$M-II. To remedy this deficiency the new 
classification contains seven descriptive organic brain 
syndromes that together reflect more faithfully psy- 
chopathologic correlates of cerebral diseases. 

Second, DSM-II subdivides organic brain syn- 
dromes into psychotic and nonpsychotic and recom- 
mends an optional further subdivision into acute or re- 
versible and chronic or irreversible syndromes. DSM- 
II has done away with these subdivisions. ''Psychot- 
ic" and-‘‘nonpsychotic’”’ are vague terms, of little 
practical value in this area of psychiatry and thus re- 
dundant. Linking the concepts of acuteness with re- 
versibility and of chronicity with irreversibility is a 
source of ambiguity, and it often forces clinicians to 
make arbitrary and unwarranted prognostic judg- 
ments. A cerebral disorder of acute onset, such as 
head trauma, may be followed by both a transient and 
a chronic organic brain syndrome. Furthermore, a 
chronic syndrome, one lasting months or even a year 
or more, may still be partly or completely reversible. 
Reversibility and irreversibility of psychopathology 
are concepts with prognostic connotation and as such 
are not suitable criteria for classification. Acuteness 
and chronicity are best used in their usual medical 
sense, namely, to refer to the mode of onset and the 
duration of a disorder. 

Third, the new classification breaks down the tradi- 
tional boundary between organic and functional men- 
tal disorders, and that is likely to be its most con- 
troversial feature. The concept of an organic mental 
disorder has been for decades linked with that of cog- 
nitive or intellectual impairment. Evidence of reduced 
cognitive performance in a patient is usually regarded 
as presumptive evidence of cerebral disease or dys- 
function. Yet many observers have asserted that more 
or less global impairment of cognitive functioning is 


Z.j. LIPOWSKI 675 


not the only possible manifestation of brzin disorders. 
Disturbances of emotions, drives, imzulse control, 
body image, and personality may at times result from 
lesions in circumscribed areas of the brain, and they 
too belong logically to the domain of organic psycho- 
pathology, even if they are unaccompanied by cogni- 
tive impairment. Furthermore, for some 150 years 
many clinicians have reported the occurrence of typi- 
cal manic, melancholic, paranoid, and schizophrenic 
disorders in close temporal relationskip to demon- 
strable cerebral disease or dysfunction. Some observ- 
ers have postulated that those disorders may occasion- 
ally be a direct consequence of brzin diszase. Jaspers 
(5) wrote, ‘‘Organic cerebral illnesses can occasionally 
show, particularly in the initial stages, almost every 
known morbid psychic phenomencn. 

One may postulate that in a proportion of patients 
exhibiting more or less typical depressive, manic, 
paranoid, or schizophrenic symptoms, a cerebral dis- 
ease or disorder constitutes a necessarv condition for 
their occurrence. This statement does rct gainsay the 
prevailing view that, in the majority of cases, cerebral 
pathology is manifested by cognitive or :ntellectual im- 
pairment, and that most cases of the so-called func- 
tional disorders are not the consequence of any known 
brain disease. Yet overlap between organic and func- 
tional disorders does exist, and the new classification 
makes it explicit. By offering the option to classify 
some cases of paranoid, affective, and schizophrenic 
syndromes as organic, it encourages reporting of their 
association with various cerebral disorders. Such re- 
ports should in turn provide data leading to hypotheses 
about causative and pathogenetic relationships. 

Finally, the new classification stipulates that the di- 
agnosis of an organic mental disorder requires neuro- 
logic or laboratory evidence of a concurrent brain dis- 
order, or at least the history of an antecedent exposure 
to an identified organic factor such as poison or head 
trauma. In every patient the putative etiologic organic 
factor should be looked for and identified, if at all pos- 
sible. These requirements follow logicallv from the as- 
sumption that in some cases it is impossible to distin- 
guish an organic from a functional mental disorder on 
the basis of psychopathologic manifestations alone. 

Clearly, the proposed new classification departs rad- 
ically from that which has been in force in the United 
States since DSM-I was published in 1952. The con- 
cept of an organic mental disorder has now been liber- 
alized, in a manner that challenges time-honored, if 
questionable, conceptions and teaching. The notion of 
heterogeneity of the etiology and pathogenesis of men- 
tal disorders in general has supplanted tne traditional 
view that circumscribed syndromes are induced in- 
variably by the same class of causative factors through 
the mediation of the same pathogenetic mechanisms. 
The new classification reflects current trends in tax- 
onomy and the premise that the. main purpose of 
classifying phenomena is heuristic, that is, intended to 
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stimulate the formulation of testable hypotheses (6). 
As new knowledge accrues, the classification will no 
doubt be revised to reflect it. 


The Organic Brain Syndromes 


Organic mental disorders as a class are distinguished 
on the assumption that demonstrable cerebral disease 
or dysfunction is a necessary condition for their occur- 
rence. In the new classification, seven purely descrip- 
tive psychopathologic syndromes, the organic brain 
syndromes, are distinguished. They may be grouped 
as follows: those with relatively global cognitive im- 
pairment, 1) delirium, 2) dementia; those with a rela- 
tively selective or circumscribed cognitive defect or 
abnormality, 3) amnestic syndrome, 4) hallucinosis; 
those involving personality, leaving cognition relative- 
ly intact, 5) organic personality syndrome; and those 
resembling functional disorders, 6) organic delusional 
syndrome, 7) organic affective syndrome. 

Delirium and dementia represent global disorders of 
cognition. They both feature impairment of acquisition, 
processing, storage, and retrieval of information as well 
as impairment of its utilization for problem solving, de- 
cision making, and plarning of purposeful action. Def- 
icits of memory, directed thinking, judgment, and in- 
tellectual performance constitute the core cognitive 
impairment. Both delinum and dementia result from 
relatively widespread o- diffuse dysfunction of or dam- 
age to the brain. The two syndromes overlap but are 
not identical. Delirium features, in addition to cogni- 
tive impairment, disturbances of wakefulness, atten- 
tion, alertness, and vigilance that tend to fluctuate ir- 
regularly and unpredictably over the period of a day 
and to be most severe at night. These disturbances 
probably result from a derangement of the cerebral 
structures subserving activation, arousal, and the 
sleep-wakefulness cycle. That cycle is invariably dis- 
organized in delirium, as manifested by insomnia, 
drowsiness, and irregular succession of episodes of 
sleep and wakefulness. 

Delirium may be viewed as a disorder of wakeful- 
ness, one in which mental phenomena of both waking 
states and sleep tend tc intermingle, the sleep-waking 
cycle is disorganized, and the patient often has diffi- 
culty in telling apart perceptions and images from 
dreams and hallucinations (7). The latter, if present, 
are predominantly visual. Furthermore, delirium has 
an acute onset and relatively brief duration. By con- 
trast, dementia features relatively sustained and often 
progressive intellectual impairment that is not accom- 
panied by marked fluctuations in the level of aware- 
ness and wakefulness or by concurrent disturbances of 
attention, perception, end orientation. Dementia is a 
chronic disorder, in the sense that it has a lingering and 
often, though by no means always, progressive 
course; it may be statiz or remitting. Although deli- 
rium invariably clears up in a matter of days or weeks, 
dementia has a prolonged duration and extends over 
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months or years. The degree of its reversibility, if any, 
depends partly on the nature and course of the under- 
lying brain pathology and partly on the availability aad 
timely application of appropriate treatment. Delirium 
and dementia appear to reflect different phases of rela- 
tively widespread brain pathology. Delirium may be 
viewed as a psychopathologic manifestation of acute 
brain failure due to a widespread derangement of cere- 
bral metabolism and disturbance of neurotransmission 
(7). Dementia may be seen as a consequence either of 
relatively enduring pathologic changes in cerebral neu- 
rons or of their death. 

Delirium and dementia are by far the most common 
and important organic brain syndromes, ones recog- 
nized since antiquity. Clinical diagnosis of either svn- 
drome constitutes presumptive evidence of the pres- 
ence of cerebral disease or dysfunction, such presence 
to be confirmed by the use of medical or neurologic 
diagnostic techniques. The remaining syndromes are 
typically associated with focal brain lesions or are in- 
duced by exogenous chemical substances or endoge- 
nous chemical changes such as those due to various 
endocrinopathies. 

Hallucinosis designates a syndrome characterized 
by recurrent or persistent hallucinations experienced 
in a state of clear awareness (8). It may be due to irrita- 
tive brain lesions or be induced by peripheral sensory 
or central lesions, or both, which have interfered with 
the customary sensory input and thus allowed per- 
ceptual release (9). Other pathophysiologic mecha- 
nisms such as kindling have been proposed in some 
cases (10). The aminestic syndrome is characterized by 
memory pathology as the predominant clinical featur. 
Both anterograde and retrograde amnesia are present. 
The syndrome results from lesions involving bilateral 
temporal structures or diencephalon, or both (11). The 
organic personality syndrome involves primarily dis- 
turbances of motivation, emotions, and impulse con- 
trol (9). The patient may display uncharacteristic (for 
him or her) lack of drive and perseverance, apathy, 
irritability, or euphoria. Control of emotional ex- 
pression and of impulses is characteristically impaired, 
resulting in emotional lability or dyscontrol and im-. 
pulsivity. Social judgment is often impaired, but cogni- 
tive functions are largely intact. The so-called frontal 
lobe syndrome exemplifies this type of organic brain 
syndrome (12). Bleuler (13) spoke of the organic psy- 
chosyndrome of chronic focal brain damage and endo- 
crine diseases. 

The last two syndromes, the organic affective and 
delusional syndromes, may be viewed as a bridge b2- 
tween organic and functional mental disorders. Their 
essential features resemble and overlap with those of 
functional disorders. Their manifestations lack the at- 
tributes traditionally viewed as organic (9). The in- 
clusion of these syndromes is the most controversial 
aspect of the new classification. 

The organic affective syndrome features abnormal 
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mood, either depressive or manic, that in the given pa- 
tient is judged to be a direct consequence of a cerebral 
disorder rather than a result of the subjective meaning 
of an event or situation for the person. Such judgment 
may be justified when there is evidence either of a cer- 
ebral disorder closely antedating the affective syn- 
drome or of an antecedent exposure to a drug or poi- 
son known to be associated with such a syndrome. 
The case for a causative relationship is strengthened if 
the occurrence of the syndrome cannot be explained 
as a reaction to personally meaningful information. 
Examples of causative factors are provided by general 
paralysis of the insane, influenza and some other acute 
viral infections, Cushing’s syndrome, pernicious 
anemia, hypothyroidism, and Parkinson’s disease (9). 
There is nothing inherently contradictory about the 
idea that in some cases an affective disorder may be 
brought about by dysfunction of cerebral structures 
subserving normal mood due to a physical or chemical 
noxious factor. One only needs to mention depressive 
affect occurring as an ictal event in some cases of tem- 
poral lobe epilepsy (14). 

The organic delusional syndrome encompasses 
paranoid and schizophrenia-like manifestations that 
are judged in the given case to be a direct consequence 
.o£ a cerebral disorder such as that due to temporal lobe 
epilepsy, encephalitis, or cocaine or amphetamine in- 
toxication (15, 16). Delusions are considered the es- 
sential feature of this syndrome, but they may be ac- 
companied by hallucinations, catatonic symptoms, 
and other psychopathologic manifestations of a schiz- 
ophrenic disorder. Intellectual impairment is absent or 
slight. As in the case of organic affective syndrome, 
the designation of the delusional syndrome as ''organ- 
ic" is based not on the descriptive clinical symptoms 
but on their association with a cerebral disorder 
known to give rise to paranoid or schizophrenia-like 
manifestations. To make the diagnosis one needs to 
have independent evidence that a cerebral disorder or 
exposure to a toxic agent had occurred before the onset 
of the delusional syndrome. 

There is risk that the inclusion of affective and delu- 
sional syndromes among the organic brain syndromes 
may result in excessive and unwarranted' reporting of 
spurious causal relationships. For example, paranoid 
disorders of the older age groups might be classified as 
organic without adequate justification. Such concern 
seems to be based on the premise that once a mental 
disorder is called ‘‘organic’’ its treatment is likely to 
be inadequate and a nihilistic therapeutic attitude is 
apt to prevail. That premise is open to question. To 
diagnose a patient as suffering from an organic brain 
svndrome should result in a two-pronged therapeutic 
intervention: one aimed at identifying and correcting 
the putative causative cerebral disorder, the other at 
relief of symptoms by psychotherapeutic, psycho- 
pharmacologic, and social means (9). 

The inclusion of the affective and delusional syn- 
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dromes among organic brain syndromes should result 
in more thorough and comprehensive diagncstic evalu- 
ation and treatment of patients. Much is left to the cli- 
nician’s critical judgment and discretion. Yet such ex- 
plicit inclusion may be expected to stimulate repor-ing 
of and research on mental disorders associated wi-h a 
whole range of cerebral disorders caused by a wide 
spectrum of factors. If the new classification succeeds 
in its heuristic purpose, the issue of causal relat:on- 
ships and pathogenetic mechanisms will at last be set- 
tled in the light of new empirical knowledge rather 
than by automatic recourse to time-honored teachirg. 


CONCLUSIONS 


For the past 30 years organic mental disorders have 
been largely neglected by American psychiatrists, and 
issues of classification have aroused little interest. 
There are signs that this is changing. Demographic 
trends in this country have brought into focus the 
growing problem of organic brain syncromes among 
the older population. Advances in medicine help pro- 
long the life of many people whose cerebral funct on- 
ing is defective and subject to acute failure in respcnse 
to a wide range of organic factors. Widespread s.ub- 
stance abuse has brought to the fore types of organic 
psychopathology little known in the past. Organic 
mental disorders pose a challenge to psychiatry -hat 
calls for new research, for which an adequate classifi- 
cation and diagnostic criteria are essential. DSM-III 
and the new classification and definitions of organic 
mental disorders contained in it should stimulate re- 
search on the role of cerebral disorders in psycho- 
pathology and thus lead to sorely needed therapeutic 
advances (17). 
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Measuring Racial Bias in Inpatient Treatment | 


BY JOSEPH A. FLAHERTY, M.D., AND ROBERT MEAGHER, PH.D. ! 


In a reirospective chart audit of 66 black and 36 white 
male schizophrenic inpatients, the authors found that 
black patients spent less time in the hospital, obtained 
a lower privilege level, were given more p.r.n. 
medications, and were less likely to receive recreation 
therapy and occupational therapy. Seclusion and 
restraints were more likely to be used with black 
patients. The authors ruled out the possibility of more 
severe pathology in the black patients by global rating 
of an additional 15 white and 15 black patients. 
Concluding that there was racial bias, they attribute it 
to subtle stereotyping and the staff s greater 
familiarity with white patients; they suggest increased 
recruitment of black professionals and the inclusion of 
blacks in each treatment team. 


he degree of concern about the effects of race on 

psychiatric treatment has varied over the last dec- 
ade. With the community movement of the 1960s and 
the concurrent increase in the numbers of black pro- 
fessionals and black patients, the issue of race gener- 
ated considerable attention and literature. In more re- 
cent years race as well as other social variables have 
received relatively less attention in the literature in 
comparison to other important emergent issues such 
as psychobiology, psychopharmacology, and health 
care delivery. In December 1970 the American Journal 
of Psychiatry devoted a special section to racism in 
which Sabshin and associates (1) recommended that 
this issue be kept alive, partly through communication 
in the Journal and Psychiatric News. 
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RACIAL DIFFERENCES VERSUS RACIAL BIAS 


Investigators and authors have focused on bot: ra- 
cial differences and racial bias. Racial differences Fave 
been measured in terms of prevalence of various types 
of psychopathology and differential treatment re- 
sponses; racial bias has been viewed from the per- 
spective of its influence on psychiatric diagnosis and 
treatment. These separate areas are often confounded; 
whenever psychological or treatment differences be- 
tween races are found, one must conside: racial bias as 
a possible reason. | 


Racial Differences 


Blacks have been described as more disturbed than 
whites according to type of diagnosis given (2), per- 
sonality inventory scores (3-5), and behavioral obser- 
vation. Although each of these means of measuring 
psychopathology may itself be subject to bias, one 
cannot exclude the possibility of the existence of real 
psychological differences between races. 

There have been few studies aimed at measuring dif- 
ferential responses to psychiatric treatment. Althcugh 
there is some evidence that blacks respznd less favor- 
ably to psychiatric hospitalization (6), these studies 
have concentrated on release rates and early changes 
in symptoms and not on longer outcome. One studv (7) 
found that although blacks appeared more disturbed 
on initial rating scales and MMPIs, they had different 
adaptive styles during hospitalization and were not sig-- 
nificantly different from whites at the time of discharge 
and at 18-month follow-up. 


Racial Bias 


Racism has been described as ''a set of attitudes to- 
wards and modes of treatment of members of one so- 
cietal group that are related to a perceived group, 
rather than individual, identifying characteristics" (8). 

There is some. bias in the commonly held assump- 
tion that blacks are not amenable to intensive psycho- 
therapies and that they will drop out of treatment pre- 
maturely. Although one study (9) has shown a higher 
drop-out rate for blacks, this rate is lower when blacks 
are referred for intensive psychotherapy (10). Yam- 
amoto (11) found that blacks, along with Mexicans and 
Orientals, were more often referred for medication fol- 
low-up only or never seen after the in:tial interview; 


680 RACIAL BIAS IN INPATIENT TREATMENT 


they were seldom referred to individual or group psy- 
chotherapy. Cited as a reason that might explain 
blacks’ high drop-out rate was the degree of comfort 
and perceived understanding that a black patient expe- 
riences with a white therapist. 

We believe that an inpatient unit may be a good 
place to assess possible racial bias. The inpatient are- 
na, because of its fishbowl-like exposure and the re- 
quired interracial communal living, is a place where 
the issue of racial bias cannot be ignored. The task of 
living and working together in harmony is an important 
one for psychiatric patients and staff. 


METHOD 
Seiting 


The clinical setting consisted of a 45-bed all-male 
unit in a general teaching hospital. Staff consisted of 4 
psychiatrists, 1 psychiatric resident, 2 social workers, 
1 psychologist, and a nursing staff of 25. Patients and 
staff were divided into 4 treatment teams. A previous 
survey (12) of patients’ characteristics on this unit re- 
vealed the following: the average age was 34, the aver- 
age length of stay was 31 days, 60% of the diagnoses 
included psychosis (75% of the psychoses were schiz- 
ophrenia), 10% of the population was employed, and 
90% of the patients fit into Hollingshead and Redlich’s 
classes IV and V. The professional staff was almost 
exclusively white, with the exception of 1 psychiatric 
resident and an occasional medical student. The ma- 
jority of the nurses’ aides were black. 


Initial Survey 


One of us (J. A.F.) designed a small survey as an ini- 
tial assessment of racial bias on the inpatient unit. He 
timed the number of minutes spent discussing black 
and white patients by each of 3 treatment teams. Each 
team systematically reviewed the treatment plans and 
progress of each patient weekly. Two of the teams 
were all white, and the third team had 3 black and 2 
white members. The author did this minute counting in 
an unobtrusive way, although he was aware that his 
presence in the meeting was a contamination. 

The results of this survey were impressive: the two 
all-white teams spent an average of 5.0 minutes dis- 
cussing each of 54 black patients over the three meet- 
ings and an average of 7.0 minutes discussing 40 white 
patients. The team with 3 black and 2 white members 
spent an average of 13.5 minutes discussing each of its 
15 black patients and an average of 9.9 minutes dis- 
cussing its 12 white patients. According to a sign test 
(13) the difference was significant (p«.05). Although 
we hesitate to draw conclusions from such an informal 
survey, the tendency for white staff to prefer talking 
about white patients and black staff to prefer black pa- 
tients is striking. One possible explanation is that the 
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black staff knew more about black patients and re- 
sources in the community for the eventual referral of 
these patients; this was just the reverse for the white 
staff. 


Formal Study Methods 


We performed a retrospective audit of the charts of 
101 schizophrenic patients consecutively admitted 
over six months; there were 66 black and 35 white pa- 
tients. Schizophrenia was chosen because of the large 
numbers of patients with this diagnosis and the high 
degree of reliability in diagnoses (a recent hospital au- 
dit showed no deficiencies in diagnosing schizophre- 
nia). Also, we felt it was desirable to exclude one vari- 
able, diagnosis, in the measurement of bias. The retro- 
spective chart audit approach was to used to control 
for the possibility that patient treatment differences 
might be a function of the mere fact that differences 
were being studied. 

Data were collected on those treatment variables we 
felt would indicate racial bias if significant differences 
between races were found. We measured the use of 
p.r.n. tranquilization, seclusion, and restraints; the or- 
dering of occupational and recreational therapy; and 
the level of privilege (on a scale of 1 to 4) over time. 
We felt that bias would be indicated by more restrict- 
ive measures and fewer privileges being applied to one 
race. We also measured length of stay because we hv- 
pothesized that this public hospital system "'allowed" 
certain patients to stay longer because of personal 
preference. We also collected data on patient charac- 
teristics that might provide plausible alternative ex- 
planations for racial differences in the treatment vari- 
ables and should be examined before conclusions 
about racial bias could be drawn. Of the 66 black pa- 
tients, 60 were unemployed, 11 were married, 8 were 
divorced, 46 were single, and the marital status of 1 
was unknown. Of the 36 whites, 35 were unemployed, 
7 were married, 3 were divorced, 24 were single, and 
the marital status of 2 was unknown. The average age 
of the blacks was 32.2 years; of whites, 36.7. The aver- 
age number of previous admissions was 3.12 for 
blacks, 3.14 for whites. 

The Brief Psychiatric Rating Scale (14) was com- 
pleted on a different sample of 30 newly admitted 
schizophrenic patients, 15 black and 15 white, by ra- 
ters blind to the purpose of the assessment. This was 
done in an attempt to see if there were gross dif- 
ferences in presenting symptomatology that might ac- 
count for any black/white differences in treatment 
variables. 


RESULTS 
Separate one-way analyses of variance were calcu- 


lated for each of the staff treatment and patient charac- 
teristic variables, using race as the independent vari- 
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able. The mean number of days spent in the hospital 
was 29.09 for blacks, 48.60 for whites (p<.001). The 
mean number of days on which p.r.n. medication was 
ordered was 6.71 for blacks, 3.58 for whites (p«.05); 
seclusion and restraints were ordered for blacks on 
7896 of the days they were hospitalized; for whites, 
46% (p<.05). At discharge blacks had reached a mean 
privilege level of 2.64; whites, 3.08 (p<.05). Recrea- 
tional therapy was ordered for 4796 of blacks and 7896 
of whites; occupational therapy was ordered for 4796 
of blacks and 75% of whites. Furthermore, blacks 
more often left the hospital ‘‘against medical advice"' 
(18% of blacks versus 5% of whites), whereas whites 
more often were ''absent without leave’’. (9% versus 
490). 

The Brief Psychiatric Rating Scale (14) scores for 
the separate sample of 15 black and 15 white con- 
secutively admitted patients were added for each pa- 
tient. Total symptom scores were considered a rough 
estimate of the number and severity of presenting 
symptoms. There were no differences in either central 
tendency or distribution of scores between the 2 
groups. Although these ratings apply to a different 
sample from the large group used in the study, we feel 
confident in asserting that there were no measurable 
differences in global pathology between the black and 
white patients. ; 

Since there was a trend for the two groups to differ 
in age (p<.10), a subsample of 36 black patients, 
matched with 36 white patients in employment status, 
marital status, and age, was selected from the pool of 
66 black patients. The pattern of differences between 
the 2 groups was an exact parallel, with blacks staying 
a shorter time and receiving less recreational and oc- 
cupational therapy (p<.05). There was a trend (p<. 10) 
for blacks to be given more p.r.n. medication, to have 
p.r.n. medications ordered more frequently, to have a 
lower privilege level at the time of discharge, and for 
the type of discharge to be different, with black pa- 
tients more often leaving against medical advice, 
whites. absent without leave. 


DISCUSSION 


It seems clear that there are significant differences in 
the treatment of the two racial groups. It is now neces- 
sary to examine these differences to see if explanations 
can be found other than racial bias. The first possibility 
is that treatment differences may reflect more severe 
disturbances or psychopathology in the black group. 
Although the separate sample did not indicate dif- 
ferences in global psychopathology, it is possible that a 
more extensive set of scales, examined separately 
rather than globally, might yield consistent dif- 
ferences. | 

The groups did not differ in chronicity or marital 
status, and trend differences (p<.10) in employment 
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and age were ruled out in the analysis of matched sub- 
groups. Because of the retrospective design of the 
study socioeconomic status was not available and 
could not be controlled. Although we have data :hat 
indicate socioeconomic homogeneity in our general 
population (12), this factor cannot abso_utely be ruled 
out as a cause of different treatment in this sample. 

Several specific treatment differences need fur-her 
analysis. The most striking finding was blacks' shorter - 
length of stay. Based on our initial premise, that staff 
allow favored patients to stay longer, this is an in- 
dication of bias. There are, hcwever, other ex- 
planations for this shorter length of stay. Perkaps 
blacks have, as stereotypes suggest, a more chaotic 
social and family life and real-life events (e.g., death of 
a friend, need to pick up public aid checks, etc.) bring 
about premature discharge. It is also possible :hat 
black patients have less practice or ability to postpone 
gratification, prompting discharge £s soon as the most 
distressing symptoms abate. Another possibility is :hat 
white staff feel more comfortable work: ng with white 
patients; they know more about community resources 
(e.g., half-way houses) for these patients and therecore 
spend more time and care in discharge plans, thus. in- 
creasing the length of stay. Also, the ward atmosphere 
created by a white staff may make life 1ncomfortable 
for a patient from another culture, thus prompting 
early discharge. 

The greater use of p.r.n. medication, seclusion, and 
restraints for black patients may also indicate bias. It 
is possible that another variable such as greater siz2 or 
strength of the patient was the determining factor in 
the use of these measures and that these features vere 
more common in blacks. We speculate that this was 
not the case but that the sterectype of the black male 
made the staff feel and act as if blacks were more dan- 
gerous, prompting more restrictive measures. The dif- 
ference in privilege level at the time of discharge can 
largely be explained by the greater length of stay of 
white patients: the longer any patient is in the hospital 
the more likely he is to receive a higher privilege level. 

Probably the clearest measure of staf bias in this 
study is the difference in rate of ordering recreational 
and occupational therapy. Although phvsicians report 
that they order these therapies routinely unless a pa- 
tient is too dangerous or psychctic to parcicipate, itis a 
striking fact that they are more ''routizely" ordered 
for white patients. It is possible that white patients are 
more aggressive in asking the physician to order these 
measures, but we feel the differences were due to b:as. 

Based on these measured treatment differences we 
conclude that there is some indication of racial tias. 
Our experience with the staff indicates that this bizs is 
not due to hostility or contempt for black patients but 
from subtle stereotyping and greater familiarity with 
and preference for white patients. Feedback of the re- 
sults of our data to the staff was met by an openness to 
consider racial bias as a possible expianétion. The staff 
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Self-Perception and Academic Achievement: Variations in a 


Desegregated Setting 


BY BRUCE R. HARE, PH.D. 


The author studied 101 black and 412 white fifth-grade 
students and found no significant racial differences on 
any measures of general or area-specific (i.e., school, 
peers, home) self-esteem when socioeconomic status 
(SES) was controlled but found significant differences 
by SES on most measures when race was controlled. 
There was a positive correlation between self-concept 
of ability and SES when race was controlled, but when 
SES was controlled black children scored significantly 
higher than did white children. Black and lower-SES 
subjects scored significantly lower than other subjects 
on academic achievement and achievement 
orientation. This study highlights the need to move 
from the current concern with the psychological 
consequences of desegregation for black children 
toward addressing the misfit relationship between all 
lower-SES children and the school. 


his study was undertaken in order to investigate 
To and socioeconomic variations in academic 
performance and self-perceptions among preadoles- 
cents in a recently desegregated setting. The need for 
this study emerges from recent works on desegregated 
settings by such authors as Coleman and associates 
(D, Rosenberg and Simmons (2), Powell and Fuller,! 
and, most recently, St. John (3), among others, who 
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have ranged from positing highly positive to highly 
negative educational and attitudinal implications for 
children in desegregated schools. Although I believe 
that the relative newness of desegregated settings and 
the inconclusive and contradictory findings of pre- 
vious studies lend little hard evidence to evaluators of 
desegregation, I am particularly concerned with recent 
suggestions by St. John and others that such settings 
may be detrimental to the psychologica. well-being of 
minority children. Thus, while this study will report 
findings regarding academic performancz as measured 
by standardized tests, it will be primarily concerned 
with presenting and discussing findings concerning 
student self-perception in a particular desegregated 
setting. 

The foundation of the 1954 Supreme Court decision 
that declared segregated schools ‘‘inherently unequal"' 
(4) was heavily laden with psychological evidence as 
presented by Clark and others (5), who suggested that 
segregation, in addition to fostering inequitable distri- 
bution of school resources and training, ^ad the poten- 
tial for creating and maintaining inferiority complexes 
among the segregated minority. 

While much has been written about the purported 
lack of significant gains in achievement for black chil- 
dren in the setting, the self-perception aspect of the 
Supreme Court's justification has also become a sec- 
ondary target for those who might oppose desegrega- 
tion. Some authors have suggested that the desegre- 
gated setting is equally, if not more, psychologically 
harmful to minority children, and they therefore imply 
that the process should be stopped for the children's 
own good. This argument becomes even more com- 
pelling when short-range studies may find children in 
the psychological trauma of transizion, while longer- 
range hopes for academic advances hava not yet been 
realized. A final concern of this study will be with as- 
certaining whether race or sociceccnomic status 
(SES), their interaction, or something else is the most 
dynamic explainer of such differences in self-per- 
ception and achievement as might be found. This con- 
cern is of particular importance when one considers 
the traditional technology of investigation, which has 
been characterized by the comparison of lower-SES 
black and middle-SES white children. While such in- 
vestigations comparing racial groups have not con- 
trolled for SES, they have usually attributed to race 
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those differences which may have been attributable to 
class status. Such studies have usually reported lower 
self-perceptions and performance by black children 
and have perpetuated negative assumptions about 
these children on both planes. These studies have also 
failed to consider alternative variables for analysis 
such as teacher percepzion and school climate as they 
might contribute to variance in performance and self- 
perception. 

By controlling for SES when comparing racial 
groups, controlling for race when comparing socioeco- 
nomic groups, and discussing some potential alterna- 
tives to a race/SES analysis at the conclusion of this 
article, I will avoid the shortcomings of these investi- 
gations and, | hope, elicit a more accurate picture of 
the relative effects of race, SES, and other possible 
variables on the self-perceptions and performance of 
these children. 


QUESTIONS FOR INVESTIGATION 


This study raises four general questions for investi- 
gation. 


1. Do Children of Varying Backgrounds Differ in 
Their Levels of General and Area-Specific Self- 
Esteem? 


Results from recent studies have been contradictory 
and inconclusive on the issue of general self-esteem. 
For example, Hunt and Hardt (6), Kohn (7), and Pow- 
ell and Fuller! found black children to have a higher 
general self-esteem than white children did. On the 
other hand, Gordon? and Rosenberg (8) found just the 
reverse. Hare (9), McDL'ill and associates,? Rosenberg 
and Simmons (2), and others found the two groups not 
to differ. However, my previous study (10) did find sig- 
nificant SES differences when race was controlled, 
with general self-esteem rising as SES rose. With re- 
gard to area-specific self-esteem (i.e., school, peer, 
and home), little comparative work has been done. 
Coopersmith's study (11) of general and area-specific 
self-esteem used a restricted sample of white, middle- 
SES, male preadolescents. However, I also previously 
reported significant differences only in school self-es- 
teem by race with SES controlled, but significant dif- 
ferences in peer and school self-esteem by SES when 
race was controlled. In addition, I reported no signifi- 
cant differences in home self-esteem by race or SES. 
Thus, this study with a larger and more varied sample, 
in a different desegregated setting, offers a chance to 
further investigate these area-specific relationships. 


2C. Gordon: Looking ahead: self-conceptions, race, and family 
factors as determinants of adolescent achievement orientation. 
Cambridge, Mass., Harvard University, Social Relations Depart- 
ment, 1969. 

3E. McDill, E. Meyer, L. Rugby: Sources of educational climate 
in high schools. Baltimore, Johns Hopkins University, 1966 
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2. Do Children of Varying Backgrounds Differ in 
Their Levels of Self-Concept of Ability? 


There has been growing concern with the measure- 
ment of self-concept of ability* and academic self-con- 
cept (1) as they relate to the inhibiting or advancing of 
academic achievement. As Brookover and associates‘ 
stated, '"The basic postulate is that academic behavior 
or school learning is limited by the student’s self-con- 
cept of his ability in these areas” (pp. iti-iv). These 
researchers found that self-concept of ability and 
achievement are related at each grade level, and that 
changes in self-concept of ability are associated with 
changes in achievement. Harootunian and Morse (12) 
found that self-concept of ability was a better predictor 
of achievement than was IQ for both black and white 
children. Nevertheless, Coleman and associates re- 
ported that while academic achievement was highly re- 
lated to academic self-concept for whites and Orien- 
tals, for all other minority groups the variance in aca- 
demic achievement was most accounted for by a sense 
of environmental control. Epps (13), in discussing the 
existence of a stronger relationship between school 
grades and self-esteem among whites than among 
blacks, suggested that it can be ‘‘attributed to the fact 
that, to some extent, the two groups base self-esteem 
on different attributes'' (p. 306). These authors suggest 
that self-concept of ability may also vary across racial 
and socioeconomic lines. Thus, this study will attempt 
to assess whether there are racial and/or socioeconom- 
ic variations in self-concept of ability and how such 
variations as may exist relate to actual achievement. 


.3. Do Children of Varying Backgrounds Differ in 


Their Levels of Academic Achievement as Measured 
by Performance on Standardized Reading and Math 
Tests? 


As Katz (14) stated, 


Long a matter of common observation by teachers and 
school administrators, the racial gap in school achieve- 
ment was recently documented by the Coleman survey of 
American public schools, which revealed that at all grade 
levels, and in all regions of the country, average Negro 
scores on achievement tests are about one standard devia- 
tion below the white average. (p. 133) 


. Coleman also documented significant socioeconom- 
ic variations on the same variable, with achievement 
rising as SES rises. Given the history of inferior educa- 
tion for lower-socioeconomic and minority children in 
segregated settings, it should not be expected that per- 
formance parity would be accomplished in a desegre- 
gated setting overnight. I therefore expect significant 
racial and socioeconomic variations in achievement as 
measured by these tests, consistent with the Coleman 


^W. Brookover, J. Le Pere, T. Hammacher, et al: Self-concept of 
ability and school achievement, II. East Lansing, Mich., Michigan 
State University, 1965. 
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finding. However, as previously stated, his primary 
concern was with the psychological implications of 
such differences as may be found and potential ex- 
planations that might transcend a victim-analysis 
framework. 


4. Do Children of Varying Backgrounds Differ in 
Their Levels of Achievement Orientation? 


While much has been written about the relationship 
between achievement orientation, achievement moti- 
vation, and actual achievement across racial and so- 
cioeconomic lines, it has not been until recently that 
the measurement and theoretical underpinnings of 
achievement motivation theory have come into ques- 
tion. Maehr and Lysy (15) pointed out that the line of 
research *'has in practice often fostered an ethnocen- 
tric conception of achievement motivation.” They ar- 
gued that “‘McCelland’s conception of achievement 
motivation has evolved from his analysis of the so 
called "Protestant ethic' that has wittingly or unwit- 
tingly become the norm for what achievement motiva- 
tion is" (p. 11). Maehr and Lysy further argued, in ref- 
erence to classroom motivation, that ‘‘students are not 
more or less motivated. They are motivated in dif- 
ferent ways and toward different ends. To put it dif- 
ferentlv, students are active and motivational ques- 
tions are primarily questions of the ways in which they 
are active” (p. 7). 

Ramirez and Price-Williams (16) questioned the va- 
lidity of the individualistic definition of achievement 
motivation from a cross-cultural perspective and, con- 
sistent with Maehr and Lysy's position, they found 
that contextual conditions are important in ex- 
pressions of achievement motivation and that the par- 
ticular form in which achievement is expressed is de- 
termined by the definition that culture gives to it. In his 
own work Ramirez found that in the measurement of 
need achievement, Mexican and black children scored 
higher on items that were family (collective) related 
than did Anglo children. He concluded that 


members of certain cultural groups may have appeared to 
exhibit little achievement motivation because the particu- 
lar methodology used did not tap achievement motivation 
as interpreted by that cultural group and/or because the 
achievement motivation expressed was not recognized as 
such due to the narrow definition of achievement used. 
(pp. 58-59) 


Gurin and Epps (17) dealt an additional blow to the 
theoretical marriage of individualism and achievement 
orientation by reporting the capacity of black college 
students to house both individual achievement drives 
and collective commitment simultaneously. Along 
these same lines, Maehr and Lysy pointed out that ‘‘in 
the U.S. there seems to be a strong belief that personal 
initiative is responsible for success, while in Japan, 
success is a group effort’’ (p. 12). Thus, while the mea- 


sure used in this study is a traditional measure, it 
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should shed further light on this controversy, as will 
the analysis of overall scores and discussion of partic- 
ular items, since responses to them varv by race and/ 
or SES. 


THE MEASURES 


In order to test the self-esteem hypotheses, I used a 
30-item self-constructed general self-esteem scale. The 
scale combined ideas from the Rosenberg and Coo- 
persmith scales in an attempt to create < measure that 
is sensitive and both general and area-specific. The ne- 
cessity for creating such a new measure derived from 
an inability to assess area-specific (1.e., school, home, 
and peer) self-esteem from the Rosenberg general 
measure, concern that the reported failure of the Coo- 
persmith measure to detect differences in self-evalua- 
tion by children across different areas of experience 
may be due to a lack of sensitivity in the items, and the 
failure of the measure to emphasize the specific con- 
text in which the respondent is to answer the question 
(10). A 7-item general self-esteem measure composed 
by Rosenberg (8) was also included as an additicnal 
general self-esteem measure. Self-concept of ability 
was assessed by Brookover and associates’ 5-item 
measure.* Academic achievement was measured by 
performance on the math and reading sections of a 
standardized test administered district-wide in the fall 
of 1976. Finally, achievement orientation was mea- 
sured by Epps’ 13-item scale.?: 6 


THE SAMPLE 


This study was conducted in the Champaign, IIl., 
school system. The city's population is approximately 
50,000 persons. Twenty-three percent of the school 
district's children are black. The system: was desegre- 
gated primarily through busing black children in 1967 
under a plan requiring that the student body in each 
school building be within 15% of the district's minority 
percentage, as well as within guidelines for desegre- 
gated classrooms. The sample of 513 subiects included 
all fifth graders in the district who consented to partici- ` 
pate with parental approval and were in school on the 
days of the survey. We were able to interview well 
over 90% of the total fifth-grade population. In con- 
trolling for age, the sample was limited to fifth graders 
(10-11 years old). The decision to choose fifth-grade 
students was based on a desire to select a population 
old enough to comprehend the measures, while still 


SE. Epps: Achievement orientation aad racial attitudes among ur- 
ban black high school students. Chicago, University of Chicago, 
1971 (unpublished manuscript). 

‘Further information regarding the validity and reliability of the 
measure is available from my dissertation through the University of 
Chicago Library (9). 
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preadolescent and therefore theoretically not likely to 
experience fluctuations in their levels of self-esteem in 
accordance with changes in body image as in adoles- 
cence. There is sufficient literature to support the be- 
lief that both in stability and ability children at this age 
are an ideal sample for this kind of-study (18). 

The Blau and Duncan (19) index of occupational 
status was used to determine socioeconomic divisions 
and was divided into thirds according to the occupa- 
tion of the head of household. Thus those falling below 
34 were categorized zs lower socioeconomic class, 
those between 34 and 64 as middle class, and those 
above 64 as upper-middle class. The aim was to divide 
the index such that the first point approximated the 
separation of manual from nonmanual labor and the 
second division approximated the point two-thirds of 
the way up the index. 

We used 2x3 analyses of variance (white and black, 
by blue collar, lower white collar, and upper white col- 
]ar) to investigate the questions. The objective was to 
control for SES when looking at race and to control for 
race when looking at the effects of SES as well as to 
test the significance of their interaction. 


RESULTS 


This study raised four general questions that will be 
reviewed in light of the findings. With reference to the 
first question of whether children of varying back- 
grounds differ in their levels of general and area-specif- 
ic (1.e., school, peer, home) self-esteem, the data in- 
dicated no significant racial differences on any of the 
general or area-specific esteem measures when SES 
was controlled but significant differences in SES on all 
but the peer self-esteem measure. General self-esteem 
was measured by the respondent strongly agreeing, 
agreeing, disagreeing, or strongly disagreeing with 
such statements as, ''I feel I am a person of worth'' 
and ''I feel I do not have much to be proud of." 
School, peer, and home self-esteem were measured by 
responses to such statements as ''My teachers expect 
too much of me,” ''I often feel worthless in school,” 
"Other people wish they were like me,” “I have at 
least as many friends as other people my age," "My 
parents are proud of the kind of person I am," and ''I 
often feel unwanted at home.” My previous research 
(9) reported the same findings on general self-esteem 
but reported that school self-esteem varied by race, 
which it did not do in the present study, and that home 
self-esteem did not vary significantly by SES, while it 
did in the present study (see table 1). 

The findings suggest that while general self-esteem 
relationships may remain stable by race and SES 
across environments, the area-specific self-esteem 
may be more subject to environmental variance. Thus 
black children in one desegregated setting may not be 
significantly lower in school self-esteem than whites 
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TABLE 1 

Analyses of Variance for Scores of 513 Black and White School Chil- 
dren on Rosenberg and Hare General Self-Esteem Measures and Hare 
School, Peer, and Home Area-Specific Self-Esteem Measures 





Race x SES 


Measure? Race SES 
Hare general self-esteem 
Mean square 67.590 1524.357 47.256 
F 0.437 9.849 0.305 
p .509 000" 237 
Rosenberg general 
self-esteem 
Mean square 23.548 84.509 8.927 
F 1.673 6.006 0.634 
p .196 .003* .531 
Hare school self-esteem 
Mean square 49.386 296.774 40.764 
1.836 11.035 1.516 
p .176 000° .221 
Hare peer self-esteem 
Mean square 0.239 34.463 8,490 
F 0.010 1.44] 0.355 
p .920 .237 .701 
Hare home self-esteem 
Mean square 0.497 255.974 6.203 
0.018 9.032 0.219 
p 895 .000^ .803 
On all measures df=1 for race, 2 for SES, and 2 for race x SES. 
*p«.00t. 
*p«.0tl. 


are, but in another setting they may be. While the pre- 
vious study also showed no difference in home self- 
esteem by SES, probably reflecting the strength of the 
affectivity arena in protecting and enhancing its mem- 
ber's self-concepts despite SES position, it did suggest 
a trend toward increases in home self-esteem as SES - 
rises. These data indicate that the lower-SES children 
are subject to reflect the negativisms of their status in a 
lowered home self-esteem. On the other hand, in both 
settings general, peer, and home self-esteem were not 
significantly different among blacks and whites. The 
findings reflect my belief in the growing capacity of 
black Americans, as a collective, to protect and en- 
hance self-image despite the opinions of outside oth- 
ers. It can be argued that the lack of an analogous 
movement along class lines is exactly what has al- 
lowed SES to become the more dynamic explainer of 
negative self-image at this time. An alternative ex- 
planation might also be forwarded — that this may have 
been the case for a considerable time, but the tech- 
nology of investigation, which compared lower so- 
cioeconomic class blacks and middle-class whites 
without controlling for SES when comparing the racial 
groups, served to undermine the SES issue. 

With reference to the second question, whether chil- 
dren of varying backgrounds differ in their levels of 
self-concept of ability as measured by responses to 
such questions as ‘‘How do you rate yourself in school 
ability compared with those in your class at school?" 
and ‘‘Do you think you have the ability to go to col- 
lege?" the findings take an interesting turn. While self- 
concept of ability rose as SES rose with race con- 
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TABLE 2 

Analyses of Variance for Scores of 513 Black and White School Chil- 
dren on Achievement Orientation Scale, Self-Concept of Ability, 
Reading Test, and Math Test 





Measure? Race SES Race X SES 
Achievement 
orientation scale 
Mean square 560.091 572.052 39.992 
B 18.888 19.291 1.349 
p .000^ .000* .260 
Self-concept of 
ability 
Mean square 175.064 258.739 25.953 
F 15.645 23.123 2.319 
p .000° .000^ .099 
Reading test 
Mean square 17928.348 11062.867 249.898 
F 61.745 38.101 0.861 
p .000^ .000^ .424 
Math test 
Mean square 13946.383 10665.707 388.246 
F 37.911 28.993 1.055 
D .000° 000° 349 


- 





30n all measures df—1 for race, 2 for SES, and 2 for race x SES. 
Pp«.001. 


trolled, when SES was controlled black children 
scored significantly higher than white children on this 
measure. When this is coupled with the evidence of 
lower performance by black children on standardized 
tests, it suggests that either these black children are 
unrealistic in their self-evaluations, as others (20) have 
suggested, or, more likely, in my opinion, that they are 
not accepting teacher and test evaluations as the sole 


criterion for estimating their ability. Black children. 


have a reported lower sense of control than white chil- 
dren do, as documented by the Coleman study, which 
suggests their greater belief that someone or some- 
thing is blocking their progress. The Epps? and Gurin 
and Epps (17) notion of system blame versus self- 
blame may contribute to their higher self-concept of 
ability in the face of lower academic performance. Al- 
ternatively, they may simply base their ability esti- 
mates on their performance relative to that of mem- 
bers of their group. In any event, the capacity of black 
children to attain higher self-concepts of ability in the 
face of lower performance is in serious need of further 
. investigation (see table 2). 

With reference to the third question, whether chil- 
dren of varying backgrounds differ in their levels of 
academic achievement, there is little to be discussed. 
It is clear that lower-SES and black children scored 
significantly lower than did the white and upper-SES 
subjects. The central question then becomes why. The 
answer to this question lends itself to the necessity of 
analyzing the nature of the tests themselves, the impli- 
cations of the attitudes of the teacher, of the adminis- 
trator, and parents, the general climate of the school, 
and the issue of parent-teacher relations. 

With reference to the last question, whether chil- 
dren of varying backgrounds differ in their levels of 
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achievement orientation, the data again suggest that 
they do. Black and lower-SES subjects scored signifi- 
cantly lower on this measure. However. there is evi- 
dence that the measure may be cultural_y biased and 
discriminatory. For example, consistent with Ramir- 
ez’s finding of a family-related achievement drive in 
minority children, black and lower socioeconomic 
class children were less likely than were the white and 
middle-class children to strongly disagree with such 
statements as ‘‘Nothing in life is worth the sacrifice of 
moving away from your parents” and "When the time 
comes for a person to take a job, they should stay near 
their parents even if it means giving up a good job op- 
portunity.” Thus black children appearzd not to see 
these choices as dichotomized, which caused a lower 
score on achievement orientation. 

In a previous report (9) I identified fou- factors from 
this scale—a self-esteem factor, an independence fac- 
tor, a sense of control (fatalism) factor, and an individ- 
ualism factor. In that study there were significant ra- 
cial differences on the dimensions of independence, 


.sense of control, and individualism, with whites scor- 


ing higher, but there were no differences on the self- 
esteem dimension. Thus more attentior needs to be 
paid to the subdimensions of such scales as they may 
measure cultural differences and differer:ces in collec- 
tive versus individual ideology across racial groups, 
rather than restricted definitions of differences in 
achievement orientation. The same analysis by. SES 
showed significant differences in self-esteem and sense 
of control, but not on the individualism and independ- 
ence dimensions. This further suggests that the cultur- 
al (racial) and SES variations in achievement orierta- 
tion are related to different dimensions cf the scale. A 
preliminary analysis of this sample suggests the same 
general relationships. 


DISCUSSION 


This study attempted to review some ct the self-rer- 
ception variations among preadolescents in a desegre- 
gated school system. Its primary concern was with as- 
certaining the degree to which such a se:ting might be 
psychologically harmful to minority chilcren as wel! as 
ascertaining variations in achievement. While it is 
clear that this school system had not accomplished 
equality of performance 10 years after it was desegre- 
gated, it is also apparent, consistent with Epps’ con- 
clusion (13), that ‘‘there is little reason to believe that 
desegregation will do significant damage to black chil- 
dren's images of themselves'' (p. 307). Black children 
showed general and area-specific (schcol, peer, and 
home) self-esteem as high as that of whites and a high- 
er self-concept of ability. Thus, the only dimension left 
to question is their actual academic performance, 
which remains problematic. 

The implications of these findings for teachers, 
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TABLE 3 
Mean Scores on Ali Measures of Children from Blue-Collar and White-Collar Families, by Race 
Group 
Blue-Collar Black White-Collar Black Blue-Collar White White-Collar White 
(N 779) (N =22) (N= 119) (N=293) 

Measure Mean SD Mean SD Mean SD Mean SD 
Hare general self-esteem 89.7 10.3 91.0 14.0 89.0 13.1 92.6 12.8 
Rosenberg general self-esteem 21.2 3.7 22.3 35 21.8 3.9 22.5 3.8 
School self-esteem 29.2 4.5 28.8 7.4 29.3 5.6 30.7 5.1 
Peer self-esteem 28.3 4.4 29.0 4.8 28.2 4.4 28.7 5.1 
Home self-esteem 32.3 4.6 33.1 5.7 31.5 5.6 33.2 5.4 
Self-concept of ability 19.3 3.1 18.4 4.2 17.0 3.9 19.0 3.2 
Reading test 34.1 12.4 40.2 18.7 49.4 18.3 61.7 18.2 
Math test 33.1 12.4 34.3 16.4 45.3 19.8 56.8 21.4 
Achievement orientation scale 33.6 4.7 35.9 6.5 36.5 5.5 38.8 5.6 
Sense of control 8.8 1.6 9.5 1.9 9.6 1.7 9.9 1.6 


*Not all subjects responded to each measure. 


counselors, psychologists, and psychiatrists are in the 
necessity for being more sensitive to characteristics 
other than race that affect the psychological well-being 
and performance of school children. It is clear, for ex- 
ample, that family economic background is also a pow- 
erful predictor of academic performance, and possibly 
has a more powerful effect on psychological well-being 
than race alone. While we may counsel the child as an 
individual, we must further our understanding of the 
ways in which the environment conditions the child 
through an array of ascribed statuses, such as race, 
sex, and SES background, over which the child has no 
control (see table 3). 

On another level, the absence of differences in self- 
esteem by race in the presence of differences in test 
performance suggests the need to pay attention to vari- 
ations in the sources of the child's general self-esteem. 
Just as the athlete and scholar may have equally high 
general self-esteem derived from different sources, 
children of varying characteristics may differ in the 
ways in which and in the elements with which they 
arrive at equally high general self-esteem. Thus, it is 
likely that two kinds of self-esteem problems may ex- 
ist. While the commonly recognized dilemma of low 
self-esteem is important, so is the existence of high 
general self-esteem based on different elements. For 
some children, particularly the poor, the school and 
performance may be less relevant to the computation, 
while peers, social abilities, and the ability to assume 
adult roles may become more primary sources of their 
high self-esteem (21). In such instances, the generating 


fuel for a high need to achieve in the academic arena - 


may be diminished. 

For example, in my' previous research school self- 
esteem was the greatest area-specific predictor of gen- 
eral self-esteem for middle-SES white children, but 
home self-esteem was the greatest predictor for 
lower-SES whites, as well as for both the middle- and 
low-SES blacks. It is possible that middle-class white 
parents do the most effective job of informing their 


children that their worth is connected to their school 
performance. It is also possible that the sources of 
general self-esteem are more numerous for lower-SES 
children, resulting in the possibility of both high self- 
esteem and low school performance (9). If generating 
school success is the primary objective, then restruc- 
turing the sources of self-esteem may be as important 
in counseling some children as raising general self-es- 
teem is for others. Parent and teacher consensus and 
support are probably essential for increasing the im- 
portance of academic performance to general self-es- 
teem among such children. 

Finally, in indicating few significant differences in 
self-esteem between black and white children in the 
desegregated setting, but major differences in SES, the 
study highlights the urgency of moving from the cur- 
rent concern with the psychological consequences of 
desegregation for black children toward addressing the 
misfit relationship between all low-SES children and 
the school. 
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Providers and Receivers in the Private Psychiatrie 


Medicaid System 


BY STEVEN NAGELBERG, ARTHUR H. SCHWARTZ, M.D., BARRY B. PERLMAN, M.D., 
MARTIN PARIS, M.D., M.P.H., AND JOHN C. THORNTON, PH.D. 


The authors investigated the credentials of foreign 
medical graduate FMG) and U.S. medical graduate 
(USMG) psychiatrists providing a substantial amount 
of Medicaid care and compared them with those of a 
group of other psychiatric practitioners in New York 
City. USMGs were more likely to be Board certified, 
but FMGs were as likely to have APA membership, 
psychoanalytic training, medical school and hospital 
affiliation, and fellowskips. The credentials of the 
Medicaid psychiatrists and the group of New York 
psychiatrists were similar. Hispanic FMG 
psychiatrists provided a major service for the Spanish- 
speaking community, but the poor black population 
underused Medicaid services. Diagnosis did not 
appear to be influencea by racial bias. 


edicaid was designed to remedy the perceived ex- 
M clusion of the poor from the medical care system, 
including the private sector. In New York City, ethnic 
and racial minorities comprise the vast majority of 
people living in poverty (1). A study of the private psy- 
chiatric Medicaid delivery system in New York City 
provides an excellent vehicle for evaluating whether 
Medicaid has brought medical care to each of the 
groups in the poverty population. Kramer and associ- 
ates (2) have asserted that psychiatrists diagnose mi- 
nority patients differently. The demographic composi- 
tion of the Medicaid population makes it especially im- 
portant to know if bias is at work. 

A second important consideration has to do with the 
quality of care that patients receive from doctors who 
participate in the Medicaid program. A major com- 
ponent in that care is the quality of the treating psychi- 
atrists; in this respect, credentials may well reflect ca- 
pacities. 
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Perlman and associates (3) demonstrated that psy- 
chiatrists who provided large amounts of care to the 
poor under the auspices of Medicaid were more likely 
to be foreign medical graduates (FMGs). Despite the 
fact that they perform poorly on standardized exami- 
nations, FMGs have been shown to practice at the 
same leve] of competence as U.S. medical graduates 
(USMGs) when practicing in equivalent settings (4-9). 
It is therefore important to ascertain 1) whether medi- 
cal education abroad results in an individual's sub- 
sequent specialty training in comparatively less 
prestigious psychiatric programs, 2) whether training 
in a university or university-affiliated program results 
in a different career profile than training in nonuniver- 
sity programs, 3) who the patients treated by Medicaid 
psychiatrists are, and if there is any distinction be- 
tween patients treated by psychiatrists with different 
medical educations (USMGs versus FMGs) or res- 
idency training (university versus nonuniversity), aad 
4) whether psychiatrists of differing educational back- 
grounds treat similarly diagnosed patients in the same 
manner. 


METHOD 


From the group of all psychiatrists who billed New 
York City Medicaid for private health care in 1976, 
those psychiatrists with an active case load of 10 or 
more adults were selected for study. From this group 
we selected a random sample of 120 psychiatrists, ap- 
proximately 4095, as the study group. For each of 
these psychiatrists, a random sample of 10 of their 
adult patients was selected from the bills submitted to 
Medicaid. Using the Biographical Directory of APA, 
we then compiled a list of all APA member psychia- 
trists practicing in New York City. A 10% random 
sample (N=226) was selected for study as the com- 
parison group. For both groups, information on Board 
certification, fellowships,! medical school education, 
hospital and medical school affiliation, and psycho- 
analytic training was gathered using the Professional 
Registry of the New York City Bureau of Medical As- 


'A fellowship was defined as participation in a formal, accredited 
training program beyond the minimal residency requirement. Psy- 
choanalytic training was considered separately. 


Am J Psychiatry 137:6, June 1980 


sistance and the Biographical Directory of APA. Sepa- 
rate contrasts were made for USMGs and FMGs be- 
tween the comparison group and the group of psychia- 
trists who billed Medicaid. : 

We obtained a record of Medicaid payments to pri- 
vate psychiatrists in 1976 from the New York City Bu- 
reau of Medical Assistance payment records. Data on 
patients were obtained through a review of the charts 
kept by their doctors. The data collected consisted of 
diagnosis as listed in DSM-IT, ethnic or racial group, 
sex, age, history of psychiatric treatment, and length 
of time in treatment with the current psychiatrist. 
When more than one DSM-II diagnosis was listed, as 
occurred in 10% of the cases, the first listed diagnosis 
was selected. The DSM-II diagnoses were grouped to- 
gether in the following categories: schizophrenia (295), 
affective disorders (296, 298, 300.4), neuroses, charac- 
ter disorders, and situational disturbances (300—ex- 
cept 300.4— 301, 302, 303, 304, 307.2-307.4, 316), and 
other disorders. 

In the analysis of the data, frequency distribution 
and summary statistics were obtained for the vari- 
ables. When appropriate, significance was assessed by 
t tests, chi-square analyses, or Wilcoxon's rank sum 
statistic. 


RESULTS 
Physician Characteristics 


Seventy-eight of the psychiatrists in our Medicaid 
sample were USMGs and 42 were FMGs. Individuals 
who obtained undergraduate degrees in the United 
States and medical education abroad comprised 10% 
of this sample and were included among the FMGs. 
The FMGs were a heterogeneous group, representing 
29 countries. Forty-three percent of all of the FMGs 
received medical training in Spanish-speaking coun- 
tries. None of the FMGs who received medical train- 
ing in Spanish-speaking countries was a United States 
citizen. The FMGs had completed a psychiatric resi- 
dency in the United States. Sixty-seven percent of the 
USMGs had been trained in university or university- 
affiliated psychiatric residency programs, whereas on- 
ly 31% of the FMGs were trained in such programs 
(p«.005). 

Table 1 presents the professional profile after resi- 
dency training of psychiatrists in the Medicaid sample. 
FMGs and USMGs appeared equivalent with relation 
to the proportion of each group having APA member- 
ship, psychoanalytic training, medical school and hos- 
pital affiliation, and fellowships. Among the variables 
studied, Board certification alone distinguished the 
two groups; a higher proportion of USMGs achieved 
certification (p<.05). 

Of 116 Medicaid psychiatrists sampled, 50 (43%) did 
their residencies at university or university-affiliated 
programs, while 66 (57%) did not. Data were unavail- 
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TABLE 1 
Subsequent Training and Achievements of Foreign Madical Graduates 
(FMGs) and Graduates of U.S. Medical Schools (US VIGs) 





FMGs (N78) USMOSs (N=42) 
Percent Percent 
Variable Number of Total Number of Total 
Board certification? 
Yes 24 33.8 20 32.6 
No 47 66.2 18 47.4 
Total® 71 38 
Psychoanalytic training 
Yes 6 7.8 4 10.0 
No 71 92.2 36 90.0 
Total® 77 10 
APA membership 
Yes 60 77.9 a5 83.3 
No 17 22.1 7 16.7 
Total® 77 42 
Medical school affiliation 
Yes 30 39.0 17 42.3 
No 47 61.0 23 57,5 
Total? 77 <0 
Hospital affiliation 
Yes 58 75.3 30 75.9 
No 19 24.7 10 25.9 
Total® 77 £0 
Fellowships 
Yes 24 31.2 E 30.3 
No 53 68.8 2 70.) 
Total® 77 40 


®The difference between the foreign medical graduates anc the U.S. medical 
graduates was significant (p<.05). 

‘The totals differ because not all information was available on each variable 
for each individual doctor. 


able for 4 psychiatrists. With regard to psychoanalytic 
training, APA membership, Board certification, and 
hospital affiliation, no differences were found between 
the groups. Those trained in university and university- 
affiliated programs participated in postresidency fel- 
lowships and had medical school affiliat.cns more of- 
ten than those trained elsewhere (p.011. 

A lower proportion of the Medicaid psvchiatrists 
who were APA members had analytic training than of 
the randomly chosen APA group (p<.05); this dif- 
ference was noted within each educational group. The 
randomly chosen APA members who were USMGs 
had a significantly higher rate of medical school affilia- 
tion than did the Medicaid USMGs wkc were APA 
members (p<.05). Significant differences were not 
found for FMGs in this regard. No otker significant 
differences were found. 

The median payment from Medicaid in 1976 to 
FMGs in the sample was $21,872.20; fer USMGs it 
was $18,042.60. Seventy-two percent of the psychia- 
trists studied received more than $10,000 from Medi- 
caid in 1976, and 29% received more than $30,000. No 
statistically significant difference in the income de- 
rived from Medicaid by FMGs and USMGs was 
found. The size of USMG and FMG psychiatrists’ 
Medicaid case loads was equivalent. The average case 
load per psychiatrist was 34 patients. The patient rc- 
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TABLE 2 
Diagnosis of Medicaid Patients Treated by Foreign and U.S. Medical Graduate Psychiatrists in New York City, by Ethnic and Racial Group 





Neuroses,? 
Character Disorders, 


Situational Disturbances Schizophrenia Affective Disorders Other 
Racial and Ethnic Group Number Percent Number Percent Number Percent Number Percent 
White (N—330)* 59 17.9 169 51.2 84 25.5 18 5.5 
Black (N=115)? 38 33.0 35 30.4 38 33.0 4 3.5 
. Hispanic (N=288)° 87 30.2 63 21.9 129 44.8 9 3.1 


aExcluding DSM-II category 300.4, which is grouped with the affective disorders. 
"These Ns refer to the patients for whom data were available on both race and diagnosis. 


TA3LE 3 


Patients’ Ethnic and Racial Group, by Psychiatrists’ Educational Background 





White Patients (N=325) 


Black Patients (N= 114) Hispanic Patients (N=276) 


Psychiatrists’ Number of Percent of Percent of Percent of 
Bazkground Patients Treated? — Number Patients Treated Number Patients Treated Number Patients Treated 
U.S. medical 

school graduate 208 148 71.2 37 17.8 23 11.1 
Fozeign medical 

school graduate 507 177 34.9 77 15.2 253 49.9 


?Dzta on both patient's race and physician's background were available for 715 patients. 


ords of 14 of the 120 physicians were unavailable for 
examination. The professional profiles of the psychia- 
trists for whom patient records were unavailable did 
not differ from the remainder. 


Patient Characteristics 


Of 1,060 patient records examined, 742 contained 
data with respect to the patient's racial or ethnic 
group. Three hundred thirty-six (45%) of the patients 
were white, 290 (39%) were Hispanic, and 116 (15%) 
were black. Table 2 presents the distribution of psychi- 
atric diagnoses in the sample by racial and ethnic 
group. A significant association was found between 
ethnic and racial group and diagnosis (p<.005). The 
diagnoses of neuroses, character disorders, and situa- 
tional disturbances were twice as common among His- 
panics and blacks as among whites. Conversely, psy- 
chotic diagnoses were found more often among white 
patients. 

Table 3 presents data relating patients' ethnic and 
racial group to the psychiatrist's educational back- 
grcund. Although the »roportion of blacks who were 
being seen by FMGs and USMGs was comparable, the 
FMGs were treating significantly more Hispanics and 
USMGs were treating proportionately more whites. 
This difference was found to be significant (p.005). 

Psychiatrists trained in Spanish-speaking countries 
treated a greater percentage of Hispanic patients (80%) 
than other FMGs (25%) in their Medicaid case loads. 
FMGs from non-Spanish-speaking nations were treat- 
ing comparatively more white and black patients. This 
difference was found to be statistically significant 
(p<.0001). 

We examined the distribution of diagnoses in the pa- 


tient population in relation to the educational back- 
ground of the psychiatrists. When adjustments were 
made for the patient’s sex, ethnic and racial group, and 
history of psychiatric treatment, no significant dif- 
ference was noted in the distribution of diagnoses in 
the study population between FMGs and USMGs. 
Similar results were found when the groups contrasted 
were psychiatrists trained in university and university- 
affiliated programs and those trained elsewhere. 

The length of time patients had been in treatment 
with their current psychiatrist was studied as a func- 
tion of the educational background of the psychia- 
trists. No significant differences were found in this re- 
gard for comparable diagnoses. For example, paranoid 
schizophrenic patients had been in treatment for 2.4 
years, chronic schizophrenic patients for 2.3 years, pa- 
tients with anxiety neurosis for 1.6 years, and patients 
with depressive neurosis for 1.6 years. Similarly, 
Board certification was unrelated to either diagnosis or 
length of time in treatment. 


DISCUSSION 


Despite relatively low levels of reimbursement for 
outpatient private psychiatric treatment by Medicaid, 
psychiatrists heavily involved in New York City Med- 
icaid had credentials similar to those of the general 
APA membership. The limitation imposed on the fre- 
quency of visits precludes the possibility of an analvti- 
cally oriented practice in this setting and explains the 
fact that Medicaid psychiatrists were less likely to be 
psychoanalysts. 

The fact that among the providers the differences we 
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found in Board certification and university training 
were not reflected in different patterns of care as mea- 
sured by diagnosis and length of time in treatment 
tends to raise the question of whether educational 
background per se should be used as a critical discrim- 
inator for the delivery of quality care. 

Balanced against the uncertain impact of differences 
in credentials between USMGs and FMGs, the unique 
contribution made by Hispanic FMGs in treating the 
Spanish-speaking poor population (40% of the city's 
poor) of New York City must be recognized. Facility 
with Spanish is a major asset in a field where verbal 
interchange is central to the therapeutic process. Al- 
though there may be no shortage of physicians in the 
United States, it is possible that the implementation of 
the Heelth Professions Educational Assistance Act of 
1976 will adversely alter the quality of care currently 
being delivered within the Hispanic community. 

Although the Hispanic population of New York City 
can receive care from Spanish-speaking psychiatrists, 
black psychiatrists are largely unavailable. Although 
50% of the New York City population below the pov- 
erty line is black, only 1596 of the patients seen by the 
Medicaid sample of private psychiatrists was black. 
The paucity of black psychiatrists (nationally there are 
on]y 450 out of 25,000) may account for this apparent 
underutilization of Medicaid private psychiatric serv- 
ices (10). Both a possible reluctance of white and His- 
panic psychiatrists to see black patients and of black 
patients to go to white and Hispanic psychiatrists can- 
not be discounted as an explanation. The blacks who 
are eligible for Medicaid may be turning, instead, to 
hospital and free-standing clinics. 

Kramer and associates (2) have stated that racist at- 
titudes bias clinical judgment in such a way that more 
severe diagnoses are given members of minority 
groups. For example, Grier and associates (11) 
claimed that the diagnosis of paranoia is assigned more 
readily to blacks than to whites. According to a study 
issued by the Hispanic Research Center of Fordham 
University (12), Puerto Ricans, who comprise two- 
thirds of the Hispanic population in New York City, 
more often remain undiagnosed or receive severe diag- 
noses * by the overwhelmingly non-Puerto Rican staff 
of psychiatrists and others who interview them." Si- 
mon and associates (13), who studied the diagnoses 
given to psychiatric inpatients, found that when a 
structured instrument was used, race and diagnosis 
were independent. However, these factors were not 
independent when diagnosis was determined by the 
usual clinical methods. 

Our study of private psychiatrists does not support 
the often-made assertion that psychiatric diagnosis is 
biased against members of minority racial and ethnic 
groups. Unless all of these psychiatrists have a consis- 
tent bias, which seems unlikely given the multiplicity 
of their backgrounds, it is unlikely that race or ethnic 
bias substantially influenced the diagnoses they gave. 
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This finding may be optimistically viewed in a polyglot 
nation that is grappling with the issues of social justice 
and equal opportunity. Whether a result of the in- 
creased awareness fostered by the civil rights move- 
ment or of the increased rigor that is being brought to 
bear on the methodology of psychiatric diagnosis, the 
providers of care to the poor in New York City seem 
free from this form of bias (14). 

The finding that a significantly greater proportion of . 
white patients were given a diagnosis of schizophrenia 
is understandable given the socioeconomic composi- 
tion of the population of New York City. A white pa- 
tient who is in such dire economic straits as to be eli- 
gible for Medicaid is likely to have a severe psychiatric 
disability contributing to his economic situation. 
White patients, who are not burdened by discrimina- 
tion, are less likely to be forced out of the private non- 
Medicaid sector for less severe conditions. The drift 
toward the lower socioeconomic classes postulated for 
people suffering from schizophrenia (15; may account 
for the disproportionately greater number of whites 
who were given a schizophrenic diagnosis in the study 
population. 

In summary, although diagnosis is apzarently unaf- 
fected by racial or ethnic considerations, the fact that 
the bulk of the citizenry below the poverty line in New 
York City are from minority groups means that they 
receive their psychiatric care from a diferent part of 
the private psychiatric sector (3). Howsver, with re- 
gard to the structural variables studied, the providers 
to the poor do not differ markedly from psychiatric 
practitioners at large. It remains to be determined 
whether more refined clinical studies will separate 
these various groups. 
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Primary Affective Disorder in Relatives of Patients 


with Anorexia Nervosa 


BY ANDREW WINOKUR, M.D., PH.D., VICKI MARCH, AND JOE MENDELS, M.D. 


The authors examined the incidence of primary 
affective disorder (PAD) in relatives of 25 patients with 
anorexia nervosa and of 25 normal control subjects. 
Among the relatives of patients with anorexia nervosa, 
22% (N —43) had histories of PAD, while only 10% 
(N=17) of the relatives of controls had such histories. 
Among the PAD relatives of anorectic probands, 

34 had histories of unipolar depression and 9 of 
bipolar affective disorder. These findings provide 
further evidence of a possible relationship between 
anorexia nervosa and affective illness. 


everal investigators have commented on clinical 
features of anorexia nervosa that resemble mania 
(1, 2) or depression (3-5). There have been a few re- 
ports of favorable responses of anorectic patients to 
psychotropic drugs used in treating affective disor- 
ders, such as amitriptyline (4) and lithium carbonate 
(1). In addition, there have been reports in anorectic 
patients (6-8) of endocrine abnormalities that also 
have been observed in some patients with affective 
disorders, such as deficient thyrotropin response, ex- 
aggerated growth hormone response to thyrotropin-re- 
leasing hormone (9), and increased activity of the hy- 
pothalamic-pituitary-adrenal cortical axis (10). We 
have been impressed, as have other investigators, with 
the frequency of depressive episodes in patients with 
anorexia nervosa. Even more striking has been the oc- 
currence in some of our patients of manic-like symp- 
toms, including euphoria, pressure of speech, racing 
thoughts, and hyperactivity. 
Little information is available on the incidence of 
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primary affective disorder in relatives of patients with 
anorexia nervosa. In the only study we are aware of 
that examined family members, Cantwe:l and associ- 
ates (3) observed that 2 fathers, 15 mothers, and 6 sib- 
lings of 25 anorectic patients had histories of affective 
disorder of unspecified type. Since the authors did not 
give the total number of relatives of anorectic pro- 
bands, it is not possible to determine the incidence of 
affective disorder in these families. Ir addition, no 
control data were obtained. In the study reported here- 
in, we have examined systematically the incidence of 
primary affective disorder in relatives o7 patients with 
anorexia nervosa. 


METHOD 


Anorectic subjects were current or former patients 
of the Inpatient Psychiatry Unit, Hcspral of the Uni- 
versity of Pennsylvania, or patients referred for out- 
patient evaluation.. The sample included 25 consecu- 
tive patients who satisfied the criteria of Feighner and 
associates (11), agreed to participate in an interview, 
and were able to provide one relative for an independ- 
ent interview. The comparison group was composed of 
25 age-matched ‘‘normal’’ women, primarily from the 
university community, with similar sociodemographic 
characteristics but no history of anorexia nervosa or 
depression. Anorectic patients and controls were eval- 
uated similarly. Independent semistructured inter- 
views were conducted with each subject and with at 
least one relative. Extensive information was obtained 
about grandparents, parents, and siblings aged 18 or 
over regarding possible indications of affective dis- 
order, schizophrenia, and alcoholism. Cata were gath- 
ered systematically and in sufficient detail to allow as- 
signment of diagnoses according to Research Diagnos- 
tic Criteria (12). Only casual efforts were made to 
obtain data about other forms of psychopathology. 
When conflicting or unclear information was obtained 
from proband and relative we attemp-ed to contact 
other relatives for clarification. A total c£ 14 additional 
family members of anorectic patients and normal con- 
trols were interviewed to resolve such ambiguities and 
uncertainties. Interviewed family members were diag- 
nosed according to RDC (12) and noninterviewed rela- 
tives according to the Family History-Research Diag- 
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TABLE 1 
Primary Affective Disorder in Relatives of Anorectic Patients and Con- 
trois - 


Type of Disorder 


Unipolar Bipolar Total 
Relative N % N 9? N € 
Anorectic patients 
Males 
Paternal grandfather (N=21) 4 19 0 4 19 
Maternal grandfather (N=21) 0 0 0 0 
Father (N25) 3 GEL dg 4 4 16 
Brother (N=22) 3 14 1| 5 4 19 
Total (N=89) i0 11 2 2 12 13 
Females 
Paternal grandmother (N —22) 2 10 1 5 3 14 
Maternal grandmother (N —25) 7 28 1 4 8 32 
Mother (N«25) 9 36 | 4 10 40 
Sister (N=31) 6 19 4 13 10 32 
Total (N= 103) 24 23 7 7 31 30° 
Controls 
Males 
Paternal grandfather (N —23) 1 4 0 l 4 
Maternal grandfather (IN =23) 0 0 0 0 
Father (N —25) à 8 0 2 8 
Brother (N=21) 4 19 0 4 19 
Total (N=92) 7 8 0 7 B 
Females 
Paternal grandmother (N —22) j S ] > 2-9 
Maternal grandmother (N=24) 3. B 0 3 13 
Mother (N —25) 3 12 0 3 12 
Sister (N —14) l 2 14 0 2 14 
Total'(N=85) 9 1]i 1 1 10 12 


nostic Criteria (13). Since there were no significant 
differences between data for interviewed and non- 
interviewed relatives, data were pooled. 


RESULTS 


Reliable information could be obtained for 192 of the 
203 relatives of anorectic subjects. There were clear 
histories of primary affective disorder in 43 of these 
relatives (2226). Of the 184 relatives of control sub- 
jects, reliable information was available for 177. Only 
17 of these relatives (10%) had histories of PAD 
(y?= 18.70, df=1, p<.005). Other psychiatric disorders 
in relatives of anorectic patients included 7 cases of 
secondary affective disorder related to significant med- 
ical problems (4%), 8 cases of alcoholism (4%), 1 case 
of schizophrenia, and | case of sociopathic personal- 
ity. In relatives of normal controls there were 13 cases 
of alcoholism (7%) but no other reported psycho- 
pathology. 

In the anorectic group, of the 43 relatives with PAD 
(31 females, 12 males), 34 had unipolar depression and 
9 had bipolar affective disorder. As can be seen in 
table 1, there was no specific distribution in terms of 
generation or relationship. However, more female 
than male relatives had a history of PAD (30% versus 
1396; y?=5.97, df=1, p«.025). The rate of PAD was 
significantly higher in female relatives of anorectic pa- 
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TABLE 2 
Distribution of Primary Affective Disorder in Relatives of Anorectic Pa- 
tients and Controls 


Anorectic Families Control Families 


Number of Family 

Members with PAD N %H N % 
0 6 24 13 52 
1 7 28 7 28 
2 or more 12 48? 5 20 


‘Significantly different fom controls (y?=5.46, p<.025). 


tients than in female relatives of control subjects (30% 
versus 1296; x?—8.13, df=1, p<.005). The incidence of 
PAD in male relatives of anorectic patients was almost 
twice that in male relatives of controls (1496 versus 
896), but this difference was not statistically signifi- 
cant. The data suggest that the increased incidence of 
PAD among female relatives can be accounted for by 
relatives on the maternal side. Thus, maternal grand- 
mothers of anorectic patients had a PAD incidence of 
32%, while the incidence among paternal grand- 
mothers was only 14%. Because of the small numbers 
involved, this difference did not reach statistical signif- 
icance. 

We also examined the incidence of PAD in the 25 
families of anorectic patients and the 25 control fami- 
lies. This analysis is important because a person from 
a family that includes individuals with PAD is at great- 
er risk for having a history of depression than is one 
from a family with no other cases of PAD. Thus, PAD 
might ‘‘bunch’’ in a few families of anorectic patients, 
giving the appearance of a generally increased in- 
cidence. Twelve families of control subjects (48%) and 
19 families of anorectic patients (7696) included at least 
one relative with PAD. This difference is significant 
(p<.05, Fisher exact test), indicating that PAD oc- 
curs more frequently in families of anorectic patients. 
Cases of bipolar affective disorder were identified in 6 
anorectic families (24%) and in only 1 control family 
(4%) (p<.05, Fisher exact test). 

We also examined the distribution of relatives with 
PAD (table 2). The two groups differed in terms of the 
number of families that had 2 or more members with 
PAD—12 anorectic families (48%) versus 5 normal 
families (20%) (x?=5.46, df=2, p<.025). No dif 
ferences were noted between patients with a strong 
family history of PAD and those with no family history 
in terms of clinical features of anorexia nervosa (age of 
onset, amount of weight loss, amenorrhea, and self- 
induced vomiting). In addition, there were no dif 
ferences in affective symptomology, including epi- 
sodes of depression, hypomania, hyperactivity, and 
racing thoughts. It must be emphasized, however, that 
this analysis was based on a comparison of small 
groups. Additional studies will be needed to determine 
whether a family history of PAD predicts differences 
in the clinical presentation of anorexia nervosa. 
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An unrelated but interesting clinical observation 
was the report of 21 of the 25 anorectic patients that 
they had experienced episodes of racing thoughts. In 
all, 23 patients described distinct episodes of both de- 
pression and hypomania. Of the 25 control subjects, 
only 6 (24%) reported racing thoughts (?=15.78, 
df=1, p<.001). The greater incidence of racing 
thoughts in the anorectic patients suggests further clin- 
ical similarity to bipolar affective disorder. 


DISCUSSION 


The data we have reported indicate that primary af- 
fective disorder is more frequent in relatives and fami- 
lies of patients with anorexia nervosa than in relatives 
and families of matched normal control subjects. 
These data extend the observations of Cantwell and 
associates (3). The incidence of primary affective dis- 
order in relatives of anorectic patients (22%) is consid- 
erably higher than that reported in studies of normals 
(14) and that observed in our normal subjects (10%). 
The incidence of PAD in relatives of anorectic patients 
is similar to that reported in family studies of probands 
with PAD. For example, in a study of first-degree rela- 
tives of 134 patients with bipolar affective disorder, 
Mendlewicz (15) reported an overall incidence of af- 
fective illness of 33.7% in parents and 39.2% in sib- 
lings. Perris (16) investigated the families of 277 pa- 
tients with PAD and found a PAD incidence of 21.8% 
in relatives of bipolar patients and 14.4% in relatives 
of unipolar patients. There was no increase in the in- 
cidence of other psychiatric disorders in our group. 

Although the RDC interview format provides a con- 
venient and systematic method for obtaining informa- 
tion about the incidence of psychopathology in rela- 
tives of a proband group, several reservations must be 
expressed about this approach. For example, family 
members may forget or withhold important informa- 
tion. Interviewers' expectations may influence the 
tvpe of information obtained or the way it is inter- 
preted. We attempted to minimize these limitations by 
interviewing proband and relative separately and by 
contaciing other family members, when feasible, to 
clarify any ambiguities. 

In a previous report we found no increased in- 
cidence of PAD in relatives of patients with Park- 
inson's disease (17). This finding was contrary to our 
expectations and to the results of a pilot study (18). 
Thus it suggests that a family history of PAD is not 
inevitably observed as a result of an investigation in 
which the proband group has a significant illness and 
the investigators expect positive results. The fact that 
no cases of secondary affective disorder, schizophre- 
nia, or other forms of psychopathology were reported 
in the normal families might suggest that these subjects 
were reluctant to disclose information about psychiat- 
ric disorders in their relatives. It should be noted, 
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however, that only one case of schizophrenia and one 
case of personality disorder were reported in relatives 
of anorectic patients. Moreover, the normal subjects 
reported 17 cases of PAD and 13 cases of alcoholism, 
which indicates a willingness to discüss psycho- 
pathology in family members. It is not clear why cases 
of secondary affective disorder were fourd only in rel- 
atives of anorectic probands. 

Our study did not address the possibility that ano- 
rexia nervosa in the proband corstitutes a significant 
stress to the family and might be responsible for the 
increased familial incidence of zffsctive disorder. Fac- 
tors militating against this explanation include the find- 
ings that primary affective disorder was approximately 
evenly distributed across three generations of female 
relatives, and depressive illness in relacives (particu- 
larly mothers and maternal grandmothers) often ante- 
dated the proband's development of anorexia nervosa. 
Further studies are required to determine whether the 
incidence of primary affective disorder in relatives of 
anorectic patients is related to geaetic factors, to fam- 
ily stresses associated with a serious adolescent ill- 
ness, or to some other as yet unidentified factor or fac- 
tors. 

Consistent with the suggestions of some relationship 
between anorexia nervosa and depression (3-5) are 
our findings of an increased incidence of PAD in rela- 
tives of anorectic patients, as well as our clinical ob- 
servations of mood swings in many of these patients. It 
is possible that anorexia nervosa represents an end- 
point clinical syndrome that can te reached by a varie- 
ty of paths. Thus the apparent -elationship between 
anorexia nervosa and the affective disorders may hold 
for an as yet unidentified subgroup of anorectic pa- 
tients. This hypothesis is supported clinically by the 
fact that some patients with anorexia nervosa show 
strong clinical features of affectiv2 disorder, while oth- 
ers demonstrate little such svmptomatology. Thus, 
there may be a subgroup of patients with anorexia ner- 
vosa who have a genetic loading for affective disorder 
and manifest a mixed clinical picture of anorexia ner- 
vosa and affective disorder. It is possible that this sub- 
group might be specifically responsive to treatment 
with tricyclic antidepressant drugs or lithium carbon- 
ate. 


REFERENCES 


1. Barcai A: Lithium in adult anorexia nervosa. Acta Psychiatr 
Scand 55:97-101, 1977 

2. Kron L, Katz JL, Gorsynski G, et al: Hyperactivity in anorexia 
nervosa: a fundamental clinical feature. Compr Psychiatry 
19:433-440, 1978 

3. Cantwell PD, Sturzenberger S, Burroughs J, et al: Anorexia ner- 
vosa--an affective disorder? Arch Gen Psychiatry 34:1087- 
1093, 1977 

4. Moore DC: Amitriptyline therapy in anorexia nervosa. Am J 
Psychiatry 134:1303-1304, 1977 

5. Katz JL, Walsh BT: Depression in anorexia nervosa (ltr to ed). 
Am J Psychiatry 135:507, 1978 

6. Maeda K, Kato Y, Yamaguchi N, et el: Growth hormone releas- 


698 


11. 
14. 


AFFECTIVE DISORDER IN RELATIVES OF ANORECTICS 


ing following TRH in patients with anorexia nervosa. Acta 
Endocrinol 81:1-8, 197€ 


. Walsh T, Katz JL, Levin J, et al: Adrenal activity in anorexia 


nervosa. Psychosom Med 40:499-506, 1978 


. Danowski TS, Livstone E, Gonzales AR, et al: Fractional and 


partial hypopituitarism in anorexia nervosa. Hormones 3:105- 
118, 1972 


. Maeda K, Kato Y, Ohgc S, et al: Growth hormone and prolactin 


release after injection cf thyrotropin-releasing hormone in pa- 
tients with depression. J Clin Endocrinol Metab 40:501-505, 
1975 


. Carroll BJ, Curtis GC, Mendels J: Neuroendocrine regulation in 


depression, I. Limbic system-adrenocortical dysfunction. Arch 
Gen Psychiatry 33:1039-1044, 1976 

Feighner JP, Robins E, Guze SE, et al: Diagnostic criteria for 
use in psychiatric research. Árch Gen Psychiatry 26:57-63, 1972 
Spitzer RL, Endicott J, Robins E, et al: Preliminary report of 
the reliability of case records, in Predictability in Psycho- 
pharmacology: Preclinical and Clinical Correlations. Edited by 
Sudilovsky A, Gershon S, Beer B. New York, Raven Press, 


13. 


14. 


15. 


16. 


17. 


18. 


Am J Psychiatry 137:6, June 19280 


1975 

Endicott J, Spitzer RL, Andreasen N: Family History-Research 
Diagnostic Criteria (FH-RDC). New York, New York State 
Psychiatric Institute, Biometrics Research Division, 1975 
Helgason T: Epidemiology of mental disorders in Iceland. Acta 
Psychiatr Scand, Supplement 173, 1964, pp 1-258 

Mendlewicz J: Application of genetic techniques to psychiatric 
research, in Biological Bases of Psychiatric Disorders. Edited 
by Frazer A, Winokur A. New York, Spectrum Publications, 
1977 

Perris C: Frequency and hereditary aspects of depression. in 
Depression: Behavioral, Biochemical, Diagnostic and Treat- 
ment Concepts. Edited by Gallant DM, Simpson GM. New 
York, Spectrum Publications, 1976 

Winokur A, Dugan J, Mendels J, et al: Psychiatric illness in rela- 
tives of patients with Parkinson’s disease: an expanded surv2y. 
Am J Psychiatry 135:854-855, 1978 

Stern SL, Hurtig HI, Mendels J, et al: Psychiatric illness in rela- 
tives of patients with Parkinson's disease: a preliminary report. 
Am J Psychiatry 134:443-444, 1977 


Am J Psychiatry 137:6, June 1980 


699 


Depression, Demographic Dimensions, and Drug Abuse 


BY WALTER DORUS, M.D., AND EDWARD C. SENAY, M.D. 


The authors examined the relationship between 
depressive symptoms, drug-use pattern, and 
demographic variables in 432 substance abusers. 
Assessment was at intake and at 4 and 8 months. 
Depression was measured by using the Beck 
Depression Inventory, the Hamilton Rating Scale for 
Depression, and the Current and Past 
Psychopathology Scales. At intake 46% of the subjects 
reported moderate or high levels of depression on the 
Beck scale and 29% of subjects scored in the high or 
moderate range of depression on the Hamilton scale. 
After eight months, depression scores were 
significantly lower in all drug abuse groups. These 
reductions were not related to type or length of 
freatment. 


Re reports indicate that a significant proportion 
of drug abusers suffer from depressive symptoms. 
Hill and associates (1) noted elevated MMPI scores for 
270 opioid-dependent patients. Wieland and Sola (2) 
found that heroin users tended to score higher than 
normal subjects on the Zung Depression Scale. De- 
Leon and associates (3) reported an elevated mean 
score on the Beck Depression Inventory for 208 ex- 
heroin addict patients from a therapeutic community. 
Senay and associates (4) reported elevated depression- 
anxiety scores on the Psychiatric Status Schedule in 
640 primarily heroin-dependent outpatients. Weiss- 
man.and associates (5) found that 32% of 106 meth- 
adone maintenance patients were clinically depressed. 
Wesson and associates (6) found that depression as 
measured by the MMPI was a common feature in a 
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"non-street-wise" group of multiple substance abus- 
ers. McLellan and Druley (7) reported a nigh incidence 
of depression in sedative-hypnotic abtsers although 
not in heroin users or stimulant abusers. The extent of 
such differences between different type= of drug abus- 
ers is by no means established. To our knowledge 
there have been no studies of the prevalence of depres- 
sion in opioid-dependent patients with short addiction 
histories and no definitive follow-up cf either these 
groups or of multiple substance abuser:. 

We addressed these problems by Lsing a multi- 
variate approach to assess the relationship between 
depressive symptoms and patterns of drug use, age, 
sex, race, marital status, education, ard occupation. 
Patients were categorized as long-term opioid addicts, 
recently addicted opioid addicts, or nor-opioid-depen- 
dent multiple substance abusers. We assessed changes 
in prevalence and severity of depression over time in 
each group. We also compared depression scores of 
patients who left treatment early to the scores of those 
who remained in treatment. 


METHOD 


We recruited subjects from applicant:. for treatment 
at the Illinois Drug Abuse Program Chicago Central 
Intake Unit. Of 548 applicants screenec over a 1-year 
period, 432 (79%) agreed to participate and gave in- 
formed consent. Subjects were interviewed at intake, 
approximately 4 months after intake, and approxi- 
mately 8 months after intake. After the completion of 
the intake procedures and the first resezrch interview, 
patients were referred to 1 of approximately 30 clinics 
in the Chicago area. Most of the opioid-dependent pa- 
tients went to conventional methadone maintenance or 
detoxification outpatient clinics; a few were admitted 
to inpatient units or Synanon-style thzrapeutic com- 
munities. Multiple substance abusers were referred to 
outpatient or residential drug-free units where individ- 
ual group counseling constituted the pr mary mode of 
therapy. i 

We measured depression using the Beck Depression 
Inventory, the Hamilton Rating Scale for Depression, 
and the past depression-anxiety scale Dr the Current 
and Past Psychopathology Scales (CAPPS). The Beck 
Scale is a 21-item self-report instrument that measures 
affective, cognitive, motivational, and somatic symp- 
toms of depression (8). Scores of 0-15 -ndicate no de- 
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pression or mild depression; scores of 16-23 indicate 
moderate depression; and scores of 24 or more in- 
dicate severe depressicn. l 

The Hamilton Scale is a 17-item interviewer-admin- 
istered instrument with an emphasis on observed be- 
havior rather than on subjective feelings of depression 
(9). Scores of 0-14 indicate no depression or mild de- 
pression; 15-23 moderate depression; and 24 or more 
severe depression (10). 

The CAPPS is a semistructured psychiatric inter- 
view (11). The past section covers the period of time 
from age 12 to 1 month prior to entering treatment. 
The scores on the 6-point scale range in severity from 
1 (symptom not present) to 6 (symptom present to an 
extreme degree). In our experience, outpatients rarely 
score higher than 3 on any item. 

Subjects took the Beck and Hamilton tests at each 
interview and the CAPPS at the second interview. In- 
terviewers were two psychologists and a psychiatric 
. social worker who had been trained in the use of these 
instruments. Interrater reliability was .85 or higher on 
all CAPPS items. 


RESULTS 
Demographic Characteristics and Drug Use History 


We divided the sample (N=432) into three groups 
based on type and length of drug abuse: 1) patients 
with a history of opioid addiction of 2 or more years 
(N 266); 2) patients with a history of opioid addiction 
of less than 2 years (N —100); and 3) patients who were 
non-opioid-dependent multiple substance abusers 
(N=66). Of the multipie substance abusers 49% re- 
ported heavy marijuana use, 21% heavy alcohol use, 
12% heavy barbiturate use, and 11% heavy ampheta- 
mine use. The decision io divide the opioid-dependent 
group was based on our clinical impression that pa- 
tients applying for treatment with short addiction his- 
tories appear to exhibit more psychopathology than 
patients with longer addiction histories. Table 1 shows 
the demographic characteristics of each substance 
abuse group. Significant differences between groups 
were found for five variables: sex, age, marital status, 
race, and occupation. There were no significant dif- 
ferences between groups in employment status or level 
of education. 


First Interview Beck and Hamilton Scores 


Frequencies of patients scoring in the high, moder- 
ate, and low range on the Beck and Hamilton scales 
were calculated for each substance abuse group and on 
six demographic variables: sex, age, race, marital stat- 
us, educational level, and occupational level. Table 2 
shows the Beck scale frequency distribution for the 
entire sample and for the variables (substance abuse 
patterns, sex, educational level, and occupational lev- 
el) in which significant (p«.05) differences were found. 
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On the Hamilton Scale, 5% of the entire sample 
scored in the high range, 23% in the moderate range, 
and 72% in the low range. Among the subgroups a sig- 
nificant difference was found only on the sex variable: 
for women 8% scored in the high range and 28% in the 
moderate range; for men 3% scored in the high range 
and 21% in the moderate range (p.01). 

The level of depressive symptoms on the Beck and 
Hamilton scales was cross-tabulated with the sub- 
stance abuse subgroup and with the six demographic 
variables. When significant differences occurred, we 
introduced the other variables individually as controls 
to determine if they accounted for the differences. This 
analysis enabled us to determine which demographic 
subgroups contributed to the significant findings and 
whether or not interaction occurred between any two 
variables in determining depression levels. The signifi- 
cant differences between drug abuse groups on the 
Beck Scale are a result of the larger proportion of mul- 
tiple substance abusers scoring in the high range— 2956 
compared with 2396 of the short-term opioid-depen- 
dent subjects and 1596 of long-term opioid-dependent 
subjects. When we introduced demographic controls, 
we found that this finding remained significant for sub- 
jects aged 20 years or less, subjects aged 35 years or 
over, and subjects who were divorced or widowed. 

Female subjects were significantly more depressed 
than male subjects as measured by the Beck and Ham- 
ilton Scales. On the Beck Scale this significant sex dif- 
ference persisted for most demographic subgroups. 
The exceptions were subjects aged 20 years or less, 
those aged 25 years or more, those with less than 10 
years of education, those who were multiple substance 
abusers, and those who were single, divorced, or wic- 
owed. On the Hamilton Scale the increased level cf 
depression in female subjects was found in long-term 
opioid-dependent subjects, subjects aged 25-29 years, 
black subjects, subjects who had 10-11 years of educz- 
tion, those with unskilled occupational levels, and sub- 
jects who were employed. 

Educational level was inversely proportional to 
Beck Scale depression levels: the subgroup with the 
largest percentage of high (26%) depression scores was 
the least educated; the subgroup with the lowest per- 
centage (90%) was the best educated. Controlling for 
other variables, we found significantly elevated de- 
pression scores in subjects with lower educational lev- 
el among male subjects, subjects aged 25-29 years, 
and those in the unskilled occupational subgroup. Of 
those in the 10- to 11-year educational category, 51% 
were at least moderately depressed; the only other 
subgroups with higher proportions of moderate and 
high depression on the Beck Scale were the youngest 
subgroup (56%) and women (57%). Occupational level 
also significantly differentiated levels of depression on 
the Beck Scale. The unskilled group was the most de- 
pressed; the skilled manual group was the least de- 
pressed. This difference remained significant only for 
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TABLE 1 
Demographic Characteristics of 432 Substance Abusers 





Opioid-Dependent Group 


Multiple 
More Than Less Than Substance 
2 Years 2 Years ' Abuse Group 
(N=266) (N=100) (N =66) Sigaificance Level 
Variable N % N 06 N 06 P xt 
Sex .04 6.5 
Male 183, 69 57 57 49 74 
Female | 83 3j 43 43 17 26 
Marital status <.005 25.9 
Single 116 44 49 49 49 74 
Married 80 30 37 37 10 15 
Divorced 70 26 14 14 7 1] 
Race «.005 12.5 
White 83 31 36 36 36 55 
Black 183 69 64 64 30 45 
Occupation? .025 12:5 
Business, management, professional, , 
administrative, small business 14 5 12 12 3 4 
Clerical 22 8 11 11 9 14 
Skilled manual 87 33 26 27 10 15 
Semi-skilled 27 11 8 8 6 9 
Unskilled 61 23 13 14 17 26 
Other® 54 20 27 28 21 32 
Mean age (years) 26.0+6.1 24.3+6.0 PAE esp ae | <.001 F=14.2 
?'Totals differ due to missing data. 
*Excluded in statistical analysis. 
TABLE 2 
Frequency of Beck Depression Inventory Scores for Significant (p<.05) Variables 
Depression Score Frequency (96) Sig3ificance Level 
Index High Moderate Low p x? 
Entire sample (N=432) 19 26 55 
Substance abuse pattern «.05 9.8 
Long-term, opioid (N —266) I5 29 56 
Short-term, opioid (N — 100) 23 23 54 
Non-opioid, multiple (N =66) 29 18 53 
Sex .001 13.3 
Male (N —289) 15 24 61 
Female (N= 143) 26 31 43 
Educational level <.05 13.3 
Post-high school (N=53) 9 23 68 
High school graduate (N= 114) 18 20 62 
10-11 years of school (N= 193) 19 32 49 
Less than 10 years of school (N272) 26 22 3I 
Occupational status <.05 9.8 
Skilled manual (N=98) 12 20 67 
Semiskilled (N=90) 16 30 54 
Unskilled (N=244) 22 27 51 


the married subjects when controls were introduced. 

Using multiple regression analysis, we determined 
that 5.6% of the total variance on the Beck scores and 
7.8% of the variance on the Hamilton scores were at- 
tributable to the substance abuse subgroup and to the 
demographic variables. No single variable made a 
large contribution to the explained variance. 


Longitudinal Assessment 


We obtained two follow-up interviews on 228 (53%) 
of the 432 subjects: 149 (56%) of the long-term opioid- 
dependent subjects, 44 (44%) of the short-term opioid- 
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dependent subjects, and 35 (53%) of the multiple sub- 
stance-abusing subjects. The second and third inter- 
views were conducted approximately 4 months and 8 
months after the initial interview. Ther2 were no de- 
mographic differences between the subjects followed 
up and those lost to follow-up. 

Table 3 shows the changes in mean Beck and Hamul- 
ton scores for each drug abuse group between inter- 
views. On the Beck scale, the reduction in levels of 
depressive symptoms for all groups be-ween first and 
third interviews is marked; however, the mean score 
for the long- and short-term opioid-depzndent groups 
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TABLE 3 
Depression Scores for 432 Substance Abusers at Intake, 4 Months After Intake, and 8 Months After Intake 





First Interview Second Interview Third Interview First to Third Interview 


Scale and Group Mean SD 9??? Mean SD % = Mean SD 9% Mean Change p t? 
. Beck Depression Inventory 

Long-term opioid-dependent (N=149) 14.44 7.95 4i 9.15 8.01 23 8.67 8.58 21 m5: «.001 7.55 
Short-term opioid-dependent (N=44) 15.20 8.00 46 11.93 1025 34 10.07 9.72 27 —5.13 <.01 3.20 
Multiple substance abuse (N 35) 16.49 10.12 49 13.83 10.41 4l 9.20 7.36 26 —7.29 «.001 4.59 

Hamilton Rating Scale for Depression 
Long-term opioid-dependent (N—149) 11.33 621 28 9.01 623 17 8.94 6.38 17 —2.39 «.001 3.7] 
Short-term opioid-dependent (N=44) 11.91 6.74 27 10.94 7.02 25 9.36 7.08 22 —2.65 «05 2.2 
Multiple substance abuse (N35) 11.94 7.21 3$ 10.54 645 26 9.06 5.87 17 —2.89 <.05 2.55 


*Percentage of patients in each group with high and moderate scores. 
>Two-tailed t test. 


decreased more between the first and second inter- 
views (p<.001 and p<.05, respectively) than between 
the second and third irterviews. This pattern was re- 
versed for the multiple substance abuse group. On the 
Hamilton scale, the change in mean score was greater 
for the long-term opioid-dependent group between the 
first and second interviews (p<.001) than between the 
second and third interv:ews. The changes between the 
first and second interviews were not significant for the 
short-term opioid-dependent and multiple substance 
abuse groups. The percentage of subjects who scored 


in the moderate or high range decreased 18% for the 


multiple substance abusers and 1196 and 596, respec- 
tively, for the long- and short-term opioid-dependent 
subjects. Thus, although there was apparent improve- 
ment in depression for all groups at 8-month follow-up, 
substantial numbers of subjects remained clinically de- 
pressed through the study. 

The mean past CAPPS scores on the depression- 
anxiety scale were 2.12+0.584 for the multiple sub- 
stance abusers, 1.84+0.400 for the short-term opioid- 
dependent subjects, and 2.01- 0.505 for the long-term 
opioid-dependent subjects. Differences between 
groups were significant (p«.05). These mean scores 
are approximately midway between the means report- 
ed by Endicott and Spitzer (11) for nonpatients and 
psychiatric patient populations with diagnoses of 
schizophrenia or neurosis. 


Length of Treatment 


At 4 months 18% of the long-term opioid-dependent 
subjects, 37% of the short-term opioid-dependent sub- 
jects, and 30% of the multiple substance abusers had 
left treatment. At 8 months the percentages had risen 
to 33%, 57%, and 53%, respectively. At both points in 
time these differences between groups in treatment re- 
tention were highly significant (p<.005). Pearson prod- 
uct-moment correlations between length of treatment 
and Beck scores for the first, second, and third inter- 
views were nonsignificant (r=—.10, —.22, and —.11, 
respectively). We found no differences on demograph- 
ic variables or on initial Beck and Hamilton depression 
scores between subjects who remained in treatment 
and those who had left treatment by 4 months. 


We regressed third interview Beck and Hamilton 
scores on the following variables: past CAPPS depres- 
sion-anxiety scale, drug-abuse group, sex, age, race, 
marital status, education, employment status, and 
weeks in treatment. With the Beck score as the depen- 
dent variable, the independent variables accounted for 
26.1% of the variance in scores; 15.8% of the variance 
was attributable to past CAPPS depression-anxiety 
scale score, 1.6% to drug abuse group, and less than 
1% to length of treatment. Using the Hamilton score as 
the dependent variable, we accounted for 24.7% of the 
variance; 17% of the variance was attributable to the 
past CAPPS depression-anxiety scale score, and the 
drug abuse group and length of treatment each contri»- 
uted less than 1%. Thus, the most important determi- 
nant of elevated depression scores at 8 months among 
the variables examined appears to be a history of epi- 
sodes of depressicn or anxiety. The demographic vari- 
ables, drug abuse patterns, and length of treatment had 
little impact on depression scores. 


COMMENT 


Our results are consistent with other studies in 
which heroin addicts exhibited high levels of depres- 
sive symptoms, especially at the time of entering treat- 
ment (12). In addition, our results show that this find- 
ing applies to the recently addicted as well as to long- 
term opioid addicts and multiple substance abusers. 

In part, the depressive symptoms mav represent 
drug effect. Chronic opioid use results in increased 
feelings of dysphoria and depression (13). The chronic 
use of several substances, including sedative-hypnot- 
ics, could have resulted in a similar symptom pattern 
in the multiple substance abusers. McLellan and asso- 
ciates (14) reported increased depression in chronic 
sedative-hypnotic abusers compared with opiate and 
stimulant users. Since our multiple substance abuse 
group included more sedative-hypnotic abusers than 
stimulant abusers, our findings may be interpreted as 
supporting their findings. With regard to differences in 
depression related to demographic variables, we note 
that our results are similar to surveys of the general 
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population which indicate that women, subjects with 
less education, and subjects with semiskilled or un- 
skilled jobs have higher symptom levels (15). 

One striking finding in our study was the decrease in 
depression scores between interviews for all sub- 
stance-abusing subgroups. This is perhaps the best 
evidence that a large portion of the elevated depres- 
sive symptomatology noted at intake 1s the result of an 
acute life stress situation. This finding may be partially 
explained by the theories of Frank (16), which state 
that decision to seek treatment represents an active 
mode of response to stress resulting in reduced symp- 
tomatology. The greater reduction in symptoms in the 
long-term opioid-dependent group occurred between 
the first and second interviews and in the multiple sub- 
stance abuse group between the second and third in- 
terviews. We believe this difference in patterns re- 
fiects the type of drug abused; i.e., recovery from psy- 
chological symptoms related to opioid use occurs 
more rapidly than recovery from sedative-hypnotic 
use. Methadone treatment often results in a rapid re- 
duction or cessation of heroin use and a dramatic 
change in a patient's lifestyle. This rapid treatment ef- 
fect would be consistent with the rapid change in 
symptom level. The multiple substance user, on the 
other hand, often reduces his or her illicit drug use 
with great difficulty over many months whether or not 
he or she remains in treatment. Characteristically, 
these patients receive no pharmacological support. It 
is not surprising, therefore, that a longer period of time 
was necessary, on the average, for these patients to 
resolve the situations that led to their increased symp- 
toms. 

There was no relationship between length of treat- 
ment and level of depression. We found that depres- 
sion improved similarly whether the patients remained 
in treatment or dropped out. McLellan and associates 
(14) also reported no correlation between results of 
psychological testing and subsequent treatment 
course. 

since the period of time covered by the past CAPPS 
(from age 12 to 1 month prior to the beginning of treat- 
ment) is so long, it is difficult to specify whether de- 
pressive symptoms or episodes of drug abuse occur 
first among patients reporting histories of depression. 
The drug abuse histories of these patients were long, 
making it unlikely that the current mode of depressive 
symptoms began before the current episode of drug 
abuse. By definition, then, most of the cases of ele- 
vated depression scores presented here represent sec- 
ondary depression (17). 

Subjects with elevated current depression scores al- 
so had elevated depression-anxiety scores on the past 
CAPPS. One explanation for this might be that the 
subjects who are experiencing the highest levels of de- 
pression retrospectively falsified their histories as a re- 
sult of their depressive cognition. À second possibility 
is that these subjects have a different type of depres- 
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sion, in which case the subjects who scored high on 
the past CAPPS depression-anxiety scale and the third 
Beck scale interview have been suffering from a chron- 
ic depression rather than an acute secondary depres- 
sion. Indeed, the persistence of symptoms may be 
more important than number or inteasity of symptoms 
in determining if a depressive illness cr a transient de- 
pressed affect state exists (18). Optimum treatment for 
these groups of patients may be different. We might 
expect, for example, a differential response of each 
group to antidepressants. It will be particularly inter- 
esting to see if the pilot study by V/oody and associ- 
ates (19), which demonstrated improvement in depres- 
sion scores in patients treated with doxepin, can be 
replicated. Different psychotherapeutic approaches 
may also be indicated for each subgroup. 

Although this research provides acditional docu- 
mentation of the increased prevalence of depressive 
symptomatology in drug abusers, the results are com- 
plex. We believe that the prescription of tricyclic 
drugs should be undertaken with caution, given the 
substantial improvement observed in patients in and 
out of treatment, the potential for abuse of these 
drugs, and the penchant for drug zbusers to attempt 
suicide or accidentally overdose. 
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Diagnosis of Hysterical Seizures in Epileptic Patients 


BY S. VENKAT RAMANI, M.D., LOUIS F. QUESNEY, M.D., DAVID OLSON, M.S.W.. 


AND ROBERT J. GUMNIT, M.D. 


The coexistence of epileptic and hysterical seizures in 
the same patient is not rare and creates problems in 
diagnosis and management. The authors used 
simultaneous video-EEG monitoring to document the 
diagnasis of hysterical seizures in 9 epileptic patients; 
clear-cut hysterical seizures were seen in all 9. The 
authors used individualized re-educative 
psychotherapy to teach patients alternative coping 
techniques and discharged them on minimum dosages 
of anticonvulsants. None of the patients had a 
classical hysterical personality, which suggests that 
conversion reaction is a more appropriate diagnosis. 
The etiology of ‘‘hysterical’’ seizures varies; the 
authors emphasize individualized treatment and long- 
term follow-up. 


ysterical seizures are said to be a clinical rarity in 
modern psychiatric practice (1). However, their 


occurrence is by no means uncommon in patients suf- 


fering from epilepsy (2). The coexistence of both epi- 
leptic and hysterical seizures in the same patient leads 
to serious diagnostic difficulties and complicates treat- 
ment. Patients with epileptic seizures who also have 
hysterical seizures are frequently diagnosed as suf- 
fering from an intractable seizure disorder. They are 
often overtreated with anticonvulsant medications to 
the point of drug toxicity (3). Early recognition of the 
proper diagnosis is important so that psychological 
problems can be promptly treated in an appropriate 
manner. 

A true epileptic seizure is the clinical manifestation 
of a sudden abnormal change in brain function accom- 
panied by excessive electrical discharge of a group of 
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brain cells. The hysterical seizure, on the other hand, 
is psychologically determined. It is neither caused nor 
accompanied by an abnormal paroxysmal discharge 
from the brain. However, hysterical seizures often 
closely resemble epileptic attacks. For the sake of con- 
venience, in this article we have deliberately retained 
the use of the familiar term ‘‘hysterical’’ to denote 
these psychogenic nonorganic seizure-like episodes. 
There is a good deal of controversy in the modern psy- 
chiatric literature about the nature and proper classifi- 
cation of hysteria and related conditions (4). We will 
consider that important issue later in this article. Also, 
this discussion pertains only to those chnical episodes 
which resemble generalized motor convulsions. It 
does not refer to paroxysmal psyckogenic distur- 
bances that require differentiation from complex par- 
tial seizures. We have taken special care not to include 
instances of malingering or cases of psychologically in- 
duced epileptic seizures in this report. 


DIAGNOSIS OF HYSTERICAL SEIZURES 
Limitations of Clinical Criteria 


The diagnosis of hysterical seizures and their dif- 
ferentiation from epileptic seizures can be made on 
clinical grounds alone in many cases. The clinical cri- 
teria for the diagnosis of hysterical seizures have un- 
dergone few changes since Gowers outlined them in 
1901 (cited in reference 2). The hysterical seizure can 
be sudden or gradual in onset and is usually more pro- 
longed than an epileptic seizure. It occ rs in the pres- 
ence of an audience and is usually in response to envi- 
ronmental stress. The seizure is bizarre and uncoordi- 
nated, unlike the epileptic seizure, which shows an 
orderly evolution of tonic and clonic phases. Eye de- 
viation, autonomic overactivity, Babinski sign, tongue 
biting, incontinence, and postictal confusion are ab- 
sent. Physical injury is rare. Suggestior. can often dra- 
matically precipitate or terminate an attack. 

Often, however, the diagnosis is difficult even 
though the seizure may have been witnessed by the 
physician. The episode may be so ccnvincing as to 
make the differentiation between epileptic and psy- 
chogenic seizures impossible on clinical grounds 
alone. It may be sophisticated to the point of being 
complete with complaints of aura, focal onset of mus- 
cular jerkings, and even incontinence. Tongue biting 
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and physical injury are very rare in hysterical patients 
but may be present in cases of outright malingering. 
The patient usually is unaware of the psychogenic na- 
ture of the symptom and is oblivious to the connection 
between the symptom and his or her life situation. 

Many times the physician does not get an opportu- 
nity to observe the actual episode. On these occasions 
he or she has to depend on the description of the sei- 
zures given by a witness. This can be very misleading 
because the witness in most cases is not a trained ob- 
server. On some occasions, when the consultant ar- 
rives on the scene, the patient is already heavily se- 
dated with parenteral anticonvulsant medications and 
even intubated. In such situations there is no way to be 
sure whether a given episode was epileptic or hys- 
terical. 

To help make the correct diagnosis the physician 
usually obtains an electroencephalogram (EEG). De- 
pending on the available facilities, this may be ob- 
tained immediately or within a day or two. If the pa- 
tient has already been sedated with large doses of med- 
ications, the EEG may just show a medication effect, 
which in most cases consists of slowing of the back- 
ground activity or excess fast activity. Such a record 
will not help the clinician to differentiate a hysterical 
seizure from an epileptic one. 

À seizure, whether epileptic or hysterical, is an epi- 
sodic event. This fact makes it difficult to obtain an 
EEG during an actual episode. The physician is there- 
fore forced to depend on a tracing that is obtained 
when the patient is not having a seizure—the so-called 
interictal EEG—to guide clinical management. This in- 
terictal record has some serious limitations when the 
clin:cal situation calls for a differentiation between epi- 
leptic and hysterical seizures in a known epileptic pa- 
tient. 

A randomly obtained interictal record may be nor- 
mal in patients suffering from idiopathic grand mal sei- 
zures (primary, generalized tonic clonic seizures). Re- 
peat EEGs may bring out an epileptic abnormality in 
these patients. Thus a normal interictal EEG does not 
rule out epilepsy nor does it confirm the diagnosis of 
hysterical seizures. 

An abnormal interictal EEG with epileptiform activ- 
ity does not by itself prove that the patient is suffering 
from epilepsy. The patient who exhibits hysterical sei- 
zures may show abnormalities in the EEG that are un- 
related to the clinical problem. Epileptic patients often 
have an abnormal interictal EEG. When they exhibit 
hysterical seizures in addition to the real ones, diag- 
nostic difficulties arise in ascertaining the true nature 
of any given episode. An abnormal interictal EEG 
does not prove the diagnosis of epilepsy nor does it 
rule out hysteria. 

The diagnosis of hysterical seizure can best be sup- 
ported by documenting the fact that the EEG obtained 
simultaneously during the clinical episode (ictal rec- 
ording) does not show any epileptic activity. The EEG 
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shows a distinctive ictal pattern during a clinical sei- 
zure that is different from the interictal pattern. This 
may be characterized by alterations in the background 
activity, increasing frequency of spike discharges, 
sudden onset of focal or diffuse rhythmic activity, or 
postictal slow waves following the ictal electrical 
event. Although the surface EEG may be normal dur- 
ing a partial epileptic seizure, a normal EEG during a 
generalized seizure-like episode (simulating a grand 
mal attack) for all practical purposes rules out epileptic 
seizures (5). 


Video-EEG Diagnosis of Hysterical Seizures 


In the past, technical difficulties associated with pre- 
cise electroclinical correlations have limited our un- 
derstanding of various types of seizures. It is now pos- 
sible with the help of modern simultaneous video-EEG 
recording techniques to precisely correlate an ob- 
served clinical event and the corresponding EEG 
changes. At the Comprehensive Epilepsy Program at 
the University of Minnesota Hospitals, we have suc- 
cessfully used this technique in the diagnosis and man- 
agement of hysterical seizures in 9 epileptic patients. 

The epilepsy unit at the University Hospitals is a 
special 11-bed intensive monitoring facility for the di- 
agnosis and treatment of difficult seizure problems. 
Monitoring is achieved by accurate recording of clini- 
cal seizures, prolonged electrophysiological studies, 
and intensive pharmacokinetic measurements. With 
the help of combined video and EEG monitoring, pro- 
longed observations of the patient can be recorded on 
tape and displayed on a TV split screen for subsequent 
detailed analysis (6). 


METHOD 
Patients 


During a nine-month period, 46 patients (24 males 
and 22 females) were admitted to the epilepsy unit. AII 
patients were known epileptics with documented epi- 
leptic seizures and abnormal EEGs in the past. They 
had been referred to the unit as having intractable sei- 
zure problems. The 9 patients reported in this study ` 
were among those admissions. During the initial phase 
of observation in the hospital they exhibited many bi- 
zarre seizure-like attacks. In 4 of the 9 cases the refer- 
ring physicians had clinically suspected that their pa- 
tients might be suffering from hysterical seizures in ad- 
dition to epilepsy. Five other patients who exhibited 
atypical attacks were initially diagnosed by the refer- 
ring physicians as having hysterical seizures on clini- 
cal grounds. But subsequent video-EEG studies con- 
firmed that these episodes were epileptic seizures, so 
these 5 cases were not included in this report. f 

The 9 patients included in the study ranged in age 
from 17 to 54; the duration of seizure disorder ranged 
from 7 to 36 years (mean=25). At the time of admis- 
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sion the patients were given complete general physical 
and neurological examinations; all of the neurological 
exams were normal except for patient 4, who was re- 
tarded and had mild choreoathetosis. He was the only 
man in the group. The patients also underwent the fol- 
lowing tests, which are standard for all admissions to 
the unit: routing EEG, CT scan of the head, detailed 
psychosocial assessment, neuropsychological test bat- 
tery, and MMPI. The CT scans were normal; 6 pa- 
tients besides patient 4 showed organicity on the neu- 
ropsychological tests. Patient 4 was diagnosed as re- 
tarded, and the other patients were given DSM-II 
diagnoses of passive-aggressive personality (3 pa- 
tients), and paranoid, obsessive, depressive, inade- 
quate, and cyclothymic personality (1 patient each). 


Procedure 


The patients were placed on the same dose of anti- 
convulsant medications they were taking before their 
admission to the hospital and were observed for sei- 
zures during the first week of hospitalization. During 
this period each of them exhibited many atypical sei- 
zure-like attacks that were clinically suggestive of hys- 
terical seizures. Patient 8 was an exception; her clini- 
cal course will be discussed later. These attacks were 
carefully recorded by a team of nurses who were 
trained in observing and documenting seizures, with 
particular attention to the clinical details as well as the 
circumstances in which they occurred and the emo- 
tional state of the patient before and after the event. 
After the first week anticonvulsant medications were 
graduelly reduced but not totally discontinued. Partial 
drug withdrawal, which tends to unmask latent epilep- 
tic activity, facilitates a sharper distinction between 
epileptic and hysterical seizures during the monitoring 
period. After one more week of observation, the pa- 
tients underwent a prolonged six-hour EEG recording 
with simultaneous video monitoring. Verbal sugges- 
tions were given to the patient to enhance the possi- 
bility of recording a clinical episode during this mon- 
itoring period. Recording was performed until at least 
one habitual seizure was recorded for each patient on 
the videotape with simultaneous EEG. The videotape 
was then replayed later in the staff conference for de- 
tailed clinical and EEG analysis. 


RESULTS 


Epileptic seizures with simultaneous ictal changes 
during the video monitoring were recorded for 5 pa- 
tients. Clear-cut hysterical seizures with no associated 
EEG changes were documented for all 9 patients; in 7 
cases such a recording was obtained during the very 
first prolonged monitoring. Contrasted with this, genu- 
ine ictal discharges with clinical manifestations were 
documented during the first recording in only 2 pa- 
tients. Partial drug withdrawal and repeated prolonged 
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monitorings were required for recording an ictal dis- 
charge in 3 patients. 

Patient 8, who had suffered from petit mal absence 
spells but not grand mal seizures since she was 10, was 
treated at the epilepsy unit for seven weeks. and dis- 
charged with good control of seizures. A few weeks 
later she was readmitted to the pediatric service with a 
diagnosis of ‘‘grand mal status epilepticus.’’ Prolonged 
clinical observation with simultaneous ZEG tracings 
confirmed the diagnosis of hysterical seizures. Further 
psychological exploration revealed that she was ex- 
periencing considerable emotional difficulties at home 
and at school, from which she tried t2 get away by 
‘‘faking’’ seizures. Her seven-week s:zy in the epi- 
lepsy unit appears to have inadvertently trained her to 
simulate grand mal seizures, a condition she was not 
familiar with before her admission. In this case the 
hysterical seizure was a learned behavior the patient 
used to control her environment. 

Patient 7, who complained of recurrent symptoms of 
epigastric aura, actually showed rhythmic ictal dis- 
charges during these episodes, and this correlation 
was clearly documented during the monitoring. Imme- 
diately following this aura, however, she exhibited bi- 
zarre shaking of all extremities and seizure-like behav- 
ior that could be terminated by verba. suggestions. 
The EEG remained entirely normal during this period. 
In this case the hysterical seizure was the patient's re- 
action to the perception of a true epilez-ic aura. 


MANAGEMENT 


Because this paper is mainly concerned with the di- 
agnosis of hysterical seizures, management will be 
outlined only briefly here. 

Once we confirmed the diagnosis of hysterical sei- 
zures we began a systematic re-educative type of psy- 
chotherapy. The specific therapeutic technique was 
highly individualized and based on personality and 
psychosocial variables. The patient was told in a direct 
and nonthreatening manner that he or she was suf- 
fering from two types of spells—one due to epilepsy 
and the other due to his or her emotional difficulties. 
The patient was helped to recognize the ditference be- 
tween the two and the connection between the emo- 
tional upsets and the hysterical seizures. The patient 
was then taught simple behavioral copiag techniques 
that would be more appropriate to dezl:ng with emo- 
tional difficulties than having a seizure. This was 
achieved in individual and group therapy sessions. The 
patient's significant family members were involved 
early in treatment. We explained the nature of the pa- 
tient's difficulties to them in simple larguage and em- 
phasized the need for their active part:cipation in the 
patient's treatment. We used a consistent team ap- 
proach throughout in dealing with the patient and fam- 
ily. At the time of discharge the patient, the family 
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members, and the health professionals responsible for 
the patient’s follow-up care were invited to attend a 
joint conference with the staff and participate in dis- 
charge planning. The patient was then discharged on 
the minimum required dose of anticonvulsants, with 
arrangements for long-term medical and psychological 
follow-up. We presented our remarkably good results 
at a recent scientific meeting (7) and are currently pre- 
paring a detailed report. 


DISCUSSION 
Diagnosis 


Simultaneous video and EEG monitoring is very 
useful for diagnosing hysterical seizures. Although 
hysterical seizures were suspected in all 9 patients on 
clinical grounds alone, the diagnosis could be conclu- 
sively established only after prolonged monitoring. 
Video monitoring also established the correct diagno- 
sis of epileptic seizures in 5 patients with atypical at- 
‘tacks, which were initially considered to be hysterical. 
Thus, in a borderline case prolonged EEG recording 
- with simultaneous video monitoring can make a posi- 
tive diagnosis of hysterical or epileptic seizures. It is 
interesting that the hysterical patients were suggestible 
during monitoring, and the presence of video cameras 
did not inhibit them from having an attack. The useful- 
ness of video techniques in education, of both patients 
and staff, and in psychotherapy is largely unexplored 
at the present time. This area shows great promise, as 
is evident from Berger’s highly informative recent 
publication on the subject (8). 


Nature of Hysterical Seizures 


The DSM-II term for psychogenic seizures is hys- 
terical neurosis, conversion type. However, there is a 
great deal of semantic confusion and frequent misuse 
of the terms hysteria, hysterical personality, and hys- 
terical conversion reactions because of basic concep- 
tual problems (9). According to Lewis (10), the indis- 
criminate use of the term “‘hysteria’’ in practice not 
only detracts from its clinical usefulness but at times 
can be very misleading or even dangerous. Some au- 
thors (9) have correctly pointed out that pseudoseizures 
and other conversion symptoms can occur in associa- 
tion with any type of personality, not necessarily the 
hysterical type. Our findings support this view. None of 
- the patients had a classical hysterical personality, al- 
though MMPIs showed mild hysterical features in 3 
patients. We therefore question the appropriateness of 
including this condition under the category of hys- 
terical neurosis. None cf the patients met the Perley- 
Guze criteria for the diagnosis of Briquet's syndrome 
(11). For these reasons. conversion reaction’’ cer- 
tainly appears to be a more appropriate diagnostic 
term than ''hysterical seizure." Of course, even con- 
version reaction may not be an entirely satisfactory 
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term since it implies that the symptom is the product of 
intrapsychic ‘‘conversion’’—a position which is can- 
troversial. 

The nature of conversion reaction is a matter of con- 
siderable debate; psychoanalytic, behavioral, and 
communication models have been proposed. This sub- 
ject has been reviewed by Chodoff (4) and Ziegler aad 
Imboden (12). Our study indicates that hysterical sei- 
zures can occur in patients with low, normal, or high 
intelligence. Eight of the 9 patients were women, even 
though men were equally represented in the admis- 
sions to the unit. The implications of this finding for 
the etiology of hysteria and conversion symptoms 
need further studv. All patients had a long history of 
seizure disorder. At what point during their illness the 
conversion symptoms emerged is a question of obvi- 
ous relevance. Unfortunately, we do not have the aa- 
swer. Seven patients showed evidence of organicity cn 
neuropsychological testing. Whitlock (13) has suz- 
gested that organic brain damage predisposes these pa- 
tients to develop hysterical symptoms. In some cases, 
the symptom appears to be a learned behavior, as was 
the case with patient 8. 

Hysterical seizure is a specific mode of behavior 
that can be triggered by factors internal (anxiety, epi- 
leptic aura, etc.) or external (environmental stress) to 
the patient. It is a behavioral response that patien:s 
use to ward off unpleasant emotions (or ''dysphor:c 
affect" as Ziegler [12] puts it), mostly anxiety. Al- 
though this process usually begins as an anxiety reduc- 
ing mechanism, environmental factors soon confer 
secondary gains on this behavior and perpetuate tbe 
behavioral pattern. Alternatively, hysterical seizure 
may be thought of as a nonverbal mode of communicz- 
tion used by patients to express a variety of emotional 
needs. We have found such a behavioral-communice- 
tion model of conceptualizing conversion reactiors 
very useful in the management of these patients. 

From this study we have concluded that video-EEG 
technique is valuable for documenting the diagnosis cf 
hysterical seizures and that “‘hysterical’’ seizure is nct 
a homogenous unitary disorder but rather a symptom 
complex with diverse psychosocial determinants; cor- 
version reaction is a more appropriate diagnostic terra 


for these seizures. We also believe that treatmert 


should be individualized and that patients should b2 
maintained on the required dose of anticonvulsants for 
protection against epileptic seizures. Long-term medi- 
cal and psychiatric follow-up are essential. 
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"Burnout" in Group Home Houseparents 


BY JAMES W. THOMPSON, M.D., M.P.H. 


Forty-seven houseparents of group homes for 
emotionally disturbed adolescents completed 
questionnaires measuring “burnout.” There were 
profound differences between male and female 
subjects; for men, higher burnout scores were 
significantly correlated with higher salaries, screening 
prospective residents, and having no decision-making 
power in accepting residents. Women burned out more 
if they screened prospective residents or ran group 
meetings with residents. Significant relationships were 
also found between burnout and where time off was 
spent and support of friends, staff, and the 
organization. The author suggests that group home 
programs should differentially allocate tasks to men 
and women and should work with men on overly high 
expectations. 


66 urnout'' is a job-related syndrome that affects 

B people in varied lines of work, including the 
delivery of human services. Freudenberger (1) de- 
scribed burnout as having physical signs (e.g., fatigue, 
minor illness, headache, and insomnia), behavioral 
signs (e.g., quickness to anger, lability of emotions, 
and overconfidence), and psychological symptoms 
(e.g., boredom, resentment, and discouragement). 
Maslach (2), in writing of ‘‘burned out samaritans,”’ 
described a similar phenomenon, which consisted of 
loss of concern and feeling for clients and subsequent 
treatment of clients in a detached and dehumanized 
way. Both authors considered burnout to be an impor- 
tant cause of lowered efficiency and morale and of high 
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job turnover. Maslach also reported high positive cor- 
relations between burnout and staff alcoholism, mental 
illness, marital conflict, and suicide. In a more recent 
article (3), Maslach briefly described the Maslach 
Burnout Inventory, which consists of 25 items mea- 
suring four dimensions: emotional exhaustion, nega- 
tive cynical attitude toward recipients, negative eval- 
uation of the subject's own success and accomplish- 
ments in working with others, and subjective sense of 
closeness with clients. Rose and associates,! in a study 
of air traffic controllers, measured burnout in terms of 
a significant negative change in two of four measures— 
work satisfaction, ability to bounce back, competence 
as seen by peers, and work role pathology. 

Although the word ‘‘burnout”’ is little used, the con- 
cept of such a stress-related syndrome appears in the 
literature of other fields and disciplines. In the correc- 
tional literature, Brook and Whitehead (4) questioned 
the use of the therapeutic community as the treatment 
of choice for adolescent amphetamine abusers because 
of high staff burnout. In the educational literature, 
Landsman (5) reported stress and tension-related ab- 
sences and illness in large numbers of teachers, and in 
medicine the literature has consistently shown cor- 
nections between stress and emotional and physical il - 
ness (6-10). The organizational and management liter- 
ature describes effects of organizational variables that 
appear similar to burnout. Argyris (11) noted that tne 
conflict between organizational and individual needs 
can result in apathy, goldbricking, and disinterest. Lit- 
win and Stringer (12) described a syndrome consisting 
of being closed to others, rebelliousness, and exces- 
sive independence. 

I studied houseparents of adolescent group homes to 
describe more closely the burnout syndrome, develo» 
a simple and informative tool to measure the condi- 
tion, and study some possible etiological factors. 


METHOD 


The sample consisted of 47 people who were work- 
ing or had recently worked as the houseparents cf 


'R.M. Rose, C.D. Jenkins, M.W. Hurst: Air Traffic Controlier 
Health Change Study: A Prospective Investigation of Physical, Psy- 
chological and Work-Related Changes. Report to the Federal Aviz- 
tion Administration, Contract Number DOT-FA73W A-3211, 1978. 
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group homes for emotionally disturbed adolescents.* 
Using the lists of houseparents provided by 27 of the 
30 group homes in the North Carolina public mental 
health system, I sent 146 questionnaires to 68 current 
and 78 fcrmer houseparents. There were 47 responses 
from 27 current and 20 former houseparents, a re- 
sponse rate of 32%. Of the responders, 23 were men 
and 24 were women; 17 couples were represented, al- 
though the data were not analyzed in terms of couples. 
The group homes serve between 3 and 10 youths, 
who live in the facility full time for at least 1 month. 
The homes are free standing, that is, are not physically 
part of another institution, and have live-in house- 
parents. Only houseparents who worked more than 
half time in the group home were included in the study. 
The questionnaires included items concerning per- 
sonal data on the houseparents and their observations 
and experiences regarding their jobs. Subjects were al- 
so asked to rate themselves retrospectively on a list of 
16 adjectives designed to measure changes in self-im- 
pression over the course of being a houseparent. Hus- 
bands and wives were asked to complete the question- 
naires independently, anonymity was assured to all 
participants, and informed consent was obtained. 


RESULTS 
Job and Personal Data 


The mean age of the houseparents was 26 years, and 
the mean income was $7000 per couple. The subjects 
had worked an average of 13 months as a houseparent 
and had been out of school for 2 years when they took 
the job; 73% had at least a bachelor's degree. Former 
houseparents had been out of the job as houseparent 
for an average of 17 months. 

The average length of operation for the facilities of 
the respondents was 18 months; each served an aver- 
age of 5 youths (mean age- 13.5 years). The types of 
youths in the homes were varied, but their most com- 
mon characteristics were having had trouble with the 
law, having disabilities labeled **behavioral'' or ‘‘neu- 
rotic," having been abused, and having no family to 
which they could return. The average course of treat- 
ment was 8 months. 


Burnout Scores 


Subjects were asked how they felt when starting as a 
houseparent (‘‘start’’ response) and how they felt 
when they left (‘‘stop’’ response), ranking each adjec- 
tive on a scale of 1 to 10. (Current houseparents were 
to give their current feelings as the '"'stop'' response.) 
A one-tailed t test showed significant start-to-stop 
changes for men, women, or both on 10 of the 16 ad- 


TThe term ‘emotionally disturbed” is used here to distinguish be- 
tween the group homes under study and those primarily dealing with 
the developmentally disabled and hard drug users. 
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jectives (see table 1). The adjectives that did not show 
a significant change for either sex were ''depressed," 
"emotionally healthy,” 'physically hezlthy,"" ‘‘com- 
mitted,” "happy," and “‘uptight.”’ 

An overall burnout score was computed using all 16 
adjectives.) A higher score on each adjective was 
taken as indicative of greater burnout. The scores on 
each of the self-impression adjectives were added sep- 
arately for start and stop categories, and the algebraic 
difference taken so that a higher diference score 
indicated greater burnout. The men's scores ranged 
from —12 to +40 (mean- 7.0, median- 5.5, SD- 12.1). 
The curve roughly approximated a normal distribu- 
tion. The women's scores ranged from —16 to +84 
(mean- 10.9, median- 7.5, SD« 19.7). The curve was 
approximately bimodal, with peaks at —2.0 and +17.0. 


Etiology 


For each area studied two contrasting groups of re- 
sponses were delineated and the grouss were com- 
pared to burnout scores using a one-tailed t test (unless 
otherwise noted). A p value of .05 or below was taken 
to be significant, while a p value between .05 and .10 
was regarded as a ''trend."' 

Men with higher salaries showed higher burnout 
(p«.002, two-tailed t test). There was no significant 
relationship among the women. Men burned out more 
when they screened prospective residents (p«.01) and 
when they had no decision-making power in the ac- 
ceptance or nonacceptance of prospective residents 
(p<.05). Having actual decision-making power in the 
acceptance of residents was negatively related to burn- 
out in men (p«.01). 

Women also burned out more when they had the 
task of screening prospective residents (p«.01). For 
women, however, burnout was not statistically related 
to either the possession of deciston-making power in 
the acceptance of prospective residents or to the ab- 
sence of such power. An additional task related to 
burnout for women (but not for men; was running 
group meetings with residents (p<.01). Tasks related 
to counseling residents and families, household main- 
tenance, and liaison activities (with community 
agencies, schools, and biologic parents) were not sig- 
nificantly related to burnout for either sex. 

Time off per week, vacation time taken, and where 
time off and vacation time were spent were compared 
with burnout scores. The number of days off per 
month ranged from 2 to 17 (mean=7.1, SD-3.7). 
There was no statistically significant relationship be- 
tween burnout and belonging to the grcup having the 
most or least time off. 


3All of the self-impression adjectives were used in computing the 
overall burnout score because the list of 16 adjectives was presented 
as a unit in the research instrument. Separation of the items for scor- 
ing would have ignored the power of the scale over its component 
pans and introduced bias by in effect forming a nzw scale after the 
act. 
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TABLE 1 
Significant Changes in Scores of Group Home Houseparents on Self-Impression Rating Scale 
Men (N=23) 

Self-Impression Adjective? Mean SD t 
Angry 

Start 3.52 2.97 

Stop 193 175 238 
Bored 

Start 2.96 2.44 

Stop 183 115 $24 
Confident^ 

Start 3.83 2.42 —133 

Stop 3.00 1.98 : 
Confused 

Start 4.52 3.07 5g 

Stop 2.61 2.29 f 
Cynical 

Start 2.43 2.04 2.17 

Stop 3.87 2.87 i 
Dependable” 

Start 2.96 2.25 ~1.39 

Stop 2.39 1.34 ° 
Effective” 

Start 4.70 2.32 - 

Stop 3.39 1.73 x 
Energetic® 

Start 3.13 1.94 3.49 

Stop 5.04 2.08 
Overworked 

Start 2.87 2.49 411 

Stop 5.87 2.93 
Tired 

Start 3.13 2.18 

Stop SH - 395 — 07 


Women (N=24) 
Significance Mean SD t Significance 
- BOE a» yai 
p=.01 220 — 205 — 70.13 n.s. 
05<p<.10 T6 eg 0-153 —05«p«.:0 
p-.01 Se o ed n.s. 
p=.02 i3 d n.s 
05<p<.10 pia T -197 — p-08 
a NE ay pom 
p=.001 re 25 p= 
p<.001 209 — 145 — 448 pagi 
p=.001 CH PIR 458 p<.001 


a Start" scores represent subjects’ retrospective impression of how they felt when they started as houseparents; ''stop'' indicates how they felt when they left 


or, if they were currently house»arents, their current feelings. 


"These positive adjectives were scored in reverse for the overall sczle but are shown here without reverse scoring. 


Although subjects were allowed up to 15 days of va- 
cation per year (mean —10.9, SD=3.9), the mean num- 
ber of vacation days actually taken in the year before 
the study was 4.9 (SD=5.2), and 41% said they took no 
vacation at all. An analysis of variance was used to 
compare vacation time taken with burnout scores, but 
the F value was not significant. Women burned out 
more when their time off was spent in a number of lo- 
cations (p«.05) and less when they went to a house in 
the country away from the group home (trend). Men 
also burned out more when they spent their time off in 
many places (trend) and less when they went on un- 
planned trips (p«.03). 

The amount of formal education houseparents had 
was varied. None had less than a high school educa- 
tion, 60% had a college degree, and 13% had received 
a graduate degree. Men with only high school or tech- 
nical school training burned out significantly more 
(p«.003) than those with college degrees; no dif 
ference was found for women. 

The houseparents' perception of support from 
friends was correlated with low burnout for both men 
(p<.03) and women (trend). Perceived support from 
the board of directors of the group homes was signifi- 
cantly correlated with low burnout for men (p<.005) 


and women (p<.05). Perceived staff support was not 
statistically related to burnout, because of the feelings 
of the great majority of houseparents that the staff was 
supportive. This did not allow separation of the data 
into contrasting groups for analysis. 


DISCUSSION 
Measuring Burnout 


The self-impression scale used in this study of 
houseparents in group homes for emotionally dis- 
turbed adolescents appears to be a useful measure of 
burnout. There seemed to be descriptive adjectives cn 
which many of the houseparents agreed and which 
changed over time. However, my model was one of 
retrospective recall, the number of subjects was rela- 
tively small, and the response rate was low. With re- 
gard to the 68% nonresponse rate, people familiar with 
the group homes felt that the nonresponders were 
probably more angry and cynical (and, for current 
houseparents, more overwhelmed) than responders. 
This would indicate that nonresponders were probably 
even more burned out than responders. A similar, pro- 
spective study with a large sample population, as well 
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as other methods of validity and reliability testing, are 
needed to further develop the measurement device I 
used. 


Job and Personal Data 


Several important ideas arise from comparisons of 
burnout with job and personal data. The first of these 
is that there appear to be profound sex differences. 
Salary was not important for women but was a key 
factor for men. Male houseparents who could not 
make the actual decision as to which residents to admit 
or not admit burned out, but females did not. Making 
the admission decision appeared to protect men against 
burnout, but no such correlation was shown for wom- 
en. This might relate to men’s need to be in control or 
perhaps to their being less able to deal with a wide 
range of disturbed children, a possible assumption 
being that given the choice to do so they would screen 
out potential residents with whom they felt they could 
not work. Higher education also seemed to protect 
men, but not women, against burnout. 


Sex differences were shown again and again in the : 


study and may indicate that the burnout syndrome is 
the result of different etiologies for men and women. If 
this is substantiated in subsequent studies, there are 
implications for diagnosis and prevention in the indi- 
vidual, as well as implications for program planning in 
group homes. For example, tasks may have to be dif- 
ferentially allocated to the male and female house- 
parent. 

Male houseparents burned out more when their sal- 
ary was higher (which is contrary to popular wisdom 
on the issue). This may indicate that men are more af- 
fected by high expectations placed on them by the or- 
ganization and/or themselves, as represented by high- 
er salary. All would agree that salaries for these per- 
sonnel should be higher, but the above finding 
indicates that perhaps male houseparents and their or- 
ganizations need to be worked with on the issue of 
overly high expectations (an appropriate role for psy- 
chiatric consultants to group homes). 

Subjects in the sample took surprisingly little time 
off; although this might be postulated to lead to higher 
burnout, statistical analysis did not bear this out. What 
was shown to be important was where time off was 
spent. Going to a number of places (hence being essen- 
tially wanderers) led to burnout. Alternatively, ‘‘get- 
ting away" from the group home protected against 
burnout, although getting away took different forms 
for men and women. Quality rather than quantity ap- 
pears to be the key factor, with a place of respite away 
from the work setting being important. The relative 
unimportance of quantity of time off is reinforced by 
the absence of correlations between burnout and the 
number of routine days taken off per month or the 
number of vacation days taken. 


Last is the strong importance of support from the 


organization and friends in preventing burnout. Group 
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homes are small organizations, often developed and 
run in isolation from larger organizational systems. 
These programs are asked to cure (or at least control) 
troubled youths who have unsuccessfully been 
through every other resource in the community. In ad- 
dition to these perhaps overly high expectations, 
group home houseparents themselves are put into a 
deviant role that isolates them from all zut their most 
tolerant friends. 

In this study the group home staff was seen by 
houseparents as a great source of support. But this is a 
heavy burden for a staff which is itself isolated from a 
larger organization. More appropriate sources of sup- 
port for all staff (including houseparents) are needed. 
Psychiatrists in a position to provide clinical and ad- 
ministrative consultation could provide much of this 
support. 


CONCLUSIONS 


Although in this article I have dezlt with the burnout 
syndrome in a small, uniform population, implications 
for further work in the area are broad. It is clear from 
the literature of many fields that burnout (or syn- - 
dromes which sound very much like it) are ubiquitous 
in our highly organized and organizational culture. It 
may be that in the burnout syndrome we are seeing 
clinically one of the results of the confrontation be- 
tween the organization and the individual. Psychia- 
trists’ familiarity with burnout could become increas- 
ingly important in administrative and consultative 
work with organizations and in clinical work with pa- 
tients who suffer untoward effects from their jobs in 
these organizations. An instrument such as the one 
used in this study could lead to early detection of diffi- 
culty in staff personnel of community -mental health 
centers, other community agencies, or aospital units 
such as renal dialysis, cancer treatment, psychiatric 
inpatient, and others, allowing preventive measures to 
be taken. 

Another use of such an instrument is in differential 
diagnosis. Burnout symptoms can mimic depression, 
paranoia, and minor physical illnesses. It is important 
for the psychiatrist to separate conditions related to 
job stress from other pathological states. 

Further research in the description and measure- 
ment of the burnout syndrome, development of cri- 
teria for diagnosis, and delineation of effective modes 
of prevention and treatment will provide the practicing 
psychiatrist with an important tool in individual treat- 
ment and in organizational and hospital consultation. 
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The Use of Former Phobics in the Treatment of Phobias 


BY JERILYN ROSS, M.A. 


The author describes the role of the phobia therapist, 
usually a former phobic or a mental health worker. 
The therapist works with a psychiatrist as part of an 
overall psychiatric treatment program that provides 
an effective, low-cost approach to the treatment of 
phobias. Case studies illustrate how the supported- 
exposure approach, whereby patients are confronted 
gradually with the fearful situation in a real-life 
setting, enables phobics to learn how to deal with their 
phobic symptoms while they are occurring. 


A n effective treatment for dealing with phobias is to 
gradually expose the phobics to the fearful situa- 
tion under controlled conditions (1~4). However, it is 
often neither practical nor economically justifiable for 
the psychiatrist to use such a time-intensive therapy. 
A feasible alternative is to use a phobia therapist, usu- 
ally a former phobic or a mental health worker who 
works closely with a psychiatrist in an overall psychi- 
atric treatment program. The phobia therapist is 
trained to guide phobics directly into the feared situa- 
tion and to teach them fear-reducing techniques while 
the phobic anxiety is being experienced. These tech- 
niques enable the phobics to deal with their symptoms 


Presented at the 132nd annual meeting of the American Psychiat- 
ric Association, Chicago, Il., May 12-18, 1979. Received May 24, 
1979; revised Nov. 19, 1979; accepted Jan. 9, 1980. 

From the Department of Clinical Services, the Phobia Program of 
Washington, Rockville, Md. 

Address reprint requests to Ms. Ross, Department of Clinical 
Services, the Phobia Program of Washington, 6191 Executive Blvd., 
Rockville, Md. 20852. 

The author expresses appreciation to Robert L. DuPont, M.D., 
for his suggestions, support, and encouragement. 

Copyright € 1980 American Psychiatric Association 0002-953X/ 
80/06/0715/03/$00.50. 


* 


and transform their maladaptive behavior patterns into 
adaptive ones. 

Anecdotal evidence indicates that although a mental 
health background is desirable for the phobia thera- 
pist, it is not essential. Nonprofessional former pho- 
bics who can deal successfully with their own symp- 
toms are often effective therapists, possibly because 
they have an increased awareness, empathy, and un- 
derstanding toward other phobLics. In addition, pho- 
bics may derive inspirational value from being treated 
by someone who has overcome a similar 3ysfunction. 

It is a well-accepted hypothesis that when phoLics 
are exposed to an anxiety-producing stimulus, they 
fear the disorganization of their bodies and minds (5, 
6). This fear leads to an avoidance response, and as a 
consequence, reality is never tested. Threatening s:tu- 
ations produce certain physiological sensations in all 
persons (e.g., rapid heartbeat, weak knees, light- 
headedness). Phobics, however, experieace these sen- 
sations in situations that would normaily be consid- 
ered nonthreatening, and they fear these sensations 
will be overwhelming and result in their losing control. 
The therapist's role is to elicit the fear in progressively 
more challenging but attainable steps; this approach 
enables phobics to develop the self-realization that 
dangerous consequences will not result (7). Operation- 
ally, the therapist develops a trusting relationship with 
phobics so that they will begin the realizy-testing pro- 
cess. | 


THE PRACTICE SESSION 


The purpose of the practice session is to teach pho- 
bics techniques for dealing with phobic anxiety in real- 
life situations. During these weekly sessions phobics 
meet with the therapist for a minimum of 1 hour, al- 
though longer sessions are generally preferred (3). 
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Phobics are taught to set increasingly difficult goals for 
themselves. Each step forward, no matter how small, 
is acknowledged as progress. Initially phobics enter 
the feared situation with the therapist and begin to re- 
alize that they are able to accomplish tasks they pre- 
viously felt unable to do. They develop the confidence 
to attempt more challenging situations, and eventually 
they confront feared situations without the therapist’s 
support. It is often helpful to encourage phobics to 
measure their anxiety level on a rating scale, this helps 
them realize that anxiety levels fluctuate and that there 
are techniques they can use to bring the high anxiety 
levels down (1). 


GUIDED SELF-PRACTICE AND REINFORCEMENT 


The phobia therapist must continuously reinforce 
the idea that phobics must practice exposing them- 
selves to the feared situation. Phobics may find it help- 
ful to keep a daily task sheet. The therapist should help 
phobics set reasonable and specific daily and weekly 
goals, which should be reviewed jointly at the end of 
each week. The therapist should make clear to phobics 
that there will be times when they will feel they cannot 
confront the fear. However, greater effort should be 
made during these times. Phobics will gain mere self- 
assurance and satisfaction if they cope with situations 
when their fears are greatest than if they wait for the 
"right mood’’ (8). 


DEVELOPING THERAPIST-PATIENT TRUST 


Phobics know that their thoughts and impulses are 
irrational, and they are, therefore, reluctant to share 
them with others beceuse they fear being ridiculed or 
being told to ignore tke feelings. They want to be un- 
derstood but are concerned about how others perceive 
their problem. Often they attempt to explain away 
their fears by becoming defensive, yet they become 
angry, humiliated, and frustrated when others do not 
understand them. 

Phobics must be assured that the therapist believes 
that the phobics' experiences are real. The therapist 
can demonstrate this understanding and empathy by 
identifying the phobic symptoms and sharing his or her 
own experiences with that fear. Because phobics an- 
ticipate losing control of themselves they seek reassur- 
ance that the therapist can, and will, physically and 
psychologically control the situation if they become 
disorganized. Phobics need to know that the therapist 
will let them back away from a stressful situation at 
any point and that there will be no surprises. 

As a phobia therapist, I use the supported-exposure 
approach to help two patients with agoraphobia. My 
treatment of these patients is described in the follow- 
ing case reports. 
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CASE REPORTS 


Case 1. Ms. A was agoraphobic and was unable to walk 
down a long street because she feared she would begin to 
feel disorganized, have a panic attack, and/or pass out and 
‘‘make a fool of herself." Ms. A said none of these things 
had ever happened to her, but she had come so close thai she 
was sure something terrible would happen if she exposed 
herself to the feared situation. 

During an early practice session Ms. A set a goal to walk a 
city block; however, cognitively she could not imagine walk- 
ing more than a quarter of the way without having a panic 
attack. As her first goal she chose a tree about a quarter of 
the way down the block, and she began walking toward it, 
taking five steps at a time. I encouraged her to describe as 
specifically as possible what she was feeling when she was 
feeling it. When Ms. A began to feel ‘‘spacy’’ and ‘‘out of 
touch,” I instructed her to touch my arm, and the contact 
immediately reduced her anxiety level. She continued tzking 
five steps at a time and each time was surprised that she did 
not feel as bad as she had anticipated. However, she was 
certain the panic would hit her soon. As she approached the 
quarter-way mark, Ms. À became extremely frightened. Her 
anxiety level increased, and she stated that if she did no: run 
immediately into a nearby store, she would lose control of 
herself. 1 asked her to count to 20 and then leave if it was 
necessary. She counted and was surprised again that her 
anxious feelings passed. Each time she began to feel panicky ` 
I suggested she ask herself the following. Am I doing any- 
thing that is out of control? Am I passing out now? Am I 
making a fool of myself? I also instructed her to repeat to 
herself: I had these feelings before and they passed; I know 
they will pass again. I told her she could not control which 
thoughts entered her mind, but she could change her fezrful, 
negative thoughts into positive ones by focusing on simple 
and manageable tasks in the present, such as counting kack- 
wards from 100 by threes, counting windows on the buikding 
in front of her, or reciting words to a song or poem. This 
technique worked somewhat, but she needed more practice 
with the technique at this time before it could be successful. 
As Ms. A passed the half-way mark, she began to experi2nce 
rapid heartbeat, blurred vision, and rubbery legs and she had 
an overwhelming desire to sit down on the street. I told her 
to let the feelings come naturally and then deliberately 
choose to lose control of herself by falling down or the 
street, a technique known as paradoxical intention (9). She 
decided to play out this fantasy and voluntarily sat down in 
the middle of the sidewalk, convinced she would make a fool 
of herself. To her amazement passersby, including twc po- 
licemen, paid no attention to her. 

Ms. À was able to confront the anxiety-producing situa- 
tion by setting a specific goal, breaking it down into smaller 
steps, and taking one step at a time. Within the bounds of 
each step, she remained focused on a specific task anc ob- 
served the changes in her fear level. Consequently, Ms. A 
lessened her preoccupation with the imaginary dangers she 
associated with going from the point where she felt safe to a 
point where she anticipated having a panic attack. Once Ms. 
A was able to visualize an escape, such as returning to the 
store's safety or sitting down on the sidewalk, she reduced 
her fear of becoming trapped and experiencing dis- 
organization. She became more willing to risk exposu-e to 
the feared situation. 
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The most intense part of a panic attack, the ‘‘flash,”’ rarely 
lasts more than several seconds (10). By counting to 20, Ms. 
A was able to remain in the situation long enough to observe 
the following: nothing happened to her except that she expe- 
rienced discomfort at a manageable level, and it was not nec- 
essary to leave the situation in order to reduce her anxiety 
level and extinguish the frightening sensations. It was also 
helpful for Ms. A to define the feared situation in terms of 
specific time and distance, because phobics often believe 
that their terrible feelings—as well as the city block, bridge, 
or tunnel—will never end. 

Once the phobics are able to enter the feared situation 
comfortably with the therapist, the same step-by-step, sup- 
ported-exposure approach is used to help them confront the 
situation alone. In the next session Ms. A walked down the 
block with me. Next she walked the block while I walked 
several feet behind her and then half a block behind her. This 
process continued until Ms. A walked one block, and even- 
tually several blocks, by herself. 


Case 2. Ms. B was agoraphobic and had not ridden on a 
bus in seven years. Before attempting to take a bus ride, Ms. 
B was reassured by me that she could get off the vehicle at 
any time and that I would not force, humiliate, or trick her 
into staying. 

Before we boarded the bus, I asked Ms. B to explain our 
plan to the driver, and the driver agreed to cooperate. Ms. 
B’s worst fear was that she would pass out. I asked Ms. B 
what she wanted me to do if she passed out. She said she 
wanted me to call an ambulance and to keep everyone away 
from her so she would not feel like a fool. Ms. B’s goal was 
to ride the bus through four stops and get off. At one point 
during the ride Ms. B asked me to move to the back of the 
bus so that she could be alone; we agreed I would return to 
her in 2 minutes. After synchronizing our watches, I showed 
Ms. B where I would be sitting and gave her the option of 
coming to me any time she felt it was necessary. Two min- 
utes later I returned to Ms. B and found her absorbed in a 
conversation with a passenger. When the bus reached the 
fourth stop, Ms. B and I left the bus and celebrated her suc- 
cess. 

Before attempting the task, I encouraged Ms. B to orga- 
nize the situation entirely around her needs, even if her 
needs seemed foolish and/or inappropriate. She was assured 
that I was completely available to her. Ms. B needed to feel 
confident that if she did lose control, I would assume respon- 
sibility for her actions and protect her from her own im- 
pulses. Once this trust was established, Ms. B was willing to 
enter the situation with me and eventually by herself. 


DISCUSSION 


One of the frustrations experienced by therapists 
` who are also phobics is that as therapists, they feel 
anger during those times when they are able to help 
others overcome their phobias while they are having 
difficulty coping with phobias of their own. As an acro- 
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phobic who is also a therapist, I must remzmber what I 
tell my patients: a cure does not necessenly mean the 
elimination of anxiety. Instead, it is the ability to deal 
with anxious feelings in a positive way. Sharing my 
own phobic experiences with patients has been help- 
ful. Phobics can see that no matter how ur.comfortable 
I may feel I am positive nothing dysfunctional is gcing 
to occur. I am not only willing to confront my cwn 
fears but confident enough to assume responsibility for 
another individual. 

The phobia therapist guides phobics into feared situ- 
ations and teaches thein simple and specific techniques 
so that they can reduce their anxiety to a manageeble 
level. By helping phobics define their symptoms as 
they occur and observe what is happening within 
themselves, the therapist is able to hel> phobics put 
their fears into a more realistic perspective. 

Some of the techniques illustrated in this paper in- 
clude teaching the patient to: 1) take one s:ep at a time, 
2) make physical contact with another person or ob- 
ject, 3) observe and identify causes for Jactuations in 
his or her anxiety level, 4) delay the panic, 5) sub- 
stitute positive thoughts for negative ones, 6) do 
simple, manageable tasks in the present. 7) use para- 
doxical intention, and 8) begin a realitv-testing pro- 
cess. In order to support these specitic technigues 
trust must be established between the therapist and pa- 
tient. 

Clearly, it would be desirable to have all of a pa- 
tient's phobic symptoms disappear as a result of tr2at- 
ment. However, a more realistic goal is to teach gho- 
bics how to lead a normal life by confrcnting, rather 
than avoiding, feared objects or situaticrs and by de- 
veloping a positive and challenging attitude toward 
the fear. A phobia therapist, working within a psyzhi- 
atric treatment program, is able to help phobics 
achieve this goal. 
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Restraint Versus Treatment: Seclusion as Discussed in the Boston 


State Hospital Case 


BY THOMAS G. GUTHEIL, M.D. 


The recent Boston Staie Hospital case in 
Massachusetts produced, among other results, a 
decision that highlights areas of gross conceptual 
nonalignment between law and psychiatry on the 
subject of seclusion. Tie author presents a critique of 
aspects of the decision that have important 
implications for the psychiatric use of seclusion and 
explores related problem areas in the relationship 
between law and psychiatry. 


eclusion as a treatment modality has been well de- 
S scribed in the sparse psychiatric literature on the 
subject (1-4). Seclusion came under legal scrutiny in 
part of a recent decision on Rogers v. Okin (5), popu- 
larly referred to as the Boston State Hospital case. The 
decision, by Judge Joseph Tauro, prompts renewed at- 
tention to certain inherent conceptual nonalignments 
between law and psychiatry in regard to seclusion. 


THE DECISION ITSELF 


Briefly, the defendant physicians were charged inter 
alia with use of secltsion as treatment in nonemer- 
gency situations, a use proscribed by Massachusetts 
law governing restraints (General Law 123, Section 
21), which states that seclusion ‘‘may be used only in 
cases of emergency such as the occurrence of, or seri- 
ous threat of, extreme violence, personal injury, or at- 
tempted suicide." Thus Massachusetts law permits se- 
clusion only as an ''emergency restraint.”’ 

Judge Tauro found that the defendants' deviation 
from this statute (i.e., their use of nonemergency se- 
clusion as part of a treatment plan) was not negligent 
or liable for damages because the action essentially 
met acceptable contemporary standards of psychiatric 
practice. 
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THE CLINICAL ISSUES 


The lengthy decision (163 pages) spelled out certain 
modes of judicial reasoning in regard to treatment in 
general and seclusion in particular that deserve scru- 
tiny. The two most important are 1) the artificial coun- 
terposition of restraint versus treatment in regard to 
seclusion and 2) the artificial isolation of behavior mer- 
iting seclusion from the totality of the patient and his 
treatment as a whole. 


Restraint Versus Treatment 


Apparently, Judge Tauro is not the only one who 
makes a distinction between restraint and treatment. 
The opinion noted, ‘‘ Defendants [argue] that seclusion 
is a restraint while medication, forced or voluntary, is 
treatment'' (5, p. 56). 

The majority of experienced clinicians would prob- 
ably find this differentiation excessively fine because 
seclusion in many jurisdictions is known as a safe and 
effective treatment modality in its own right (1). The 
real tension, however, enters at another point in the 
ruling: 


[A patient], while secluded, was forcibly medicated. 
Since [the patient] was already restrained by seclusion, his 
refusal to take medication would not have precipitated an 
emergency. (p. 109) 


The conclusion drawn was that the use of forced 
medication— allowed in emergencies only—was unjus- 
tified. The clear implication is that if a patient is being 
given one form of emergency treatment (seclusion), he 
cannot be given another form of emergency treatment 
(involuntary medication) at the same time—despite the 
known clinical finding that seclusion and medication 
work well together to interrupt acute episodes of psy- 
chotic excitement, agitation, or self-destructiveness. 
In fact, at least one source (6) suggested that medica- 
tion is central to the efficacy of seclusion. As he did in 
other parts of his decision, Judge Tauro paved the way 
for the patient to remain unmedicated (and thus per- 
haps secluded for a longer time) because of a curious 
reasoning that defines both as restraints and implies 
that one treatment precludes the other. 


Isolation of Behavior Meriting Seclusion 


The problem of isolating behavior meriting seclusion 
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from treatment as a whole is best illustrated by an ex- 
cerpt from the opinion concerning patient A. This 
powerful, dangerous, and threatening patient at one 
point ‘‘rolled a coat hanger around his fist and threat- 
ened to use it if an attempt were made to seclude 
him.” In response to a *'show of force” by a number 
of attendants the patient went voluntarily to seclusion. 


' In a graduated and stepwise manner over the following 


30 days he spent more and more time out of seclusion 
with no ill effects, acts of violence, or regressions. The 
remarkable success of this carefully executed treat- 
ment plan (an embodiment of common, good inpatient 
practice) was grossly misunderstood by Judge Tauro. 
Ironically, the very success of the treatment backfired 
against the treaters: l 


There is little question that the first four or five days of 
[A’s] seclusion were justified. He was a relatively big and 
powerful young man exhibiting hostile and assaultive be- 
havior at the time of his admission... . 

While the initial seclusion was justified, the twenty-five 
days of seclusion that followed were not. Progress notes 
indicate that, for most of that time, [A] was in con- 
trol. ... 

This court finds that [A’s] consistent non-violent behav- 
ior during time out periods demonstrated that he did not 
need -o be secluded [i.e., returned to seclusion after time 
out]. ‘pp. 112-113) 


The above discussion captures with remarkable 
clarity the discontinuity with which the patient is 
viewed by the judicial mind.! It is as though the patient 
"emitted' discrete measurable behaviors, some of 
which required discrete measurable ‘‘emergency re- 
straints’ and some of which did not. The whole pro- 
cess occurs in the conceptual vacuum left by the ab- 
sence of a unified view of behavioral dyscontrol and its 
management in a continuous treatment plan. 

Tauro noted the clinical meaning of a stepwise, in- 
cremental approach: **Observations made during such 
‘time out’ periods may well serve as a barometer of a 
patient's ability to handle the stimulus of the ward"' (p. 
113). However, he quickly dismissed it: “But, this 
court finds that [A's] consistent nonviolent behavior 


'T am reminded of the contrasting ‘‘first law of medicine,” attrib- 
uted to Loeb: “If what you are doing works, keep doing it.” 
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during time out periods demonstrated that he did not 
need to be secluded"' (emphasis added) ip. 113). 

Judge Tauro was, of course, speaking «rom the stat- 
utory viewpoint, not the clinical. Thus it is perhaps not 
surprising that he demonstrated no awareness that it 
might have been specifically the continuous availabili- 
ty of seclusion that made the patient's improvement, 
including his nonviolent behavior, possible. I believe it 
would be more clinicallv accurate to rephrase his 
quote to read, ‘‘[A’s] consistent nonviolent behavior 
during time out periods demonstrated thar seclusion 
was working as intended and should coxtinue." 


COMMENT 


In the clash of models illustrated above the approach 
to resolution is uncertain. One approach would be to 
provide information and education to judges through 
amicus curiae briefs, pools of specialized expert wit- 
nesses, and clinical contributions to the literature. 
This approach presumes that judges are willing to be 
so informed. A second approach entails legislative re- 
form through drafting bills and lobbying, possibly by 
regional professional societies. This appraach presumes 
that professionals are willing to take time out for 
political activity and that responsive legislators are 
available. 

In any case, the Tauro decision highlights with stark 
clarity the conceptual misalignments of legal and psy- 
chiatric perceptions of treatment and patients in rela- 
tion to the use of seclusion, one of the important 
modalities in treatment of the hospitalized patient. 
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The Boston State Hospital Case: “Involuntary Mind Control," the 
Constitution, and the “Right to Rot" 


BY PAUL S. APPELBAUM, M.D., AND THOMAS G. GUTHEIL, M.D. 


The recent Boston State Hospital case represents a 
problematic decision cn the right of inpatients to 
refuse treatment. The authors describe how basic 
misconceptions of psychopharmacology led to 
questionable analysis of the constitutional issues at 
stake. The effects of the decision may seriously impair 
proper care for the hospitalized mentally ill. 


n October 29, 1979, Federal District Court Judge 

Joseph Tauro issued his long-awaited decision on 
the ‘‘right to refuse treatment’’ case that grew out of 
actions at Boston State Hospital (1). The decision will 
have a substantial direct impact on the practice of in- 
patient psychiatry in Massachusetts and, given its po- 
tential precedential value, might influence judicial de- 
cisions and therefore treatment in other states as well. 
The potential importance of the case thus warrants a 
close examination of the decision. We will consider 
here only those aspects of the case related to in- 
voluntary medication. 


BACKGROUND OF THE CASE 


In April 1975 seven patients in the May and Austin 
units of Boston State Hospital—an aging, under- 
staffed, dilapidated, but not atypical state hospital— 
filed suit to stop the nonemergency medication of both 
voluntary and involuntary patients without their in- 
formed consent. Civil rights, intentional tort, and mal- 
practice actions were initiated. 
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THE LEGAL ISSUES 


The occasion apparently often arose at Boston State 
Hospital, as it does in dozens of similar settings across 
the country, when psychotic patients refused medica- 
tion and were given it against their will. The plaintiffs 
charged that such drug administration violated a right 
to refuse treatment which was inherent in their First 
Amendment rights to generate ideas (essential to a 
freedom of speech), Fourth Amendment rights to in- 
violability of person, Fifth and Fourteenth Amend- 
ment rights to due process of the laws, Eighteenth 
Amendment rights to freedom from cruel and unusual 
punishment, and a right implied by the Ninth Amend- 
ment to refuse medication. 

The doctors countered that 1) committed patients 
were not competent to decide whether or not to accept 
treatment, 2) patients were medicated only in ‘‘psychi- 
atric emergencies'' —a concept that included danger to 
self or others along with property destruction, extreme 
anxiety or panic, bizarre behavior, illness severe 
enough to interfere with daily functioning, and situa- 
tions in which a response is necessary to prevent or 
decrease the likelihood of further severe suffering or 
the rapid worsening of the patient's clinical state—and 
3) committed patients have no constitutionally based 
right to refuse treatment in any situation. 


THE DECISION 


The decision began by reviewing the nature of anti- 
psychotic drugs, noting, ‘‘ Because the drugs’ purpose 
is to reduce the level of psychotic thinking, it is virtual- 
ly undisputed that they are mind-altering.” Side ef- 
fects, especially tardive dyskinesia, were highlighted. 

The court dismissed the defendants' arguments that 
they were justified in administering medication against 
their patients' wills. Judge Tauro noted that most psy- 
chiatric patients are, and should be presumed to be, 
competent to accept or refuse medications; in those 
cases in which the patient is not thought competent, 
the substituted consent of a court-appointed guardian 
ought to be obtained. Practical objections to extensive 
use of guardians (2) were brushed aside. 

. Second, the defendants' definition of a "psychiatric 
emergency” was discarded as overly broad and was 
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replaced by the following definition of an emergency 
justifying involuntary administration of medication: a 
situation in which a failure to medicate ‘‘would result 
in a substantial likelihood of physical harm to that pa- 
tient, other patients or to staff members of the institu- 
tion." 

Third, the constitutional issues were addressed. 
Both voluntary and involuntary patients were deemed 
possessors of a right to refuse treatment, except in 
emergencies as defined above, based on 1) a right to 
privacy against ‘‘powerful and potentially mind-alter- 
ing drugs" and 2) a First Amendment “‘right to pro- 
duce a thought," which the judge decided would be 
impaired by drugs that have ‘‘the potential to affect 
and change a patient's mood, attitude and capacity to 
think. . . . At stake is the more fundamental question 
as to waether the state may impose once again on the 
privacy of a person . . . by forcibly injecting mind-al- 
tering drugs into his svstem in a non-emergency situa- 
tion.” The state of Massachusetts, in its role as parens 
patriae and in its exercise of police powers, was grant- 
ed no compelling interest to the contrary. 

As for damages, the court denied compensation to 
the patient-plaintiffs. The civil rights claim was dis- 
missed because the defendants were found to have 
been acting in good faith, with no duty to anticipate the 
court's subsequent constitutional rulings. Tort dam- 
ages for assault and battery were deemed inapplicable 
to.a hospital setting. 

The malpractice claims were also dismissed. Taking 
into account the poor conditions at Boston State Hos- 
pital, the court agreed with an APA position statement 
(3) that it would be unjust to hold individual psychia- 
trists responsible for such deficiencies, noting that the 
result would be to deter psychiatrists from working 
where they were needed most. Given these circum- 
stances, the doctors were found not to have deviated 
from acceptable medical standards. 


COMMENT 


Judge Tauro's lengthy decision, if upheld on appeal, 
is bound to affect psychiatry in Massachusetts pro- 
foundly and could lead to similar decisions in other ju- 
risdictions. It is the most comprehensive statement of 
a federal judicial doctrine of a right to refuse treatment 
(see also Rennie v. Klein (4). As such, the basis for the 
decision and its internal contradictions ought to be 
scrutinized with care. 

One notes first the general intellectual ambience 
within which the decision was framed. Much of its log- 
ic rests on a basic misconception of the effects of psy- 
chotropic drugs (5, 6). Such loaded terms as ‘‘in- 
voluntary mind control" to describe the effect of anti- 
psychotic medications are used casually, familiarly, 
and uncritically. The implicit pejorative connotations 
of such phrases belie the essentially normative and 
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restorative effect of properly used psychotropic druzs. 
Moreover, the language reveals no sense that it is traly 
the illness and not the treatment that deserves the la»el 
‘involuntary mind control.’’ Psychiatrists do not ad- 
minister neuroleptics in an attempt to ‘‘control’’ minds 
but to restore them to the patient's control. Surely a 
subtle but essential distinction has been missed. 

Similarly, ‘‘mind control" conjures up the image of 
an intent to implant particular thoughts with devious 
ends in mind. There is, of course, no pill that can force 
a patient to vote Republican or even to like his brcth- 
er-in-law, but this appears to be the way in which the 
action of psychotropic medication is viewed. 

What makes even more significant this incorpcra- 
tion of popular culture into legal thought :s the fact that 
Judge Tauro's reasoning about a constitutional basis 
for the right to refuse treatment flowed directly from 
these idiosyncratic premises. His arguments about in- 
volutary medication as a violation of the right to ori- 
vacy began with, ‘‘This court has already found that 
psychotropic medications are powerful and potentially 
mind-altering’! and concluded that the right to make a 
decision to accept or refuse this type of medication is 
“basic to any right of privacy." 

When considering the First Amendment issue, the 
judge again planted his conclusions firrly in the sup- 
posed malevolent characteristics of the medications: 


Whatever powers the Constitution has granted our gov- 
ernment, involuntary mind control is not cne of them, ab- 
sent extraordinary circumstances. Tke fac: that mind con- 
trol takes place in a mental institution in the form of medi- 
cally sound treatment of mental disease is not, in itself, an 
extraordinary circumstance warranting an unsancticned 
intrusion on the integrity of a human being. 


Whether his decision would have been different had 
the specter of ‘‘mind control” not been raised is oven 
to conjecture; surely other grouncs, even other pri- 
vacy arguments, have been offered for a right to refuse 
treatment. However, it is significant -hat from the 
smorgasbord of constitutional amendments offered to 
him as a basis for the right to refuse treatment, Judge 
Tauro chose those dependent on this idiosyncratic def- 
inition of the actions of psychotropic drugs. | 

The judge ignored some important distinctions at.the 
heart of psychopharmacology. First, he seemec to 
confuse the intended effects of the medication with the 
side effects. We speculate that nonclinicians such as 
lawyers and jurists may be disproportionately attuned 
to the importance of side effects because, being phys- 
ical, they are more concrete than the more abst-act 
and imprecise mental phenomena beneficially affected 
by medication. Although an akinetic svrdrome resam- 


! Here, as in other decisions on the issue, the court is in the suri- 
ous position of attempting to preserve ‘‘freedam of psychotic 
thought or speech’’—a problematic application of the Constitution 
to a clinical problem (6). 
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bling depression can result from the use of high-po- 
tency neuroleptics, no one administers the medication 
seeking this end. Fo the extent that such deleterious 
side effects occur, they are unwanted and remediable 
concomitants of the therapy. 

Second, the drugs’ sedative actions, another form of 
‘‘mind control," are sometimes themselves therapeu- 
tic; when they are nct therapeutic they can be elimi- 
nated by altering the regimen. If drugs are used merely 
to ‘‘snow’’ the patient (7), as a substitute for other 
kinds of attention, the clinician would agree that they 
are being used improperly, but this sort of abuse is not 
necessarily characteristic of the medication or of the 
treating clinician. Thus the decision failed to distin- 
guish use from abus2 and adventitious side effects 
from intended effects, as well as failing to grasp the 
normative effects of drugs in restoring to the patient a 
greater control of his or her own mind. 

These misconceptions of the nature of psycho- 
pharmacologic treatment account for the great internal 
contradiction of the Boston State Hospital decision. 
The first half of the decision laid out a constitutional 
basis for the right to refuse treatment, while the last 
half exculpated the dcctors involved in the suit of any 
wrongdoing worthy of compensation to the plaintiffs 
because the doctors acted in good faith and in con- 
cordance with accepted standards of medical care. 
How did we arrive at the point where good faith medi- 
cal actions are unconstitutional? . 

If one has already labeled such efforts as “‘in- 
voluntary mind control," there is little maneuvering 
room, especially because the intent and effect of drug 
treatment have been isolated artificially from treat- 
ment in general. An alternative approach to the prob- 
lem could have led to a very different conclusion. Had 
the judge focused on tie therapeutic nature of the doc- 
tor-patient interaction in the first half of his decision, 
he might have concluded that such treatment can be 
administered in certain circumstances without a pa- 
tient's consent. If the goal is treatment and not ''con- 
trol," if the patient has signed himself into a hospital 
for care or has been committed under the laws of the 
state, if the patient’s refusal is incompetent because it 
stems from illness and not because it is a principled 
objection to treatment (6), if a ‘‘psychiatric emergen- 
cy," perhaps as more broadly defined by the defend- 
ants, exists, perhaps room could be found, with cer- 
tain sanctions and controls on the system, for a ration- 
ally designed and time-limited course of treatment 
without a formal judicial process (8, 9). Unfortunately, 
all of the possible flexibility that could be exercised, 
given a creative approach to a complicated situation, is 
discarded wholesale when a broad constitutional brush 
is applied to a situation that requires careful attention 
to fine details. 

The practical implications of the decision are worthy 
of note. Patients who refuse treatment but are not 
found by a court to be incompetent to make that deci- 
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sion can apparently refuse indefinitely, possibly pre- 
cluding their recovery and discharge. Even in- 
voluntarily committed patients, whether committed 
under a parens patriae power for their own protection 
or under the state's police power to protect the public, 
could not be treated if they refused. The paradox here 
is that by exercising their right to refuse treatment 
these patients may be forfeiting their rights to eventual 
freedom from hospitalization and illness, and—it could 
easily be argued—their waiver of these important 
rights might be an incompetent one. 

The results of the application of the reasoning in the 
Boston State Hospital case may have extremely seri- 
ous consequences for some mental patients; at worst 
the patients may have won by this decision the right to 
‘rot with their rights on” (6). That is, if the situation is 
insufficiently emergent and if a guardian cannot be 
found, or if the patient is adjudged legally competent, 
the patient may go untreated indefinitely. 

With the narrowed definition of emergency noted 
above, the following scenario could occur: an agitated 
patient who is acting in a way that fits emergency cri- 
teria refuses medication but is given an injection of 
medication involuntarily; he is transiently calmed, but 
because he is not being appropriately medicated he 
never achieves an adequate blood level; when the dose 
wears off, the cvcle repeats itself. The bitter irony of 
such a situation is that if the patient received a clinical- 
ly sound course of treatment (not a single injecticn), 
there is a good chance that he would no longer refuse 
medication as his illness responded to treatment. 

Guardianship, the proposed alternative to this di- 
lemma, is a sound idea on paper but extremely prob- 
lematic in practice (2); Massachusetts, like most 
states, has no system of paid, full-time guardians but 
relies on a limited number of volunteers. They would 
be quickly overloaded in most jurisdictions if called on 
every time a patient refused treatment. Court hearings 
threaten to consume a substantial number of clinical 
hours for the psychiatrists involved as well. The ccsts 
of conducting the hearings, funding the guardians, and 
paying for legal representation for both parties would 
be enormous and would undoubtedly require addition- 
al appropriations by the legislature. Attorneys in Mas- 
sachusetts have already rejected requests to serve as 
guardians for fear of the undefined liability involved. It 
is difficult to imagine that in the search for guardians, 
laypeople— patients’ family members or next of kin— 
will walk where lawyers fear to tread. 

Two areas of clinical concern remain unaddressed 
by the above and should be included: 1) the question of 
increased likelihood of chronicity and 2) the problem 
of narcissistic injury. 

With regard to chronicity, it is possible that delays 
in treatment, for as long as it may take a sluggish court 
system to appoint a guardian, may result in an in- 
creased likelihood of an acute psychiatric illness be- 
coming chronic. 


yt 
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As for narcissistic injury, despite the romanticiza- 
tion of psychosis by popular authors, the experience of 
a psychotic state is a severe blow to an individual’s 
self-esteem, especially if the psychosis is accompanied 
by marked regression, physical or emotional injury to 
others, major property damage, or other irreversible 
consequences. Although the example is of necessity 
anecdotal, the one suicide in our series of patients who 
refused medication (10) occurred in a paranoid man 
from a high-achieving family with high expectations. 
He spent an unconscionably long time in a severe and 
florid regression because of delays in judicial and de- 
partmental procedures in obtaining guardianship. The 
clinicians involved believed that this prolonged the 
state of being patently out of control and ‘‘really 
crazy," and the narcissistic injury involved played a 
role in the patient’s suicide. 


CONCLUSIONS 


Based on shaky premises as to the nature of the ac- 
tions of psychotropic medications, the decision of 
Judge Joseph Tauro proceeds to establish a dubious 
constitutional basis for the right of psychiatric in- 
patients to refuse medication. The impact of the ruling 
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is bound to be a disruptive factor on inzatient wa-ds 
and will provide little meaningful protection to pa- 
tients. The probable net effect of this ru_ng will be to 
seriously impede the proper and humar= care of the 
mentally ill. 
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Culture and Psychopathology: A Study of Puerto Ricans 


BY BLANCA FERNANDEZ-POL, M.D. 


There have been suggestions in the literature of a link 
between acceptance of traditional Latin American 
family values and the development of 
psychopathology. To test this hypothesis, the author 
surveyed 117 lower-class Puerto Rican psychiatric 
patients, using a scale to measure Hispanic American 
family-related values. The scores of these patients 
were compared with those of lower- and middle-class 
Puerto Rican nonpatients. The data provided some 
evidence that in poorer immigrants psychiatric 
morbidity is accompanied by evidence of decreased 
adherence to Latin American family beliefs. 


o what extent does the Latin American's belief 
p regarding traditional family values affect 
psychiatric morbidity? Jaco (1), in a study of Mexican 
Americans in Texas, attributed their low incidence of 
mental disorders to family ethos. Madsen (2) has re- 
ported similar findings. Very different results were 
found by Diaz-Guerrero (3) in Mexico City. He 
thought that ‘‘the unquestioned and absolute suprema- 
cy of the father, and the necessary and absolute self- 
sacrifice of the mother’ prevalent in the Mexican fam- 
ily were a source of emotional stress sufficient to pro- 
voke neurotic conflicts. Fernandez-Marina and associ- 
ates (4) reported that the strict role definitions in the 
. Mexican family were also found among Puerto Ricans. 
In further research in Puerto Rico, Maldonado-Sierra 
and associates (5) tested Diaz-Guerrero’s hypothesis. 
They compared neurotic and normal individuals and 
found, contrary to expectation, that the normal group 
was significantly more accepting of traditional family 
values than was the neurotic group. It was hypothe- 
sized the Puerto Ricans may be experiencing conflicts 
as aresult of progressive Americanization, with its ac- 
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celerated change in value systems. These authors en- 
couraged a further replication of their study with a cif- 
ferent type of sample; their sample consisted entirely 
of students and may have been biased. The purpose of 
my study was to test the hypothesis raised by Diaz- 
Guerrero (3) among a sample of lower-class Puerto Ri- 
cans. 


METHOD 


The two samples initially selected for study were a 
group of psychiatric outpatients from Bellevue Hospi- 
tal and a nonpatient control group of Puerto Ricans 
living in New York City. The criteria for both groups 
included 1) birth in Puerto Rico, 2) age of 18-65 years, 
3) residence in New York City for at least 5 years, 4) 
low socioeconomic status, and 5) willingness to partic- 
ipate in the study. Patients known to be of subnormal 
intelligence and those who had a diagnosis of organic 
brain disorder were excluded from the study. 

Of the patients, 57 had been diagnosed as neurotic 
(13 men and 44 women) and 60 as psychotic (27 men 
and 33 women). The patients were unskilled and semi- 
skilled working-class individuals; 9196 had less than an 
eighth-grade education and limited or no command of 
English. All were unemployed at the time of the study 
and were receiving welfare assistance. 

The control population, obtained from a welfzre 
center in New York City, was chosen because these 
subjects lived under similar circumstances and were 
assumed to experience similar social stresses. The 151 
people contacted as prospective controls who said that 
they had never received or seriously considered seek- 
ing psychiatric care were given a Spanish version of an 
adjective checklist developed by Trent and associates 
(6).as a measure of personal adjustment. As a result, 44 
subjects were eliminated because of measurable psy- 
chopathology. This left a total of 107 welfare controls 
(82 women and 25 men). 

The Traditional Subscale was also given to two oth- 
er groups of Puerto Rican nonpatients: 55 lower-clzss 
Bellevue Hospital employees and 38 middle-class em- 
ployees in the Migration Division of the Puerto Rican 
Department of Labor's New York office. These groups 
were also composed of native-born Puerto Ricans, 
aged 18-65, who had been living in New York City for 
at least 5 years. 

I interviewed all subjects individually and explained 
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the exploratory nature of the research to them. All ma- 
terials were presented orally in Spanish. When a sub- 
ject had difficulty understanding an item, it was re- 
phrased in the vernacular of the lower class. 

The questionnaire used in the interview consists of 
two sections. Section 1 deals with demographic and 
social variables that may influence family values, such 
as sex, age, religion, church attendance, education, 
occupation, social mobility, marital status, number of 
years in this country, and command of English. Sec- 
tion 2 consists of the Traditional Subscale of Maldo- 
nado-Sierra and associates, which is an adaptation and 
extension of a questionnaire developed by Diaz-Guer- 
rero (3) to survey Mexican family beliefs.! The Tradi- 
tional Subscale includes several statements designed 
to measure family-related values, status roles, behav- 
ior of the sexes, norms, etc. A high score represents 
strong adherence to traditional family values, and a 
low score represents the opposite viewpoint. The 
questionnaire contained a total of 68 items and took an 
average of 30 minutes to administer. 


RESULTS 


Mean Traditional Subscale scores obtained by the 
lower-class neurotic, psychotic, and control groups, as 
well as the middle-class controls, are given in table 1. 
The welfare control group had higher scores than the 
psychiatric patients, indicating a higher degree of ad- 
herence to traditional values. A one-way analysis of 
variance revealed a significant difference among the 
mean scores of the neurotic, psychotic, and welfare 
control groups. Scheffé's method (7) for multiple com- 
parisons revealed significant differences in mean 
scores between welfare control and neurotic subjects 
(p<.005) and between welfare controls and psychotic 
subjects (p«.005). The difference between the mean 
scores for the neurotic and psychotic subjects was not 
significant. 

The correlation ratio (7) of .21 indicates that 21% of 
the variance in scores in these three groups can be at- 
tributed to diagnostic category. In the Maldonado- 
Sierra and associates (5) study this ratio was .16. 

The lower-class Bellevue Hospital employees had 
scores close to those of the welfare control group, 
while the middle-class Migration Division employees 
scored slightly lower than the psychiatric patients. 


DISCUSSION 
Two themes arise from these findings. First, among 


lower-class Puerto Rican subjects, the nonpatients 
were significantly more accepting of traditional Latin 


1A copy of the Traditional Subscale is available on request from 
the author, or see reference 5. 
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TABLE 1 
Measured Adherence to Traditional Values of Puerto Rican Psychatric 
Patients and Controls 





Traditioral 
Subscale Scores 
Group N Mean SD 
Lower class 
Neurotic 57 16.78 3.05 
Psychotic 60 16.75 3.16 
Welfare controls 107 21.76 4.52 
Bellevue Hospital employees 35 20.60 3.98 
Middle class 
Migration Division employees 38 14.50 6.01 


American family beliefs than were the psychiatric pa- 
tients. Second, middle-class nonpatients were signifi- 
cantly less accepting of traditional familv beliefs than 
were the lower-class nonpatients. 

In interpreting the findings of this study, one must 
take into consideration that the way an :ndividua re- 
sponds to a questionnaire is probably affected by con- 
scious or unconscious resistance. The scores could 
have been influenced by subjects’ desire to be soc:ally 
acceptable and/or by an acquiescence response style 
(the tendency to agree passively, without thoughtful 
consideration). The social status of the respondent 
must be taken into account. The lower-class subjects 
in this study were at the bottom of the social ladder, 
existing in what Lewis (8) has called a "culture of pov- 
erty." Lewis found that such people are 


aware of middle-class values, talk about -hem and =ven 
claim some of them as their own, but on the whole they do 
not live by them. Thus it is important to distinguish be- 
tween what they say and what they do. (8, p. xlvi) 


Padilla has stated, 


The culture of Puerto Ricans in New York cannot be 
characterized as ‘‘Puerto Rican,” for it is not the same as 
that of Puerto Ricans in Puerto Rico. Rather the culture of 
Puerto Ricans in New York has developed in accorcance 
with the circumstances of their lives in this city. (9, p. 31) 


There was a high incidence of consensual urions 
(unmarried partners), female-headed hzaseholds, and 
out-of-wedlock births in the nonpatient lower-class 
group. However, that this pattern of fzmily behavior 
was also found among the patients points to factors 
other than social desirability and acquiescence re- 
sponse set as explanations for the differences between 
patients’ and nonpatients' responses tc the question- 
naire. ! 

The penetrating study of schizophrenia in Puerto 
Rico published in 1965 by Rogler and Hodlingsheac (10) 
reported that in individuals from the lcest socioeco- 
nomic stratum a role reversal occurs after the per- 
ceived onset of the illness; the sick man abandons the 


726 CULTURE AND PSYCHOPATHOLOGY 


‘‘macho’’ pattern, and the sick woman becomes rebel- 
lious against both the husband and other authority fig- 
ures. It may be, and here one is in the realm of pure 
speculation, that the reversal of roles in our patients 
accounts for their decreased acceptance of traditional 
family beliefs. 

These results do not support Diaz-Guerrero's hy- 
pothesis (3) regarding the psychopathologic effect of 
acceptance of traditional Latin American family val- 
ues, Instead, they support the findings of Maldonado- 
Sierra and associates (5): there is evidence that an in- 
verse relationship exists between adherence to Latin 
American family beliefs and the development of psy- 
chopathology. 

Our middle-class subjects represented a highly se- 
lected group of native-born Puerto Ricans living in 
New York City. They were managerial and clerical 
personnel who had greater educational achievement, 
higher incomes, a higher level of social aspiration, bet- 
ter command of English, and more exposure to the 
American media than was found in the ‘‘dis- 
advantaged” samples. The possibility therefore exists 
that these subjects resemble middle-class Americans 
in background. Their low scores on the Traditional 
Subscale may be related to such cultural factors as the 
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women's movement, to which lower-class subjects are 
less exposed. 
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Research Training in Psychiatry: A Survey of Current Practices 


BY GORDON D. STRAUSS, M.D., JOEL YAGER, M.D., AND DANIEL OFFER, M.D. 


The authors surveyed current opportunities and 
research training practices in psychiatric residency 
programs. Although most programs offer at least a 
journal club and many state that research experiences 
are available, very limited research resources are 
available to residents in many programs. The 
availability of research teaching is quite variable, and 
few programs budget or spend money for resident 
research. Further, very few programs require any 
direct research experience. These findings offer a 
partial explanation for the shortage of research 
psychiatrists. 


esearch in psychiatry, as in other medical special- 

ties, is vital to the continued growth of the dis- 
cipline's scientific basis. However, research training is 
not emphasized in the ‘‘Essentials of Approved Resi- 
dencies'' (1). Although educational objectives for re- 
search training in general psychiatry residency pro- 
grams have been suggested (2-4), there is little infor- 
mation about the nature and scope of currently 
available research training. 

We surveyed training programs to determine the 
range of current research training practices in psychia- 
try residencies. Our data suggest major disparities in 
the ability of residency programs to provide research 
training. 


METHOD 


In the spring of 1977, all accredited psychiatry resi- 
Gency programs in this country were surveyed by the 
American Association of Directors of Psychiatric 
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Residency Training (AADPRT). The questionnaire in- 
cluded 25 items about education and training in re- 
search. Questions were designed to assess the avail- 
ability of research training experiences ior residents, 
the optional versus required nature of research experi- 
ences, the areas of psychiatry toward which resident 
research efforts are directed, the amount of money 
available for (and spent on) resident res2arch, and the 
results of research training as measured bv contribu- 
tions to the literature and numbers of residents seeking 
further research positions. Significance of relation- 
ships among variables was determined by means of 
chi-square analysis. 


RESULTS 


Approximately 50% (N=115) of the questionnaires 
were returned. Programs in which some or all training 
occurs in a university hospital setting accounted for 
55% of the responses. Programs based at state hospi- 
tals, community mental health centers, and private 
hospitals (without university hospital rotations) ac- 
counted for 11%, 8%, and 6% of the responses, respec- 
tively. 


Current Offerings of Training Programs 


Research opportunities. Many programs offer resi- 
dents a chance to work with faculty doing research 
(88%) or to initiate their own clinical research (90%) 
(see table 1). Slightly fewer programs (73%) give resi- 
dents opportunities to initiate their own basic re- 
search. Fewer than half of the training programs (44%) 
offer early exposure to research by assigning residents 
to research wards. Programs in university hospitals 
were significantly more likely to provide this opportu- 
nity (p«.01). Less than a third of the programs (3196) 
offer a separate research training track 

Teaching. Almost all programs (91%) have a journal 
club in which recent literature is discussed. Almost 
three-fourths of the training programs (73%) offer sem- 
inars on research (methodology, experimental design, 
data analysis, etc.), and in one-third of these programs 
the seminar is considered a required course. About 
half of the programs offer residents a faculty research 
preceptor and practice in drafting researca protocols 
(53% and 50%, respectively). A course in statistics for 
the behavioral sciences is available in 45% of pro- 
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TABLE 1 
Research Opportunities and Teaching in Psychiatry Residencies (Per- 
centages of Responding Prcgrams) 


Available 
But Not Not 

Item Required Required Available 
Resident opportunity 

Resident-initiated clinical 

research (N = 105) 4 90 6 

Assignment to research 

ward (N —105) 4 39 57 

Participation in ongoing 

faculty research (N=101) 3 88 9 

Research training track 

(N=102) 2 29 69 

Resident-initiated basic 

research (N —96) l 73 26 
Teaching 

Journal club (N = 100) 39 52 9 

Research seminars 

(N=101) 24 49 27 

Course in statistics for 

biobehavioral sciences 

(N= 100) 18 37 45 

Faculty research preceptor 

for every resident (N —88) 5 48 47 

Practice in drafting research 

protocols (N = 102) 2 48 50 


Course in scientific writing 
(N= 104) 0 22 78 


grams. Only a few programs (22%) offer instruction in 
scientific writing. 

Elective time. Almast two-thirds (63%) of the pro- 
grams reported offering residents a substantial period 
(6-12 months, usually in the final year) during which 
they can devote the majority of their time to research. 
This is twice the number of programs that offer a sepa- 
rate research training track (table 1). Again, programs 
that use university hospitals for some or all of their 
training were significantly more likely to make elective 
time available (p.001). 

Rewards and incentives. Most programs (81%) pay 
the travel expenses of residents who present their 
work at scientific meetings, and 62% supply funds for 
reprints of articles published by residents. A prize for 
resident research is offered by 25% of the programs, 
and 18% permit a resident to go to other centers to do 
. research for 3 months or more. 

The amount of: money a program budgets for resi- 
dent research and the amount actually spent are also 
measures of incentives for research. As table 2 shows, 
over half the programs failed to budget or spend any 
money for resident research in 1976-1977. 

Graduation requirements. Only 1 program in 7 
(15%) requires a graduation paper (research in this 
sense could include bibliographic work of a scholarly 
quality). Very few programs (less than 5%) require any 
research experience, fewer than a quarter require a 
seminar on research oz statistics, and fewer than half 
of the programs require attendance at a journal club 
(table 1). 
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TABLE 2 
Amounts Budgeted and Spent for Resident Research, 1976-1977 
(Percent of 89 Programs) 





Amount Budgeted Spent 
None 51 33 
$1-$499 7 14 
$500-$999 16 7 
$1,000--$4,999 16 19 
$5,000 + 10 7 





Areas of Resident Research 


We asked training directors to estimate the percent- 
age of resident research effort devoted to each of eight 
areas: basic biology, clinical psychopharmacology, 
general psychiatry (psychotherapy, treatment cut- 
come, etc.), consultation-liaison, child, adolescent, 
geriatric, and community and legal psychiatry. Varia- 


tions in the number of programs responding in each 


category make comparisons unreliable. However, cer- 
tain patterns can be described. 

No one area dominated resident research. Clinical 
psychopharmacology and general psychiatry are the 
most popular areas, with consultation-liaison, basic bi- 
ology, and child psychiatry constituting a second tier. 
Less resident research is devoted to adolescent psy- 
chiatry, community and legal psychiatry, and gerat- 
rics. 


Outcome 


We asked about two aspects of the results of re- 
search training: 1) the number of papers published in 
the past five years by residents or graduates based on 
work initiated during the residency, and 2) the number 
of graduates in the past five years who went on to full- 
time research positions (e.g., National Institute of 
Mental Health Clinical Associates or Career Research 
Development Awards). 

Only 20% of the programs reported no publications 
from resident work over the last five years. Almost 
half (49%) gave estimates of 1-10 papers. Between 11 
and 20 publications were reported by 17% of the pro- 
grams, and 15% reported over 20 publications. Over 
half (55%) of the programs reported that none of their 
recent graduates had gone into full-time research. 
One-third reported that from 1-5 graduates had gone 
into research, while 1096 reported that more than 6 
residents had done so. 

We examined the relationship between the number 
of residency-based publications and several other vari- 
ables. First, residencies located solely in university 
hospitals were almost twice as likely as any other type 
of program to produce more than 10 publicaticns 
(p«.01). Other highly significant factors included as- 
signment to a research ward (p.01), existence of a 
separate research training track (p<.01), and availabil- 
ity of a faculty research preceptor for each resident 
(p<.001). There was no significant relationship be- 
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tween the requirement of a graduation paper and num- 
ber of papers reported, although every program with 
such a requirement reported that one or more resi- 
dency-based papers had been published. 


DISCUSSION 


‘Phe problem of how best to teach and encourage in- 
terest in psychiatric research is not new (5-8). We be- 
lieve that residents should have süfficient research ex- 
posure during training to permit the development of 
their potential interest in postgraduate research train- 
ing programs. Our data suggest that as a profession we 
fall short in guaranteeing this exposure to all residents. 

Wide variations exist in the availability of most 
types of research training. Journal clubs—exercises 
that may increase the ability to read critically research 
literature and professional journals—are available in 
91% of programs but are required by fewer than half. 
Indeed, relatively few programs have any required ex- 
periences that would ensure residents’ involvement 


with research or with critical thinking about research. 


Residents whose research interest is stimulated during 
training may or may not find resources or opportuni- 
ties to develop their interests. The lack of a faculty 
mentor in almost half the programs detracts from any 
possibility of resident research. The absence of assign- 
ments to a clinical research ward or its equivalent 
may lead to neglect of the attitudes of scientific curios- 
ity, questioning, and rigorous observation that are de- 
veloped in such environments. When research training 
electives or tracks are not available, residents whose 
needs are not being satisfied may transfer to another 
program. Programs rich in research options may stim- 
ulate residents’ latent interest in research. 

Although few residents enter full-time research ca- 
reers after graduation, the potential contribution by 
residents to the professional literature is impressive. 
One program in 7 indicated that work initiated in resi- 
dency had led to publication of an average of 4 papers 
a year over the past five years. However, two of our 
findings—that fewer than half of the programs budget 
any money for resident research and that few have 
funds available to pay residents who might conduct re- 
search elsewhere —suggest that actual encouragement 
of research is limited. Most programs provide funds to 
recognize accomplisbed research (e.g., travel for pre- 
sentations, reprints of published articles) but not to en- 
courage research in the early stages. 

One finding was especially surprising to us. We ex- 
pected that programs which required a graduation pa- 
per would be most **productive'' in terms of contribu- 
tions to the literature. This was not the case. Stoller 
(9), among others, has advocated required graduation 
papers as a core for research training. While we agree 
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(and require such papers in our own programs), our 
findings do not demonstrate that this requirement 
leads to correspondingly higher rates of publications. 

Psychiatry faces a shortage of marzower in the 
years to come, and the shortage is especially acute in 
the area of psychiatric research (10). It is incumbent 
on the field, as a medical specialty, to train the future 
investigator as well as the future practitioner. How- 
ever, the financial support that has perm-tted residents 
to conduct their own research and to col. zborate in fac- 
ulty research has come in part from federal training 
grants, which are becoming less available. As more of 
the responsibility for providing training stipends and 
related funds is assumed by local agencies that view 
research and other nonservice training 7unctions as a 
low priority, there may be increased pressure on some 
residency programs to cut back research training op- 
portunities. 

We believe that research training opportunities for 
all residents are crucial and that such resources should 
be included in the ''Essentials of Approved Resi- 
dencies." Residents who may never again do research 
will benefit substantially as clinicians fron incorporat- 
ing the critical reasoning of the researchz-, recognizing 
the contributions of good research to caality clinical 
practice, and becoming sensitive to thz risks to pa- 
tients of practice based on uncritical acceptance of the 
results of poor research. 
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Residency Curriculum in Forensic Psychiatry 


BY JOSEPH D. BLOOM, M.D., J. DAVID KINZIE, M.D., AND JAMES H. SHORE, M.D. 


The authors describe the development of a curriculum 
in forensic psychiatry in a general psychiatric 
residency training program. Educational objectives 
for both knowledge and skills are presented. The 
authors detail training experiences at each level of 
psychiatric residency, including electives available for 
fourth-year residents. They encourage other training 
programs to share similar reports with a view toward 
the development of standards in the training of 
residents in forensic psychiatry. 


he field of forensic psychiatry is expanding rapidly 

(1, 2) as forensic matters impinge increasingly on 
psychiatry from both a regulatory and a clinical prac- 
tice standpoint. 

In the regulatory area, the psychiatrist must be fa- 
miliar with the changing concepts in civil commitment 
(3) and the increased recognition of the hospitalized 
patient's rights. In the area of confidentiality, pres- 
sures are mounting as peer review agencies and third- 
party payers demand increasing amounts of informa- 
tion on patients' diagnoses and treatment. Psychia- 
trists must be familiar with the doctrine of informed 
consent as it applies to clearer definitions of the doc- 
tor-patient contract. There are also problems of in- 
creased malpractice risks for psychiatrists as ethics 
are more carefully drawn (4) and treatment decisions 
closely scrutinized. 

In clinical practice, forensic psychiatry has become 
visibly involved in the legal system. Psychiatrists are 
intimately involved in criminal law determinations in 
the areas of competence to stand trial, legal responsi- 
bility at the time of the alleged crime, and sentencing. 
Psychiatrists are often mandated to render opinions in 
cases involving dangerous offenders or sexual psycho- 
paths. With the reemergence of the death penalty, psy- 
chiatrists are being asked by courts to determine the 
accused's potential for rehabilitation and, possibly, his 
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or her competency to be executed (5). Testimony in 
civil court is also expanding as civil actions increas- 
ingly define mental damage as compensable. The same 
trends hold in the field of workman's compensation 
(6). Child welfare is an important area, with testimony 
frequently called for in dependency and delinquency 
hearings. Most psychiatrists are receiving requests for 
child custody evaluations as divorce rates rise. 

In sum, it is not unusual for psychiatrists in any type 
of clinical practice to be involved with forensic deter- 
minations throughout their careers. Despite the rapid 
changes in the field of forensic psychiatry, training in 
this area has, until recent years, been peripheral to 
residency training. Most forensic psychiatry was 
learned experieniially in the private sector. This is not 
to say that forensic training has been unavailable to 
psychiatric residents. Barr and Suarez (7) in 1965 opti- 
mistically described the availability of forensic training 
in 57 of 64 psychiatric residencies surveyed. Centers 
have developed for the postresidency training of foren- 
sic psychiatrists at the University of Southern Califor- 
nia, the University of Maryland, and other centers. 
The American Academy of Forensic Psychiatry, 
founded 10 years ago by a small group of forensic psy- 
chiatrists, now lists over 600 members, publishes a 
journal, holds regular scientific meetings, and recently 
helped develop and implement a specialty board exam- 
ination in forensic psychiatry sponsored by the Ameri- 
can Academy of Forensic Sciences. At a recent meet- 
ing of the American Academy of Forensic Psychiatry, 
Sadoff (8, 9) described the growth of training programs 
in forensic psychiatry. 

The current edition of the Directory of Accredited 
Residencies outlines the following requirements for 
educational programs in the field of forensic psychia- 
try: 


Training in forensic psychiatry must involve more than 
solely didactic instruction. It should include supervised 
clinical experiences such as consultative work with 
judges, attorneys, police, probation officers, and other 
professionals in the legal field, and wherever possible, ac- 
tual experience in courtroom testimony. (10, p. 361) 


The specific objective of this paper is to describe the 
development of a forensic psychiatry curriculum with- 
in the Department of Psychiatry at the University of 
Oregon Health Sciences Center. The department is re- 
sponsible for training 24 psychiatric residents over a 4- 
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year training period. Other responsibilities include 
teaching and supervision of 4 child psychiatry fellows 
and 115 medical students per class. . 

The forensic training program at the center devel- 
oped out of the community psychiatry training pro- 
gram (11, 12). Within the past two years we have 
evolved a separate training curriculum in forensic psy- 
chiatry for medical students, psychiatric residents, 
and child fellows. Educational objectives and evalua- 
tion have been developed for adult psychiatric resi- 
dents. This paper will outline the component parts of 
training in forensic psychiatry. 


EDUCATIONAL OBJECTIVES 


Educational objectives for residents in adult psychi- 
atry, including both knowledge and skill objectives, 
are as follows: 

Knowledge. By the end of the residency period of 
four years the resident will demonstrate knowledge in 
the following areas, with appropriate application to 
clinical areas. 

1. The Oregon civil commitment statute. 

2. The recent national changes in civil commitment, 
including ability to discuss right to treatment, right to 
refuse treatment, least restrictive environment, due 
process protections, as well as important court deci- 
sions in these areas. 

3. The literature on the prediction of dan- 
gerousness. 

4. The recent literature on criminal behavior of 
mentally ill persons. 

5. Competency to stand trial in a criminal hearing. 

6. The history of the '*'insanity defense,” including 
the specific tests, the McNaughten and Durham rules 
and the American Law Institute Test and its variations 
in the Oregon Code and in the Ninth Federal District. 

7. Psychiatric involvement in the death penalty. 

8. Psychiatric involvement in civil law, torts, con- 
tracts, and wills. 

9. Informed consent as it relates to issues of psychi- 
atric practice and malpractice. 

10. Family law, including issues related to divorce, 
child custody, and the termination of parental rights. 

Skilis. By the end of the residency period of four 
years the resident will have the skills to perform the 
following tasks: 

1. Conduct precommitment evaluations and make 
determinations regarding the patient’s dangerous- 
ness and ability to care for himself under Oregon 
statutes. i 

2. Serve as a court examiner as defined by Oregon’s 
civil commitment statute. 

3. Evaluate at least one person charged with crimi- 
nal behavior and make determinations about com- 
petency to stand trial and responsibility for the alleged 
crime under Oregon statute. 
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4. Present the court with a properly written forensic 
psychiatric report. 

5. Participate in moot court as an expert witness in 
family law matters. 

6. Demonstrate practical knowledge of informed 
consent in the application of psychiatric therapies. 


^ 
TEACHING SETTINGS AND APPROACHES 


As in most training programs the majo- focus in the 
first two years is on inpatient psychiatry. The main fo- 
rensic area emphasized in this period. is civil com- 
mitment. Residents in their first weeks of training are 
exposed to careful discussion of the Oregon civil com- 
mitment laws. All of our residents, dur ng their first 
two years of training, rotate through the emergency 
room of the hospital and serve a rotation on the psy- 
chiatric crisis unit. The crisis unit is £ 12-bed acute 
intensive care psychiatric treatment service which 
maintains five precommitment ‘‘emergency-hold’’ 
beds. In both the emergency room and <visis unit resi- 
dents are constantly exposed to petients who are in 
precommitment phases of the legal process of civil 
commitment. Forensic psychiatry has bzen introduced 
as one of the content areas in a weekly seminar for 
first- and second-year residents on these services. The 
forensic component begins with a didactic seminar on 
the major changes in the field of civil commitment over 
the last 10 years. Landmark cases are rzviewed. The 
concepts of right to treatment, right to refuse treat- 
ment, and least restrictive environment are discussed. 
In the remaining forensic sessions resicents are asked 
to present cases that demonstrate diff cult legal-psy- 
chiatric issues. Residents are encouraged to attend 
civil commitment hearings as observers. Any legal- 
psychiatric issues that arise in the no-mal course of 
work are discussed with appropria:e faculty. These is- 
sues have included subpoenas for tesimony in civil 
and criminal cases involving patients treated in the 
emergency room or on an inpatiert service. 

During the third year of residency the residents have 
their major block of eight didactic lectur2s on forensic 
psychiatry. Civil commitment has been heavily dis- 
cussed in previous lectures and is not emphasized in 
these didactic seminars. The major conlent areas are 
psychiatry and criminal law, torts, contracts, wills, 
and medical-legal issues related to vatient-doctor 
privilege, confidentiality, informed corisent, and mal- 
practice. Several of the seminars are co-taught with 
members of the faculty of the Norz-hwes-ern School of 
Law. Also during the third year residents spend six 
months in the community psychiatry traming program. 
During this time, residents are expected to participate 
as court examiners during the commi-ment hearing 
phase of the civil commitment process 113). 

During their fourth year, residents have an opportu- 
nity to spend six months on elec-ives of their own 
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choice. Several electives are available in forensic psy- 
chiatry. A recently negotiated elective allows the resi- 
dent to evaluate persons charged with misdemeanor 
offenses who are being defended by the Multnomah 
County Public Defender’s Office. Since persons 
charged with misdemzanors are rarely evaluated by 
psychiatrists, these defendants were both readily 
available and in need of forensic psychiatric evalua- 
tions. Residents perform evaluations requested by the 
Public Defender's Office on issues related to com- 
petency, responsibilitv, and, in some cases, sentenc- 
ing. These evaluations and the subsequent reports are 
carefully reviewed in supervision. On occasion resi- 
dents have the opportunity to testify in either the guilt 
or penalty phase of the hearings. 

Other available electives include a placement with 
the Multnomah County correctional facility. This 
gives the resident the opportunity to work in a short- 
stay county facility that has many problems similar to 
those recently described by Petrich (14). There is also 
a placement at the secure treatment unit of the Oregon 
State Hospital. This unit primarily serves all persons 
found not responsible by reason of mental disease who 
require hospitalization. 

Finally, there is a placement at the Family Court 
Service of Clackamas County. This is a court-related 
service that deals with families facing marital dis- 
solution. Residents working in this setting have the op- 
portunity to become familiar with family law, espe- 
cially in relation to divorce, child custody, and vis- 
itation. 

Family and juvenile law is the subject of a seminar 
offered every other year to adult residents and child 
psychiatry fellows. This seminar, which was recently 
described by Cohen and associates (15), has both a di- 
dactic and a moot court experience. 

There is also a monthly forensic seminar for senior 
residents, graduate mental health nursing students, 
and community mental health social work students. 
This seminar focuses on areas of the student's choice 
and involves intensive study of one of several areas of 
forensic psychiatry. This year the seminar has focused 
on termination of parental rights, juvenile law as it ap- 
plies to delinquency and dependency, confidentiality 


in the mental health clinic, and a recently enacted Ore- 


gon death penalty statute. 


EVALUATION 


Forensic seminars, rotations, and supervisors are 
evaluated by each resident. Residents are also eval- 
uated on each rotation by their supervisors. Each year 
all residents participate in an oral ‘‘mini-board’’ exam- 
ination and in written comprehensive psychiatric ex- 
aminations. These examinations are similar to those 
administered by the American Board of Psychiatry 
and Neurology. The written examination covers the 
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knowledge objectives listed previously for forensic 
psychiatry. 


CONCLUSIONS 


We have summarized the organization of the foren- 
sic psychiatry training program offered by the Depart- 
ment of Psychiatry at the University of Oregon Health 
Sciences Center. The electives we have described are 
becoming popular with the residents. This year three 
of our senior residents elected a placement at the Pub- 
lic Defender's Office. One resident is participating in 
research on the civil commitment of American In- 
dians. Another is studying the functioning of the Psy- 
chiatric Security Review Board, which has jurisdiction 
over all individuals found not responsible for criminal 
conduct by reason of mental disease. In past years 
residents have participated in all electives described. 

It is our hope that this paper will stimulate other 
similar reports and lead to an exchange of ideas on the 
development of curricula in this emerging area of psy- 
chiatry. 
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This section contains 1) new research findings, including preliminary data from pilot studies, either clinical or 
laboratory; 2) worthwhile replication studies; 3) case reports that describe a truly new syndrom? or cast new 
light on established ones; and 4) case reports that indicate a new therapeutic procedure of potential value or call 
attention to adverse effects of drugs or previously unreported complications of therapeutic interventions. Pro- 
gram descriptions and literature reviews cannot be printed in this section. Criteria jor format are listed in 
"Information for Contributors” in each issue; papers that do not adhere to these criteria will be returned to the 


author. 


Platelet y-Aminobutyrate-o-K etoglutarate Transaminase (GABA-T) in Schizophrenia 


BY HELEN L. WHITE. PH.D., JONATHAN R.T. DAVIDSON, M.D., ROBERT D. MILLER, M.D., PH.D., 


AND LINDA D. FAISON, M.S. 


A possible deficiency of GABA (y-aminobutyric 
acid) in one or more brain regions has been implicated 
in the etiology of schizophrenia (1). A deficiency in 
GABA would be consistent with the dopamine hypoth- 
esis of schizophrenia, since GABA-containing nerve 
endings form inhibitory synapses with dopamine neu- 
rons. Perry and associates (2) recently reported that 
GABA concentrations were significantly lower than 
normal in the nucleus accumbens and thalamus of 
postmortem brains of schizophrenic patients, although 
Cross and associates, in a similar study (3), found no 
differences. Lichtshtein and associates (4) also found 
no differences in cerebrospinal fluid GABA levels. 

The enzyme principally responsible for catabolism 
of GABA in mammalian brain is y-aminobutyrate-a- 
ketoglutarate transaminase (GABA-T; EC 2.6.1.19), 
and high activities of this enzyme could be expected to 
produce a GABA deficiency. Therefore, following a 
recent report (5) that this enzyme can be assayed in 
human blood platelets, we wanted to determine wheth- 
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er there was an observable difference between GABA- 
T activity in platelets of schizophrenic patients and 
those of normal controls. 


Method 


We obtained blood from 14 patients, 9 men and 5 
women, who met the DSM-III (1978 dreft} criteria for 
schizophrenia. These patients were clessified as para- 
noid; they had been chosen as part of another study for 
evaluation of platelet monoamine oxidase, an enzyme 
that has been reported to be deficiert in paranoid 
schizophrenia (6). There were 8 inpatiznts with acute 
paranoid schizophrenia and 6 outpatieats with para- 
noid schizophrenia in remission. We inz.uded an equal 
number of sex- and age-matched (mean+SD=33=11 
years) normal controls in the studv, and obtained in- 
formed consent from all participants. 

The mean duration of illness (X SD: was 8.28.1 
years; 12 patients had been hospitalized more than 
once. The 8 inpatients were receiving fi phenazine hy- 
drochloride (N=2), haloperidol (N—2,;, chlorproma- 
zine (N=2), loxitane (N=1), and thioridazine (N- 1). 
All 6 outpatients took fluphenazine decenoate every 2- 
3 weeks. Other drugs being administered to both 
groups of patients included diphenylhydramine, tri- 
hexyphenidyl, chloral hvdrate, benztropire, and NPH 
insulin. 

Using EDTA as an anticoagulant, we obtained 10 mi 
of blood from the patients and the age-matched control 
subjects at the same time and locaticn. The whole 
blood samples were transferred in a chilled container 
to the laboratory and the platelets seperated within 2 
hours after the drawing of blood: we cbserved lower 
enzyme activities in platelets not separsted within this 
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time period. We used EDTA as the anticoagulant in- 
stead of citrate, which would have inhibited the en- 
zyme. We have described elsewhere the separation 
and radiometric assay of GABA-T (5). Ten milliliters 
of whole blood produced 0.5 ml of resuspended plate- 
lets; we used 50 yl of this suspension in each assay. All 
samples were assayed in triplicate. We performed 
blank assays for each platelet sample by omitting the 
unlabeled substrate, o-ketoglutarate, from incubation 
mixtures. Then we subtracted the disintegrations per 
minute from blank assays from those obtained in the 
presence of both substrates (4C-GABA and a-keto- 
glutarate) to give the net disintegrations per minute for 
each sample. We determined the protein concentra- 
tions in each platelet suspension by Bradford's method 
(7), using bovine plasma albumin as standard. 


Results 


The mean GABA-T values (+SD) for patient and 
control platelets were (.931:-0.37 and 1.15+0.60 nmol/ 
hour per milligram of protein, respectively. Although 
the mean value for patient platelets was 19% lower 


than that of controls, this difference was not signifi- . 


cant. We observed no differences between outpatients 
and inpatients or between men and women, and we 
found no significant correlations between platelet 
GABA-T activity and duration of illness, psychosis 
state, duration of drug treatment, premorbid function, 
or work history. 


Discussion 


If GABA function is involved in schizophrenia, pos- 
sible defects in GABA synthesis, GABA catabolism, 
or receptor sensitivity may occur. Our results suggest 
that excessive catabolism of GABA via increased 
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platelet GABA-T activity cannot be observed among 
paranoid schizophrenics. It is possible that platelet 
GABA-T activities do not give a reliable measure of 
the enzyme in brain. If the small, nonsignificant de- 
crease in GABA-T found in schizophrenic patients re- 
flects brain enzyme activity, however, it might be in- 
terpreted as a compensatory factor that could help 
maintain brain GABA levels that are being depleted by 
another mechanism. Also, the decreased GABA-T 
may be related to neuroleptic therapy, although none 
of the drugs used has been shown to inhibit the en- 
zyme directly (8). ` 
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Successful Use of Thermal Biofeedback in Severe Adult Asthma 


BY FUREY A. LERRO, M.D., MARIAN M. HURNYAK, R.N., M.S.N., AND CAROL PATTERSON, M.S.W. , 


Most research on the use of behavioral techniques 
to treat bronchial asthma has focused on children (1). 
Davis and associates (2) concluded that behavioral 
procedures are more applicable to adults whose asth- 
ma is not severe than to those whose asthma is severe. 
Qur paper describes the dramatic and persistent im- 
provement of an adult who had severe asthma and who 
responded fairly rapidly to thermal biofeedback and 
relaxation training after experiencing a protracted peri- 
od of recurrent hospitalizations for acute asthma at- 
tacks. 


Case Report 


Ms. A, a 58-year-old woman, had suffered from asthma at- 
tacks for 1 year before seeking psychiatric consultation. At 
that time her admitting physician noted that she had been 
nospitalized on nine occasions during the past several 
months for acute bronchial asthma attacks. Prolonged treat- 
ment with substantial doses of intravenous aminophylline 
and steriods and mininebulizer treatments with isoetharine 
hydrochloride were usually required to relieve the attacks, 
which were accompanied by markedly altered blood gases. 
Outpatient medications, including steroids, bronchodilators, 
and minor tranquilizers, were only briefly helpful in averting 
these episodes. No extrinsic or intrinsic precipitants for Ms. 
A's attacks could be found despite repeated and complete 
diagnostic evaluations. A pulmonary consultant concurred 
with her physician's assessment that she would probably 
continue to be refractory to treatment unless her anxiety was 
brought under control. Because Ms. A's respirations were 
significantly depressed after her antianxiety medication was 
increased during her hospitalization, use of these drugs was 
limited. 

During a psychiatric interview Ms. A described feeling 
somewhat anxious in recent months as well as having inter- 
mittent insomnia. She denied feeling depressed and attrib- 
uted her recent slight weight gain to the steroid medication. 
She had lived alone and worked for 14 years in a rural New 
York community. After her asthmatic condition developed, 
she moved to New Jersey to live with her daughter. Since 
that time, she had been unable to return home or to work. 
Ms. A noted that during the past 2 years she had suffered 
three major traumas in her life: her brother's serious cardiac 
illness and the deaths of her sister and mother. According to 
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her, she did not experience much emotional change after 
these incidents, but she said that she ‘‘shook for days’’ fol- 
lowing her mother's death. She described kerself as moder- 
ately independent and self-reliant. She felt sae had done well 
on her own; she and her husband had separated following 
her daughter's birth. Ms. A had no serious medical problems 
before her asthmatic problem, and she had nzver seen a psy- 
chiatrist. On examination she was a ruddy, somewhat over- 
weight woman with a moon face. Her affect was jovial in 
spite of evident anxiety and audible wheezirg. We diagnosed 
Ms. A as having anxiety neurosis with depressive features. 
We believed that her three family traumas that preceded 
her asthmatic disorder were significant in coatributing to the 
asthma, and we recommended continued psychiatric contact 
with supportive psychotherapy. Two psychiatric office visits 
during the next few weeks appeared to lessen her anxiety 
and interrupt her pattern of recurrent astama attacks and 
hospitalizations. Nonetheless, 2 months later she was hospi- 
talized again with chest pain and dyspnea; the diagnosis was 
acute inferior wall myocardial infarction. Following her dis- 
charge Ms. A discontinued psychiatric contact. She began 
experiencing asthmatic episodes with even greater severity, 
and shortly thereafter she was hospitalized. During the next 
4 months she was in the hospital on three occasions for a 
total of 3'/2 months. Her physicians considered transferring 
her to a nursing home, but they felt she could not survive the 
asthmatic attacks without vigorous medical interventions. 
During her last hospitalization we discussed biofeedback 
with Ms. A, and she agreed to trv it. She noted that her 
brother had experienced significant anxiety during his con- 
valescence from heart surgery but had improved with bio- 
feedback. She began her treatments while still hospitalized. 
An MMPI given at this time confirmed her use of neurotic 
defenses to control anxiety; she was described as rigid and 
self-critical with intense dependency needs, some of which 
were met through physical complaints. The biofeedback 
therapist noted Ms. A’s extreme breathing difficulty: her 
breathing was erratic; she often gasped for breath, he- face 
was red and puffed, her eyes were glassy, she appeared 
extremely anxious, her hands shook, and her gait wés un- 
steady. However, she appeared to be motivated and ccoper- 
ative. We taught Ms. A how to use a heat-sensitive bio- 
feedback apparatus, a CyBorg 1-42 device that displayed a 
digital readout of her skin temperature as measured through a 
sensor attached to her right index finger. She was directed to 
elevate her skin temperature, and we suggested that she 
might accomplish this by increased relaxetion. We empha- 
sized the importance of her active participation in the pro- 
cess, and we taught her deep muscle relaxation by asking her 
to concentrate on feelings of wermth and heaviness in her 
limbs. Ms. A performed these exercises twice daily. She had 
five weekly sessions while still hcspitalized. By the third ses- 
sion, her physicians noted marked clinical improvement in 
her breathing pattern, anxiety level, and general appearance. 
By the fifth session she showed no tremor and was moving 
around on her own. At this point she was able to raise her 
digital skin temperature (4?^-5?F in less thar. 10 minutes) and 
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maintain the increase for 10-15 minutes. One week after she 
was discharged from the oospital she was driving her car and 
going places alone. She maintained normal breathing and af- 
. ter two outpatient biofeedback sessions, her biweekly visits 
were reduced from | to '/2 hour. Her steroid and broncho- 
dilator medication was tapered off. Within 2!/; months her 
biofeedback visits were reduced to once a month. Six 
months after discharge she had required no further hospital- 
izations, although during the following 6 months she was 
hospitalized briefly twice for acute bronchitis. No severe 
breathing difficulty was cbserved on either occasion. 


Discussion 


Although motivated to seek psychiatric treatment, 
Ms. A found traditional psychiatric intervention of on- 
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ly limited help, but like her brother she was able to 
benefit from biofeedback. Other investigators working 
with asthmatic patients have used muscle tension level 
or Peak Forced Expiratory Flow Rate (PEFR) as bio- 
feedback modes (1). We chose a thermal technique be- 
cause it is useful in treating migraine patients, who of- 
ten report, as Ms. A had, cranial flushing and warmth 
at the height of their attacks. 
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Treatment of Lithium/Neuroleptic Neurotoxicity During Lithium Maintenance 


BY C. EDWARD COFFEY, M.D., AND DONALD R. ROSS, M.D. 


Although lithium carbonate therapy is the treatment 
of choice for manic-depressive illness, the 4- to 10-day 
delay before lithium becomes clinically effective usual- 
ly requires the addition of a neuroleptic to help control 
severely disturbed manic patients. Extensive use of 
this combination has generally proved quite safe and 
effective; however, several reports have drawn atten- 
tion to possible neurotoxic reactions following the 
combined use of lithium and neuroleptics (1-4). These 
cases generally have been managed by discontinuing 
both lithium and the neuroleptic, allowing the symp- 
toms to abate, and then gradually reintroducing lith- 
ium at a lower dose. We will describe a manic patient 
whose neurotoxic reaction after combined lithium/ 
neuroleptic therapy was successfully treated by dis- 
continuing the neuroleptic and reducing the lithium to 
maintenance dose. 


Case Report 


Ms. A, a 56-year-old woman, had a 7-year history of manic- 
depressive illness that included 6 episodes of depression and 
1 hypomanic episode. She had been treated initially as an 
outpatient with lithium but had voluntarily discontinued the 
drug and was subsequently lost to follow-up for more than 3 
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years. She had recently been admitted to the hospital witk. a 
manic episode characterized by severe confusion, psycho- 
motor agitation, labile affect, and pressured speech. 

We began treating Ms. A with 1,200 mg/day of lithium car- 
bonate and 200 mg/day of chlorpromazine. After 4 days Ms. 
A complained of postural hypotension, and we substituted 
haloperidol, 10 mg b.i.d., for the chlorpromazine. Ms. A’s 
serum lithium concentration was then 0.93 mEg/liter and she 
became significantly less manic, complaining only of a mild 
tremor in both hands. 

Ms. À continued to do well until the 8th hospital day, 
when she developed an acute onset of confusion, drowsi- 
ness, psychomotor slowing, and catatonic-like posturing. 
Ms. A exhibited a persistent bilateral hand tremor and bilat- 
eral cogwheel rigidity of the upper extremities. Laboratory 
studies revealed a WBC count of 16,900 with 1096 eosino- 
phils, an elevated serum glucose of 202 mg/100 ml with 3+ 
glucosuria, and an elevated alkaline phosphatase of 352 IU. 
Her serum lithium concentration was 1.08 mEq/liter. 

We immediately discontinued the haloperidol and tapered 
the lithium from 1200 mg to 900. mg/day. During the next 3 
days, Ms. A's confusion, drowsiness, psychomotor slowing, 
rigidity, and glucosuria all resolved. She became essentially 
euthymic, and her serum lithium concentration was 0.81 
mEqg/liter. Approximately 4 weeks after the toxic episode 
her WBC count, eosinophil count, and alkaline phosphatase 
level had returned to normal. We have followed Ms. A as an 
outpatient; her serum lithium concentration remains in the 
0.6- to 0.7-mEg/liter-range and she is doing well. 


Discussion 


Ms. A's case resembled other reports of neurotoxic- 
ity occurring after combined lithium/neuroleptic thera- 
py in its clinical presentation of extrapyramidal system 
signs (tremor, cogwheel rigidity), motor slowing, and 
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mental status changes (drowsiness, intermittent con- 
fusion). Bizarre posturing has not been previously re- 
ported but is consistent with generalized neurotoxici- 
ty. Leukocytosis, hyperglycemia, and elevated serum 
enzymes have also been described (1), although eo- 
sinophilia has apparently not been reported. 

Cohen and Cohen (1) first raised the issue of com- 
bined lithium/neuroleptic toxicity by describing 4 cas- 
es*of permanent neurological damage following lith- 
ium/haloperidol therapy. All of their patients initially 
developed an acute encephalitic syndrome with leuko- 
cytosis, hyperglycemia, and elevated serum enzymes. 
Two patients suffered residual organic brain syn- 
dromes; the other two had persistent dyskinesias. 

Their report evoked critical responses from Ayd (5) 
and Shopsin and associates (6) who questioned the 
etiological significance of combined drug treatment in 
these cases. They pointed out that these patients were 
given excessive dosages of both drugs, that other 
drugs were used concurrently, and that the peculiarity 
of all 4 cases occurring at one hospital over a short 
time span suggested an infectious etiology. Baastrup 
and associates (7) reviewed the hospital records of 425 
patients treated simultaneously with lithium and halo- 
peridol and could find no evidence for the neurotoxic 
syndrome reported by Cohen and Cohen. 

Nevertheless, sporadic case reports of unusual toxic 
reactions to lithium/neuroleptic combinations continue 
to appear. Loudon and Waring (2) reported that extra- 
pyramidal dysfunctions persisted much longer than ex- 
pected in 7 patients receiving lithium/neuroleptic com- 
binations. Beitman (3) described one case of tardive 
dyskinesia reinduced by lithium in a patient who had 
been free of such symptoms for years. Spring (4) has 
reported 4 cases of encephalopathy and seizures oc- 
curring after lithium/thoridazine therapy. 

Many of the signs and symptoms of the encephalo- 
pathic syndromes described are well-known toxic and/ 
or side effects of either lithium or neuroleptics. Both 
lithium and neuroleptics induce extrapyramidal sys- 
tem side effects, lower seizure threshold, and alter he- 
matologic indices and serum chemistries. Lithium has 
been reported to cause changes in mental status as 
well as with catatonic posturing, even at therapeutic 
doses (8). In fact, all of Ms. A's neurotoxic signs and 
symptoms could be attributed to lithium toxicity 
alone. It is important to note here that nausea and 
vomiting, early signs of lithium toxicity, may be 
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masked by the anti-emetic property o? neuroleptics, 
making early detection more difficult. 

Clinicians differ in their approach to treating neuro- 
toxicity occurring after combined lithi xm/neuroleptic 
therapy. Spring (4) decreased lithium in one case and 
stopped both drugs for various periocs in the cther 
three cases with good results. He then reinstated lith- 
ium therapy with no return of symptons. Evans and 
Garner (9) stopped lithium and even started neurolep- 
tic therapy when an encephzlopathic syndrome ap- 
peared in one of their patients. We discontinued the 
neuroleptic and tapered the lithium to maintenance 
levels. In all of these cases the patients improved. 

" The combined use of lithium and neuroleptics in the 
treatment of acute mania is generally safe and effective 
and it would be injudicious to discourage its use. How- 
ever, rare cases of neurotoxicity do seam to occur af- 
ter such therapy, although it remains unclear whether 
such toxicity is secondary to lithium/ncuroleptic inter- 
actions per se. There is recent evidence that neurolep- 
tics elevate the intracellular concentration of lithium in 
vitro (G.N. Pandy, personal communication). This 
model provides a possible pathophvsologic mecha- 
nism that may help to explain neurotozicity occurring 
after combined lithium/neuroleptic therapy. If such 
pharmacodynamic interactions operate in vivo, then 
discontinuing the neuroleptic and reducing the dose of 
lithium should be an effective therapy for the encepha- 
litic syndrome. 
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Catatonic Symptoms in a Child with Epilepsy 


BY PANNA SHAH, M.D., AND STUART L. KAPLAN, M.D. 


Catatonia in childhood is extremely rare. Bemporad 
and Dunton (1) in a 1967 survey of the international 
literature found only 22 cases reported to that time, 
and our survey of the literature failed to reveal a case 
since then. We describe below a child who was 
brought to our hospital with catatonic symptoms, and 
we emphasize the importance of making an organic dif- 
ferential diagnosis of catatonia. 


Case Report 


Susan was 10 years old and had a long history of wetting 
herself day and night. Recently she had requested her teach- 
er's permission to leave class and go to the bathroom, but 
the teacher refused and Susan wet her pants in class. A few 
moments later her eyes rclled back, her head extended, and 
her neck became stiff. She was mute and unresponsive. 
There were no jerking mcvements, falling, or tongue biting. 
Her mother was called and she took Susan home from 
school. As the day progressed, Susan improved. That after- 
noon Susan moved about the house slowly, but she spoke 
coherently and laughed appropriately. At dinner she became 
more unresponsive. She put food in her mouth but did not 
chew or swallow it, she became mute, and she wet her pants 
again. She slept through the night, but the following morning 
she was mute, staring, anc only sluggishly responsive to ver- 
bal commands. 

Her mother brought her to our hospital. In the emergency 
room Susan was mute, her muscles were diffusely rigid, her 
mouth gaped, and saliva drooled from it. She had no focal 
neurological deficit. We carried out an emergency child psy- 
chiatric evaluation and noted a disheveled young girl smell- 
ing of urine who followed simple directions but whose move- 
ments were slow, with an absence of associated motor 
movements. Her eyes seemed responsive to the external en- 
vironment. We observed that she seemed to move more 
quickly and normally when she thought no one was watching 
and no other people were around her. We recommended that 
Susan be admitted to the rediatric ward because there might 
be an organic etiology for her puzzling symptoms. 

While in the pediatric ward Susan lay in bed mute; her 
eyes were wide and staring and ber muscles flaccid. She was 
unresponsive to superficizl pain, moderately responsive to 
deep pain, and demonstrated waxy flexibility. Her mutism, 
muscular flaccidity, waxy flexibility, and partially negativis- 
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tic response to verbal commands suggested catatonia. Susan 
became progressively less responsive. Routine medical ad- 
mission procedures, spinal tap, and skull films were nega- 
tive. Her EEG showed high voltage bursts of sharp wave 
spikes, poly spikes, and diffuse slowing bilaterally, with 
most of the slowing in the left temporal leads. The pediatric 
neurologist administered intravenous dilantin and within 5 
hours she responded dramatically. Susan's speech returned, 
and her rigidity, flaccidity, and waxy flexibility disappeared 
completely. She returned to her premorbid state and became 
pleasant and communicative. She was discharged with the 
diagnosis of epilepsy. 


Discussion 


After the publication of Bleuler's classic book on 
schizophrenia in 1911 (2), catatonia came to be associ- 
ated almost exclusively with catatonic schizophrenia. 
Since 1970, however, numerous case reports suggest- 
ing the organic etiology of catatonia have appeared (3- 
8). Gelenberg (9) noted a myriad of organic conditions 
that can lead to catatonia. Lesions of the basal ganglia, 
limbic system, diencephalon, frontal lobes, and tem- 
poral lobes can cause catatonic-like symptoms. Dis- 
eases that can cause one of these anatomic sites to pro- 
duce catatonic-like symptoms include congenital vas- 
cular anomalies, arteriosclerosis, subarachnoid hem- 
orrhage, tumors, epilepsy, encephalitis, and gen- 
eral paresis. Gelenberg also noted that a variety of 
metabolic abnormalities and toxic agents can lead to a 
catatonic syndrome; pharmacologic agents implicated 
in his review included aspirin intoxications, ACTH, 
and fluphenazine. 

Kahlbaum (10), in his original description of the 
catatonic syndrome, observed that the illness often be- 
gan with a convulsion. In their discussion of childhood 
catatonia, Bemporad and Dunton noted that seizure 
disorders were related to the appearance of catatonia 
in many case reports of children with catatonia. They 
believed, however, that two of their own cases were 
psychogenic in origin. À careful review of these two 
cases suggests that these children may have had a sei- 
zure disorder, too (1). 

We were able to recognize the central nervous svs- 
tem etiology of Susan's catatopic-like symptoms, and 
treatment produced an immediate recovery. A child 
manifesting catatonic-like symptoms must be consid- 
ered to have an organic etiology for his or her behavior 
until an exhaustive physical and neurological workup 
proves otherwise. 
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Nocturnal Enuresis Caused by Psychotropic Drugs 


BY RAMAKRISHNAN S&S. SHENOY, M.D. 


Genitourinary complaints are frequent among pa- 
tients who take psychotropic drugs. The most com- 
mon manifestations in men are impotence and retarded 
ejaculation, and older patients who have evidence of 
prostatic obstruction have experienced urinary reten- 
tion. The following case reports describe two men who 
developed nocturnal enuresis after I treated them with 
thioridazine or thiothixene and who had no evidence 
of urinary tract abnormalities. 


Case Reports 


Case I. Mr. A, a 29-year-old veteran, had been diagnosed 
as suffering from schizophrenia, paranoid type, since the age 
of 24. During the early stages of his illness he attempted sui- 
cide twice. After his most recent attempt (jumping off the 
second floor of a hospital building), Mr. A suffered a head 
injury and was comatose for almost 1 year. During his recov- 
ery he spent 1 year under observation and without medica- 
tion on the psychiatric unit of a Veterans Administration 
hospital. On discharge he had evidence of mild brain injury, 
his spinal cord functions were intact, and he had no symp- 
toms of bladder involvement. Six months after his discharge 
he had a relapse of schizophrenic symptoms with auditory 
hallucinations and delusions of persecution and was placed 
on 50 mg b.i.d. of thioridazine. One week after he started 
this regimen he complained of nocturnal enuresis, which dis- 
appeared after the medication was discontinued. 

Urological evaluation revealed that the prostate was 
smooth and not enlarged on rectal examination, routine uri- 
nalysis was normal, urine failed to grow any flora on culture, 
and no postvoid residue was found in the bladder. A neuro- 
logical examination showed mild spasticity on his right side 
with mildly hyperactive reflexes on the same side. His 
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bulbo-cavernous and anal reflexes were ncrmal. Mr. A had 
no family history of diabetes mellitus, and fasting and 2-hour 
postprandial blood sugars were normal. 

He was admitted to another hospital 1 veer later in an agi- 
tated psychotic state. He was given 200 mg/day of thiorida- 
zine, and the enuresis returned, although he had no postural 
hypotension or dizziness. His medication was stopped for a 
week and during this time he was symptom free. He refused 
to take thioridazine after this, and on discharge he was 
placed on 10 mg b.i.d. of thiothixene, whick caused a recur- 
rence of nocturnal enuresis. Because he wés unable to func- 
tion normally without medication, he was advised to take the 
entire dose of thiothixene in the morning. avoid drinking 
fluids after 5:00 p.m., and void before gcing to bed. This 
seems to have alleviated his enuresis and hz has been symp- 
tom free for 3 months. 


Case 2. Mr. B, a 30-year-old veteran, was discharged from 
the service with a diagnosis of schizophren:a, paranoid type. 
He was initially treated with large doses of chlorpromazine 
with no major side effects. After his first psvchotic episode, 
which lasted about 6 weeks, chlorpromazine was discontin- 
ued and Mr. B was relatively symptom free for 5 years. Oc- 
casionally he would take 50 mg b.i.d. of thioridazine and had 
no adverse reactions. 

During the spring of 1979 Mr. B was married. A recur- 
rence of florid psychosis, manifested by delusions of gran- 
deur and persecutions and auditory hellucinztions, followed. 
He was hospitalized and the thioridezine was increased to 
300 mg at bedtime and 100 mg in the morning. He had no 
postural hypotension or dizziness while taking these high 
doses. The next night he manifested somnambulism and noc- 
turnal enuresis. A genitourinary examination was within nor- 
mal limits. Urinalysis, urine culture, and fasting and post- 
prandial blood sugars were normal. Mr. B had no childhood 
history of nocturnal enuresis or somnambulism. 

By taking the major portion of his medication in the morn- 
ing, Mr. B’s symptoms subsided even thongh he did not re- 
strict his intake of fluids in the evening. A-ter discharge he 
continued taking 100 mg b.i.d. of thioridazine, which was 
quickly followed by a reoccurrence of somnambulism and 
enuresis. After taking the entire dose in the morning, his 
symptoms completely disappeared. 
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Discussion 


Nocturnal enuresis is among the rarest reported side 
effects of psychotropic drugs. Most of the cases re- 
ported have been in elderly women (1, 2); however, 
enuresis and incontinence during the day were report- 
ed in a 49-year-old man (3). To my knowledge, enu- 
resis following the zdministration of psychotropic 
drugs has rarely, if ever, been reported in young men 
with no history of genitourinary abnormalities, and I 
found no reported cases of enuresis caused by thio- 
thixene in the literature. 

The mechanism causing enuresis is unknown. Van 
Putten and associates /2) postulate that the a-adrener- 
gic blocking properties of the phenothiazines induce 
internal urinary sphincter relaxation in anatomically 
predisposed women. The a-adrenergic blocking action 
of thioridazine occasionally causes retrograde ejacula- 
tion in men taking the drug (4). Although it is possible 
that this mechanism is operative in some men, Mr. B’s 
adequate sexual function and ejaculation, corrobo- 
rated by his wife, suggests that the a-adrenergic block- 
ing properties of thioridazine do not completely ex- 
plain the occurrence of enuresis. 

Thiothixene, which has low a-adrenergic blocking 
activity, also causes enuresis. Bladder control is exten- 
sively represented in the central nervous system and 
psychotropic drugs may induce incontinence by a cen- 
tral effect (5). The association of somnambulism with 
enuresis (Mr. B) adds strength to this theory. In chil- 
dren both enuresis and somnambulism occur during 
non-REM sleep, especially at stages 3 and 4, when 
dreaming is least likely to occur (6, 7) and there is a 
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low level of awareness and reactivity. Psychotropic 
drugs cause a fragmentation of REM sleep and a rela- 
tive prolongation of non-REM sleep; thus, the chances 
of developing enuresis may be increased. 

A third hypothesis is that because psychotropic 
drugs cause dryness of the mouth, fluid intake might 
be increased; physiologic polyuria could result in 
enuresis if the bladder were not emptied before the 
patient retired. . 

Both patients were young men with no evidence of 
genitourinary abnormalities; both experienced enu- 
resis on thioridazine, and one had enuresis on thiothjx- 
ene. They followed a self-initiated A-B-A pattern dur- 


‘ing their treatment, which leaves no doubt that the 


psychotropic drugs caused the enuresis. 
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Psychiatric Manifestations of Neurosyphilis in Middle-Aged Patients. 


BY RENEE L. BINDER, M.D., AND WILLIAM A. DICKMAN, M.D. 


Neurosyphilis should be considered in the dif 
ferential diagnosis of middle-aged or elderly patients 
wht manifest new psychiatric symptoms. Although it 
is well known that neurosyphilis can present as de- 
mentia with psychiatric symptoms, it is less well 
known that some patients with neurosyphilis do not 
have dementia. In fact, a recent review article on sec- 
ondary mania (1) failed to find any reported cases of 
neurosyphilis presenting as secondary mania without 
confusion. We will describe two patients with neurosy- 
philis; to our knowledge, one is the first reported case 
of neurosyphilis presenting as secondary mania with- 
out dementia. The other represents the more classical 
picture of neurosyphilis presenting with psychiatric 
symptoms and dementia. 

Even classical neurosyphilis can be easily missed, 
which happened initially with our second patient. This 
may reflect the fact that neurosyphilis has been consid- 
ered a rare disease since the advent of penicillin (2, 3). 
However, recent statistics suggest that if every person 
in the United States were tested for syphilis, approxi- 
mately one million previously untreated cases would 
pe found (4). Moreover, neurosyphilis accounts for 
1,000 deaths annually in the United States (5). It is un- 
known how niany of these were accompanied by psy- 
chiatric symptoms. 


Case Reports 


Case 1. Ms. A, a 59-year-old married woman who was a 
retired nurses’ aide and mother of three children, was brought 
to the hospital by her family because of a ''personality 
change” during the previous 3 months. Ms. A had not been 
sleeping well, and she had stopped cooking family meals, 
repeatedly called the police and fire departments, and made 
several expensive and unnecessary purchases. She had no 
psychiatric history, and her baseline personality was de- 
scribed as quiet and motherly. There was no family history 
of mental illness. During initial questioning she denied any 
history of syphilis, but after positive laboratory tests were 
obtained she admitted with embarrassment that she had been 
treated for syphilis in 1941. 
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Her physical examination was unremarkabie and showed 
no signs of neurosyphilis. An initial mental status examina- 
tion revealed a conservatively dressed waman with pres- 
sured speech, flight of ideas, and tangentiasty. Her mood 
was labile, ranging from irritable to tearft Ms. A made 
delusional references to the FB: and CIA. spying on her 
home, but she denied having auditory haL:cinations. She 
was oriented to person, place, and time. Her immediate, re- 
cent, and remote memory, as well as calcula- ons and fund of 
knowledge, were good, although her insight and judgment 
were poor. 

Ms. A's initial laboratory results were nort.al. exceptfor a 
serum Venereal Disease Research Laborato-y Vest (VDRL) 
reactive 1:8 and a reactive serum fluorescent treporemal 
antibody-absorption test (FTA-A BS). Lumbar puncture re- 
vealed the presence of neurosyphilis with an elevated pro- 
tein and white blood cell count and a reactive VDRL. Ms. A was 
treated with penicillin and thioricazine and Zischarged Fol- 
low-up lumbar punctures 2 and 7 months afier her discaarge 
revealed a significant decrease in the number of white dlood 
cells and protein. Ms. A and her husband seported sh2 had 
returned to her baseline functioning 2 morr hs after her dis- 
charge. We discontinued her thioridazine zt 5 months, and 
by 14 months her psychiatric symptoms haz not recurred. 


Case 2. Mr. B, a 56-year-old single man, ~orked as c bak- 
er. He went voluntarily to a northern Calif2-nia hospital for 
evaluation of ‘‘personality changes” durinz the previous 3 
months. Mr. B's coworkers veri3ed this history. Mr. B also 
told us that he had been hospitalized for ps ¿chiatric reasons 
2 months earlier in southern California. Thet hospital s dis- 
charge summary noted that he had been found wandermng on 
the highway in his underwear, zhat he exhibited pressured 
speech, flight of ideas, grandiosity, and pczr judgment, and 
that he was hyperactive and disoriented tz place and time. 
Mr. B was diagnosed as manic-depressive, was treated for 2 
weeks with haloperidol, and was discharzed; he thsn re- 
turned to northern California. 

He had no family history of psychiatric Tlness. Mr. B de- 
nied having had syphilis, and hrs physical examinaticn was 
unremarkable and showed no neurosyphil&. A mental status 
examination revealed rambling speech, bile affec, and 
multiple grandiose ideas. He stated that Ez was the -ichest 
man alive and offered anyone free airplane tickets to Tahiti. 
Mr. B appeared to hear voices and spoke with imzginary 
people. We found his immediate, recent, az:d remote nemo- 
ry, simple calculations, and proverb interp-etation mzrkedly 
impaired; his fund of knowledge was quite limited. Superfi- 
cially he was oriented to person, place, and time, but 1e eas- 
ily became confused. 

Mr. B's laboratory tests werz completely normal, except 
for a serum VDRL reactive 1:12 and reactive serum FTA 
ABS. His lumbar puncture revealed the sresence ef neu- 
rosyphilis, with an elevated protein and. white blood cell 
count and a reactive VDRL. We treated Mr. B with »enicil- 
lin. Follow-up lumbar punctures at 1 and Z months after his 
discharge revealed a significart decrease in the nuriber of 
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white blood cells and protein. He had normal mental status 
examinations at 3, 7, anc 14 months except for mild lability 
of affect and slight difficulty with serial sevens. Mr. B had 
also returned to his baseline level of functioning. 


Discussion 


These patients were misdiagnosed initially as having 
functional disorders; yet they have several points in 
common that would make one suspect an organic etiol- 
ogy such as neurosyphilis. Both had an acute onset of 
psychiatric symptoms in their sixth decade of life, with 
no prior psychiatric illness or family history of psychi- 
atric disease. 

Neurosyphilis presents a special diagnostic problem 
because of the difficulty in obtaining a reliable history 
from the patient. Initially, neither patient reported 
having had syphilis. Ms. A was embarrassed about hav- 
ing the disease, and altaough Mr. B's reasons are un- 
clear, he may have attached no significance to his 
symptoms of primary or secondary syphilis or his 
symptoms may have been subclinical. 

We made the diagnosis of neurosyphilis by positive 
serum VDRLs and FTA-ABSs and by positive find- 
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ings on a lumbar puncture. Because one-third of the 
patients with neurosyphilis will have nonreactive 
serum VDRLs (6, 7), it is important to do a serum 
FTA-ABS if neurosyphilis is suspected. 

Our case reports illustrate that neurosyphilis is still 
with us, but it can be readily diagnosed and is usually 
responsive to treatment. 
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Schizophrenia to Manic-Depression: Mutation or Misdiagnosis? 


BY IBE O. IBE., M.D., AND JOHN L. BARTON, M.D. 


Since Kraepelin classified the functional psychoses 
into dementia praecox end manic-depressive psycho- 
sis, the two classes of illness have generally been re- 
garded as distinct and separate, although they occa- 
sionally overlap. In 1977 Sheldrick and associates (1) 
reviewed and presented further evidence for the rare 
phenomenon of manic-depressive psychosis that de- 
veloved after unequivocal schizophrenia. (Cases of 
man:c-depression preceding schizophrenia are more 
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common.) We will present a case report that initially 
appeared to be another example of this mutation and 
briefly describe our subsequent review of cases of sim- 
ilar diagnostic metamorphoses. 


Case Report 


Ms. À, a 58-year-old woman, had had several hospital 
admissions for chronic undifferentiated schizophrenia. 
During her first hospital stay, which began at age 33 and 
lasted 5 years, she received insulin coma treatments and 
chlorpromazine therapy. Her 9 subsequent hospitalizations 
ranged in duration from 1 day to over 8 years. Although 
affective features in Ms. A's symptoms were documented 
several times, they were never pinpointed diagnostically 


- or treated with specific mood-regulating medication. Im- 


pressed by Ms. A's apparently primary mood disorder and 
her complete lack of schizophrenic symptoms, we began 
lithium therapy and had excellent results. We carefully 
reviewed the symptoms and signs documented during Ms. 
A's previous admissions and found nothing pathognomonic 
of schizophrenia or incompatible with a diagnosis of 
manic-depressive psychosis plus institutionalization. We 


also elicited no relevant family history from Ms. A. 


tas 
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Chart Review 
With these findings in mind, we studied the charts of 


cther patients who were initially diagnosed as schizo- ` 


phrenic but had subsequently ‘‘become’’ manic-de- 
pressive. We retrieved these charts at the St. Louis 
Hospital through the Missouri Standard System of 
Psychiatry (2), a statewide computerized network that 
processes administrative and clinical data and can 
identify patients on a number of demographic vari- 
ables, including diagnosis. During the past 7 years 
there were 16,787 patients admitted with a ‘‘best’’ di- 
agnosis of schizophrenia (DS M-II codes 295.0-295.99) 
and 3,060 patients admitted with a manic-depressive 
diagnosis (DSM-II codes 296.0-296.34). Only 18 pa- 
tients' diagnoses had changed from schizophrenia to 
manic-depression during this period. First independ- 
ently and then jointly, we carefully reviewed the 
charts of these 18 patients for documented, established 
diagnestic criteria: 5 patients had been diagnosed as 
schizoaffective, i.e., having both schizophrenic and af- 
fective characteristics, and apparently had had no ef- 
fective change in symptoms between admissions. Like 
Ms. A, the remaining 13 patients had been considered 
symptomatically compatible with a diagnosis of manic- 
depressive psychosis both before and after their diag- 
noses were changed. None of them exhibited a dra- 
matic or clear-cut change in symptoms other than 
those accountable for by a bipolar mood shift. 
Sheldrick and associates (1) made ‘‘a diagnosis of 
affective disorder (manic-depressive psychosis) ... 
when schizophrenic symptoms were absent, and a dis- 
order of affect alone was present,’’ using Lewis and 
Piotrowski's principle (3) that ‘‘even a trace of schizo- 
phrenia is schizophrenia." However, we did not dis- 
count the possibility of a primary mood disorder even 
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when “‘schizophrenic’’ symptom-ccmplexes were pres- 
ent. In the cases we surveyed the presenze of paranoid 
symptoms and, to a lesser extent, catatoaic symptoms 
appeared to bias the original clinicians toward a diag- 
nosis of schizophrenia, causing them to discount af- 
fective symptoms. Although Kraepelin classified cata- 
tonia under dementia praecox, such symptoms are not 
pathognomonic of schizophrenia and frequently ap- 
pear to be associated with affective disorder (4). Para- 
noia is similarly a nonspecific symptom <5). Hallucina- 
tions, delusions, and thought disorder have also been 
described as frequent concomitants of severe’ affective 
disorder (6). Thus, if clinicians ignore the possibility of 
a manic-depressive disorder because of the con- 
currence of poorly delineated ‘‘schizoparenic’’ symp- 
toms, they may unwittingly deny a patient the possible 
benefits of lithium carbonate. In Ms. A's case several 
years of hospitalization might have been avoided. We 
recommend thorough investigation of all apparent cas- 
es of schizophrenia in which significant and sustained 
affective symptoms are present. 
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Serum Lithium Spot Checks for Manic-Depressive Patients 


BY GLENN SCHWARCZ, M.D. 


A problem that has not, to my knowledge, been ad- 
dressed in the literature concerns manic-depressive 
patients who discontinue their use of lithium until just 
before their serum lithium levels are scheduled to be 
checked. At that time, they ingest unusually large 
quantities of the drug so that their physician will think 
they have been taking lithium as prescribed. Manic pa- 
tients pose a unique problem because they may func- 
tion normally between episodes; and this often makes 
them doubt their need for sustained medication. When 
they slip into hypomania, they feel better than they 
ever have, and they derigrate the lithium as a drug that 
. takes away their good feelings. 

It has been assumed that patients who have ade- 
quate serum levels are taking their medication. I de- 
scribe below two manic-depressive patients who de- 
compensated in spite of apparently therapeutic lithium 
levels. However, later in their course of treatment 
they admitted that they had not been taking lithium as 
prescribed but had loaded with lithium, meaning they 
took unusually large quantities of the drug, 1-2 days 
before their scheduled serum lithium check. The first 
patient was treated by another psychiatrist; the second 
patient was treated by me. 


Case Reports 


Case 1. Ms. A, who was 27 years old, had been ill for 2 
years, once with a depressive episode and later with a manic 
episode. After a 2-month hospitalization for mania, she was 
placed on 1500 mg/day of lithium carbonate, resulting in a 
sustained blood lithium level of 1.2 mEg/liter. Shortly after 
leaving the hospital, Ms. 4 complained to the psychiatrist of 


gaining weight because cf the lithium and questioned why 


she needed to take it if she was now functioning well. Never- 
theless, she insisted that she was adhering to the lithium re- 
gime. During the next month she became excessively cling- 
ing, loud, and socially varacious, and at times inappropri- 
ately aggressive. When her speech became severely pres- 
sured and she started revealing "insights" that would 
change the world, she was diagnosed as having an early full- 
blown manic psychosis anc 50 mg of thiothixene was added to 
. her regimen for control. At this point Ms. A confided that 
she had never accepted the reality that she had a recurring 
disease and had discontinued all medication without telling 
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her psychiatrist. Rather than argue with the psychiatrist 
about whether she needed to take lithium, she calculated 
that if she took 2 lithium tablets (300 mg) 4 times a day befpre 
her blood was drawn, her level would be raised abruptly to 
around 1.2 mEg/liter. She was thus able to fool psychiatrists, 
who thought she was continuing her therapeutic regimen. 


* 

Case 2. Ms. B, a 29-year-old woman, had had 7 years of 
rapidly cycling unipolar manic decompensations. She made 
weekly visits to our clinic, maintained her own apartment, 
and worked in a professional position. At first she felt that 
she needed to take the prescribed 900 mg/day of lithium 
(serum level=0.9 mEg/liter) and 5 mg/day of thiothixene to 
avoid further breakdowns. However, after 1 year of feeling 
good, she began to doubt the need for her medication and 
started taking it sporadically. Eventually she took lithium 
only the day before her scheduled lithium blood testing so 
that her blood results would appear normal. One weekend, 
when Ms. B was severely stressed, she abruptly became 
psychotic, running nude and screaming she was the Virgin 
Mary. After commitment, she confided to me that she had 
stopped taking the medication 2 months before her hospital- 
ization because she had been doing so well. We were able to 
stabilize her and she was dismissed on a maintenance dose of 
1800 mg/day. Later, during a period of good compensation, 
Ms. B came to her weekly appointment irritable, over- 
bearing, and with pressured speech. Because I knew about 
her previous lack of compliance and that planned lithium lev- 
el checks allowed her time to load to an apparently therapeu- 
tic range, I drew an immediate lithium level. Her serum 
lithium was 0.5 mEg/liter, although she insisted she had 
taken her morning lithium dose (600 mg). When I gently con- 
fronted her with the test results, she admitted she did not 
think she needed the medication and was taking it only spo- 
radically. This admission was the beginning of increased rap- 
port between us, and she eventually accepted her need for 
lithium. 


Discussion 


Manic-depressive illness is effectively maintained in 
remission by lithium, but the remission is usually so 
complete that the patient wonders why he or she needs 
the medication, which makes medication compliance 
less likely. I suspect that most relapses of manic-de- 
pressive patients taking lithium occur after the patients 
have stopped taking the medication. This would be 
hard to prove, however, because these patients deny 
they have discontinued taking their lithium. 

A practical solution to this problem is to draw spot, 
random lithium levels to determine whether the patient 
is taking the medication. The physician must give no 
warning so as to avoid the patient's quickly loading 
himself or herself with lithium. Although a patient’$ 
morning dose will make the serum level appear falsely 
high, it would defeat the purpose of the spot check to 


or 


Am J Psychiatry 137:6, June 1980 


ask the patient to skip the next morning’s lithium dose. 
The noncompliant patient will have levels from 0 to 0.4 
mEq/liter; however, compliant patients should have 
levels approaching the toxic range because they have 
just taken their morning doses. Spot checks would not 
replace the routine lithium determinations, which must 
be drawn 12 hours after the last lithium dose. 

There are several problems in obtaining spot lithium 
checks. Practically, spot checks work best in day 
treatment centers where patients are seen daily or fre- 
quently. They are also practical for patients seen once 
or twice a week for psychotherapy or supportive vis- 
its—most individuals will take daily medication rather 
than go through the effort of loading every week. Of 
course, the psychiatrist’s office must be equipped for 
drawing blood. When patients are seen less frequently, 
e.g., every 2-4 weeks, random drawings are impos- 
sible because the patient will soon learn to load the 
drug before each visit. In these cases, spot lithium 


. checks can still be effective if they are done only when 


the patient appears hypomanic; this will help clarify 
whether the decompensation is due to the patient’s 
discontinuing his or her medication. However, one 
should seriously consider seeing all rapidly cycling 
manic-depressives at least once weekly, if only for a 
brief time, in order to closely observe for early signs of 
decompensation. By seeing them less frequently, the 


Haloperidol-Induced Tardive Dyskinesia in a 


BY LEONORA K. PETTY, M.D., AND CAROL J. SPAR, M.D. 


Movement disorders can be a permanent complica- 
tion of long-term antipsychotic drug therapy in adults. 
Antipsychotic drugs have been used in various child 
populations since the early 1950s. There have been a 
few reports of involuntary movements induced by anti- 
psychotic medications in children, but in all cases the 
movements have been considered transient (1). The 
following case report describes a 10-year-old girl who 
developed a chronic choreoathetoid movement dis- 
order after long-term psychopharmacotherapy. 
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therapist may allow their earfy reversible irritab_lity 
and insomnia to become full-blown manic states. 

Some may see the potential for ethical problems if 
patients are tricked into giving random serum samples. 
I recommend that the patient >e told forthrightly that 
lithium is a crucial and effective prophvlaxis for manic- 
depressive disorder, that many patients feel good Jur- 
ing the manic phase of their illness and discontinue the 
medication, and that spot serum level checks will be 
done to determine their compl:ance and ensure proper 
treatment. 

There are numerous advantzges to knowing whether 
the patient is taking the medication: the psychiatrist 
can deal directly with the patient's resistance and 
fears. The therapeutic alliance will not be diluted by 
deception, and the patient's therapeutic response can 
be properly evaluated. If the patient decompensates 
when it is known that he or she has not taken the lith- 
ium, the physician will not thirk the patient's illness is 
lithium resistant, perhaps even schizophrenic. 

My staff and I aré planning an experiment to zon- 
duct scheduled and unschedu. ed lithium level checks 
in a group of 60 day-center and clinic patients. We will 
then be able to determine how many patients are false- 
ly elevating their serum lithium for anticipated d-aw- 
ings. Within the next year we hope to have identified. 
enough patients to begin a formal, blini trial. 


10-Year-Old Girl 


Case Report E 


Kate, a 10-year-old girl, was re?erred for admission to our 
child psychiatry service because of her ps¥chctic behavior 
and recent onset of a movement disorder thought to be re- 
lated to haloperidol therapy. 

She had a long history of neuropsychiatric problems. At 10 
months she had been evaluated “or a possible seizure dis- 
order, which was ruled out. At 3 years she had been hospi- 
talized with symptoms suggestiv: of early infantile autism 
and placed on thioridazine for ar unknowr. »eriod of time. 
After her parents relinquished custody, Kate underwent sev- 
eral foster home and school »lacements and psychiatric sval- 
uations. 

Beginning at age 6 Kate was given trials of various 
medications for behavioral control, includ:ng thioridazine, 
chlorpromazine, methylphenidate, and finally haloperidol. 
She remained on haloperidol for 4 years at doses of 3-4.5 mg/ 
day, with a maximum of 5 mg/day for a pzriod of about 4 
months. 

Two months before admission Kate developed twitching 
of her shoulders. When her pediztrician wizhdrew the 3alo- 
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peridol abruptly, her involuntary movements and psychotic 
behavior were exacerbaied. Kate’s pediatrician resumed 
haloperidol therapy, 4.5 mg/day, combined with benztro- 
pine, 2 mg/day, but Kate did not improve. After a few days 
benztropine was discontinued and diphenhydramine hydro- 
chloride, 100 mg/day, was added. Kate’s behavior improved 
somewhat, but there was no change in her abnormal move- 
ments. The pediatrician then referred Kate to UCLA for 
evaluation. 

Our initial examination of Kate revealed normal results for 
copper, ceruloplasm, and thyroid function tests. We tenta- 
tively diagnosed tardive dyskinesia and began a gradual ta- 
pering of haloperidol. 

Because of Kate’s increasing psychotic symptoms we ad- 
mitted her to the inpatient services. We discontinued all 
medication and placed ker in a behavioral program to de- 
crease her psychotic and maladaptive behaviors and in- 
crease developmentally appropriate skills. 

On admission Kate wes agitated and disorganized, with 
stereotypic and ritualistic behaviors. Disorders of language 
and communication were evidenced by derailment, laconic 
speech, illogicality, and tangentiality. She had dereistic delu- 
sions and auditory hallucinations. She had no coprolalia. 
Kate’s abnormal movements included facial and oral move- 
ments (grimacing, frownirg, blinking, lip smacking), extrem- 
ity movements (choreatic movements of arms and fingers), 
and trunkal movements (squirming, neck jerking, and pelvic 
thrusting). She did not exhibit ataxia, but we did observe 
incorporation of involuntary movements into voluntary mo- 
tor activity. We rated the overall severity of her dyskinesia 
as mild to moderate, incrzasing when Kate was distracted or 
under stress. 

After 3 months of hospitalization, Kate’s psychotic symp- 
toms seemed to be well controlled by the behavioral therapy. 
Her movement disorders (assessed by global ratings and 
AIMS rating scale) remained unchanged in number and se- 
verity. 


Discussion 


Despite the questionable value of using antipsychot- 
ic medications to treat psychotic children, Kate had 
been placed on such medications for a total of 4 years. 
During the course of this treatment she exhibited 
symptoms of tardive dyskinesia that worsened when 
haloperidol was discon-inued. She exhibited oral dys- 
kinesia as well as choreoathetoid movements in- 
volving the head and trunk. 

In one study of children who developed involuntary 
movements following phenothiazine use, 16% devel- 
oped oral dyskinesia. A majority of the children who 
developed involuntary movements exhibited ataxia 
(2). Kate, however, exhibited no ataxia. Although bi- 
zarre facial movements and grimacing may be charac- 
teristic of early infantile autism, oral-facial movements 
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combined with choreoathetoid movements of hands 
and feet are more likely to indicate tardive dyskinesia 
than to result from the autistic disorder. If Kate's 
symptoms had simply been a manifestation of early in- 
fantile autism, one would have expected them to de- 
crease in number and severity during middle childhood 
rather than increase as they did. 

It has been reported that 1096-5095 of children 
treated with antipsychotic drugs experience n- 
voluntary movements after drug withdrawal (3, 4). 
These involuntary movements are often termed ‘‘with- 
drawal emergent" symptoms. Polizos and associates 
(3) reported withdrawal emergent symptoms in 14 of 
34 children. They observed the symptoms for a period 
of 1-2 weeks, then reinstituted antipsychotic medica- 
tions in all of the children except 2 who suffered clini- 
cal relapses of symptoms. In a study of 125 children 
receiving prolonged phenothiazine medication, McAn- 
drew and associates (4) found movement disorders in 
10 children. These disorders included abnormal in- 
voluntary movements of the upper extremities and fa- 
cial tics. In this study the symptoms developed 1-15 
days after withdrawal of the medication and continued 
for 3-12 months. Englehardt and associates (2) report- 
ed spontaneous remission of withdrawal emergent 
symptoms within 5-85 days in 3896 of affected chil- 
dren. The symptoms of the remaining children re- 
solved after their medication was reinitiated. 

In such studies it is difficult to ascertain whether the 
withdrawal emergent symptoms would persist because 
antipsychotic medication was reinitiated in a majority 
of the children. The available data on tardive dyski- 
nesia does not rule out the possibility that long-term 
use of antipsychotic drugs in children may produce 
permanent tardive dyskinesia. Although tardive dyski- 
nesia has been regarded as a complication of antipsy- 
chotic medication in adults, it does occur in children as 
well. The use of antipsychotic drugs in treating chil- 
dren should not be undertaken lightly. 
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Accidental Lithium Carbonate Treatment of Thyrotoxicosis as Mania 


BY RALPH N. WHARTON, M.D. 


Improvements in the diagnostic criteria for manic- 
depressive illness have led to increased use of lithium 
for patients with bipolar affective illness. Lithium car- 
bonate also may have merit in treating leukopenic 
states (1) and thyrotoxicosis (2, 3). However, in addi- 
tion to reports of hypothyroidism (4, 5), endocrine 
exophthalmus (6), and possible fetal and kidney dam- 
age (7), there may be hazards associated with the use 
of lithium in adolescence, a time when psychiatric di- 
agnosis is very difficult. This paper is, to my knowl- 
edge, the first known report of an adolescent girl with 
possibly chronic thyrotoxicosis, who was mis- 
diagnosed as having a manic-depressive illness and 
treated with lithium carbonate for several years. 


Case Report 


Ms. A, a 23-year-old married student, was admitted to the 
Neurological Institute of New York (NINY) for evaluation 
of her tayroid status and mood disorder. She had previously 
been treated in another facility for approximately 3 months, 
where efforts to control her behavioral disturbance had been 
unsuccessful. At that facility, she was noted for the first time 
to have thyrotoxicosis. This was her third hospitalization for 
mood disorder; she had received extensive outpatient psy- 
chotherapy and had had two previous hospitalizations in an- 
other state that lasted up to 4 weeks each time. 

Ms. A had been treated for nearly five years with lithium 
carbonate for ‘‘mood difficulties"; her lithium levels were 
reported to be in the therapeutic range of 0.6-1.0 mEq/liter. 
Thyroid studies were not performed, except for those done 
immediately before her transfer to NINY. 

Ms. A had no family history of affective or thyroid dis- 
orders. She was told that she was a manic-depressive and 
that she should take lithium carbonate continuously. Ms. A 
had a history of ‘‘high and low moods,” intense irritability, 
suicidal fantasies and impulses, and an attempted suicide 
with medication, which caused her last hospitalization. 

Ms. A had experienced work and study difficulties in high 
school and college; the latter was interrupted twice'for hos- 
pitalizations. She said she had experienced intermittent 
sleep difficulties, lost weight (6 kg), and had ‘‘hallucina- 
tions" when drifting off to sleep only. Ms. A had no history 
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of true euphoria or reckless spending. She a-peared to have 
pressured speech occasionally, had a poor attention span 
and moved rapidly from one topic to anot-er. Ms. A had 
married at age 21 but left her spouse after =he had several 
prolonged outbursts of rage; she returned -> her parents’ 
home. This occurred just before her third h<spitalization. 

Ms. A was relieved initially to be hospitaEzed, but within 
24 hours she found it difficult to be away fror- her husband. I 
noted that she was easily startled by noises distrusted her 
doctor, feared black people would rape or kal her, thought 
the TV beamed special programs at her, was markedly anx- 
ious, complained about insomnia, made an e-ort to leave the 
hospital, and had occasional episodes of blocking. Her EEG 
showed moderate diffuse cerebral dysfunctiza. 

Ms. A was an asthenic young woman and -2ighed 52.5 kg. 
Physical examination revealed a small no--ender, diffuse 
goiter. Her blood pressure was 134/100 mz Hg, pulse 89 
beats per minute, respiratory rate 18 per micute at rest, and 
temperature 99°F. Her skin was warm and r-oist. Laborato- 
ry findings included the following: hemoglotin was 13 g/100 
ml; a hematocrit was 39.4%; white blood couat was normal; 
serology was negative; calcium was elevatec to 11.5 mg/100 
ml; and SMA-12 was normal, except ior alEaline phospha- 
tase of 151 and lactate dehydrogenase of 13-. Thyroid stud- 
ies included the following: T4, was 24 ug/dl (normal=4.5-13.0 
g/dl); T; by radioimmunoassay was 239 ng/cl (normal=110- 
230 ng/dD; free T, index was 8.5 (normal 1.7-5.2); and per- 
cent of T; serum uptake was 50.6% (normal 3596-4576). 1I 
uptake was 51% in 4 hours and 80% in 24 hours. The ECG 
showed normal sinus rhythm (90/minute). 

We promptly treated Ms. A with 100 mg c= propylthicura- 
cil every 4 hours for the first 72 hours, follcwed by 150 mg 
every 6 hours. She also received 40 mg of pr-panolol every 6 
hours with 150 mg of chlorpromazine q.i.d. For the first 2 
days she received 1 mg/day of serpasil and then 1 mg b.i.d. 
for 4 days. Her initial irritability and fearf iness gradually 
diminished. She began to ''feel well" and IJ days later she 
was discharged as clinically euthyroid and w-th her psycho- 
sis cleared; her total stay in the hospitel was 3 weeks. Labo- 
ratory tests confirmed her clinical picture: ir. 10 days her T, 
was reduced to 16.1 4g/dl and T; by radioimmunoassay was 
reduced to 125 ng/dl; both were within the -ormal range by 
the time she was discharged. Her hypercalzemia, which is 
often seen transiently with thyrotoxicosis, was normal. 


Discussion 


In the absence of earlier testing one cannot deter- 
mine the precise onset of Ms. A's thy-otoxicosis. It 
was discovered during her third hospikalization after 
she had taken lithium carbonate for more than four 
years. The lithium itself probably provided initial 
treatment for a milder form of thyrotozx illness. An- 
other possibility is that Ms. A had both thyrotoxicosis 
and manic-depressive illness, that her thyrotoxicosis 
worsened only after the breakup of her marriage, and 
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that this illness broke through the lithium carbonate 
treatment of a bona fide mania. 

The clinical picture, however, indicates that Ms. A 
did not have a true bipolar disorder. During the follow- 
up period, 21 months to date, Ms. A has not been tak- 
ing lithium and has not developed manic or depressive 
behavior. Her treatment during crucial adolescent 
years has provided the nexus for psychotherapy, the 
result of which has ye: to be seen. 


Even in the absence of an early diagnosis of Ms. A's - 


thyroid disease, however, it remains questionable 
whether Ms. A's lithium carbonate treatment should 
have been stopped at the time of diagnosis. Lithium 
carbonate has been used for the treatment of thyro- 
toxicosis (2). It was reported that 12 patients with a 
history of chronic Graves' disease were given lithium 
as the sole treatment for 6 months. The drug was toler- 
ated with only slight s:de effects by 11 of the patients 
and 8 patients were euthyroid within 2 weeks. How- 
ever, 7 patients relapsed within 1 to 4 weeks after stop- 
ping treatment. If Ms. A's lithium dose had been in- 
creased rather than stopped at the time of diagnosis, 
her hyperthyroidism might have been improved. Be- 
cause of Ms. A’s poor response to treatment, possibly 
intensified by the abrupt cessation of lithium, she re- 
mained in the hospita, was difficult to manage, and 
ultimately was transferred to NINY., 

It is my belief that failure to note thyroid disease is a 
common diagnostic problem in psychiatric practice 
(8). The ready availability of lithium may compound 
the problem of diagnosis by inducing cases of hypothy- 
roidism. This latter mechanism is now well docu- 
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mented and understood: lithium ion inhibits the activa- 
tion of adenyl cyclase (9, 10) in the thyroid as well as in 
other organs. Ás a result, it strikingly reduces the rate 
of release (secretion) of preformed thyroid hormone 
and synthesis of new hormone. 

Lithium may also mask thyrotoxicosis when the ill- 
ness is chronic, as it is frequently. Because lithium 
carbonate may inadvertently control some cases of 
thyrotoxicosis, that diagnosis should be considered 
before lithium is started. For a $15 fee, screening tests 
for T; and T, are easily available. 
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Platelet MAO in Schizophrenia 


SIR: Since we were quoted by Wade Berrettini, M.D., 
Ph.D., ani Wolfgang H. Vogel, Ph.D., in "Comment on a 
Failure zo Replicate’’ (November 1979 issue), their response 
to Wise and associates' study (1), we wish to point out the 
following. 

First, it is possible to interpret Berrettini and Vogel's own 
data to demonstrate an activation of MAO activity in normal 
subjects using dopamine as substrate. Berrettini and associ- 
ates (2) reported a V mar Value of 9.31.6 nmol/mg per hour 
and a K, value of 6.1+1.4 X 10 * M in platelets from normal 
subjects. They also reported a V maz value of 15.0+1.6 nmol/ 
mg per hour and a K,, value of 3.21.4 X 1074 M in platelet- 
rich plasma from normal subjects (3). The decrease in the K m 
value and the significant increase in the V4,, value in the 
platelet-rich plasma represents an activation and is therefore 
in agreement with our observations (4). 

Second. we have now analyzed platelet MAO from 15 pa- 
tients with schizophrenia, diagnosed according to Research 
Diagnostic Criteria (5). In none of them could we detect any 
inhibitory activity, although substantial activation of platelet 
MAO by their plasma was confirmed. The identity and phys- 
iological role of these plasma activators are well worth ex- 
ploring. 
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Coffee, Cigarettes, and Drug Metabolism 


Sin: In “Effects of Caffeine in Chronic Psychiatric Pa- 
tients" (October 1979 issue), Brian De Freitas, M.D., and 
George Schwartz reported on 14 psychiatric mpatients 
whose behavior improved after a double-blind switch tc de- 
caffeinated coffee. The results on the BPRS and NGSIE 
scales suggested a general behavioral improvement in those 
patients who reduced their caffeine intake. Since most 5sy- 
chiatrists working in large psychiztric institutions have ob- 
served the often massive amounts of coffe consumed by 
chronically psychotic patients, these findinzs should be of 
immediate clinical importance. If further studies are dore to 
clarify this potential problem, other factors of coffee and 
psychotic patient interactions should be inc_uded. 

Many institutionalized chronically psychotic patients 
smoke large quantities of cigarettes. Cigarette smokirg is 
rapidly gaining recognition as a cause of inc-2zased drug me- 
tabolism in man secondary to inducticn of hepatic enzyme 
systems. This has been reported for certain psychotropic 
drugs (1) and may drastically affect caffeine clearance in 
man. Heavy smokers are known to consume larger qaan- 
tities of coffee than nonsmokers. This is attributed to th2 in- 
creased metabolism and shorter half-life of caffeine in 
smokers (2). Therefore, similar caffeine stucies in psycbotic 
patients should control for cigaret:e smoking as well. 

Recently both fluphenazine and haloperidol have been 
shown to interact in vitro with coffee and tea. Coffee could 
precipitate or bind 10% of these antipsychotic agents, while 
tea bound a remarkable 90% of the drugs (3). As these highly 
insoluble precipitates could conceivably occur in the s-om- 
ach and bind ingested drugs, further investigation is required 
(4). Currently no data exist to explain waether decaffeinated 
coffee is physiochemically different fram regular coffee in 
the precipitation and binding of antipsychotiz agents. Thus, 
if it does not similarly bind neuroleptics, the resulting hgher 
serum drug levels might partially explain the behavioral 
changes reported by De Freitas and Schwartz. 
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ROBERT P. GRANACHER, JR., M.D. 
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Further Reflections on ECT 


SIR: "The Psychiatric Use of Electrically Induced Sei- 
zures,’’ by Richard D. Weiner, M.D. (December 1979 issue), 
was an excellent article but I question the extensive medical 
workup he ordered for each patient considered for ECT. 
Today when cost containment is so important, physicians 
should order only those tests which are absolutely neces- 
sary. Are routine chemistries, chest X rays, ECGs, EEGs, 
and spine X rays necessary for a young healthy adult with no 
history of physical illness? In my practice I rarely order an 
EEG or spine X ray before administering ECT. Since many 
hospitals require certain procedures before allowing physi- 
cians to proceed with appropriate medical care such as ECT, 
I still must order expensive and unnecessary: blood chem- 
istries and counts, ECGs, and chest X rays. Physicians 
should be free to use their clinical acumen and should not be 
forced by archaic, inappropriate hospital rules to order un- 
necessary and expensive laboratory tests before adminis- 
tering ECT. 


IRvING C. BERNSTEIN, M.D. 
Minneapolis, Minn. 


Sir: Dr. Richard Weiner stressed the importance of using 
ECT to treat endogenous depression. However, experience 
with ECT shows that two other indications (also mentioned 
by Dr. Weiner) should be emphasized. 

In patients of all ages with acute schizophrenic illnesses a 
course of ECT of 13 to 15 sessions followed by phenothia- 
zines and maintenance ECT once a month for several 
months can produce a much better quality of recovery than 
that obtained simply by using psychotropic drugs or individ- 
ual or group therapy. I feel this is an extremely important 
indication for ECT and can prevent a lifetime of illnesses 
that are, of course, extremely distressing to the patient and 
to the patient's family. ECT can also be quite beneficial in 
treating patients with depressive neuroses or reactive de- 
pressions. The event considered the precipitating event may 
not be as important as the doctor and the family think. These 
patients have a depression that after a period of time may not 
have responded to the psychotropic drugs or to psychothera- 

py. Through ECT a good recovery can be obtained that will 
— be most appreciated by the patient, but continued psycho- 
therapy and psychotropic drugs will often be indicated. 


ROBERT E. ARNOT, M.D. 
Wellesley Hills, Mass. 


Dr. Weiner Replies 


Sir: Dr. Bernstein is quite correct in his concern that the 
ECT workup that J delineated incorporates a number of fea- 
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tures which have a rather low yield of positive findings. Each 
psychiatrist must decide which lab tests are appropriate, yet 
the procedures I listed do have some rationale. Routine 
chemistries, complete blood count, urinalysis, and chest X 
ray are part of the standard admission workup for most hos- 
pitals. Since the major risks in terms of mortality with ECT 


‘involve the cardiovascular system, an ECG is indicated. 


With ECT modified by muscle relaxant agents, the problem 
of compression fractures of the spinal column appears to 
have disappeared. However, most ECT practitioners ggner- 
ally use only partial relaxation unless there is some in- 
dication for complete relaxation. Since the primary in- 
dication for the use of total paralysis is the presence of pre- 
existing vertebral anomalies, spine X rays may also préve 
helpful. The decision should be made in conjunction with the 
radiologist at the hospital involved. The rationale for order- 
ing a pre-ECT EEG stems from the possibility that in rare ~ 
cases the EEG may remain abnormal long after the com- 
pletion of ECT treatment (1). In cases of abnormal EEGs 
occurring months after ECT, a baseline EEG could help to 
document whether the abnormalities were related to the 
ECT or to some other process. 

Dr. Arnot correctly stressed the fact that the dif 
ferentiation between endogenous and reactive depression 
may not always be clear-cut in clinical practice, and that pre- 
cipitating events are often present. Fink (2) recently re- 
viewed the use of various psychopathologic indices as pre- 
dictors of outcome with ECT and found that generally the 
severity of depressed affect, the presence of vegetative sizns 
and symptoms, and the existence of a high degree of guilt are 
favorable predictors of therapeutic response. 

Dr. Arnot also reiterated the fact that ECT is often quite 
effective in managing acute schizophrenic illnesses. He zlso 
pointed out the possible role of maintenance ECT. It is well 
known that ECT can much more effectively induce remis- 
sion in patients with schizophrenia and affective disorders 
than prevent relapse. Unfortunately, the use of maintenance 
ECT has not been well investigated on a scientific basis. 
However, a number of clinicians do share Dr. Arnot's feel- 
ings. 
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Benzodiazepine Withdrawal Symptoms 


SIR: I wish to suggest an alternative diagnosis for the pa- 
tient in "Withdrawal Symptoms from Chronic Use of Low- 
Dose Barbiturates" by Richard S. Epstein, M.D. (January 
1980 issue). If the patient were suffering from an abstinence 


. syndrome, the abrupt withdrawal from diazepam could have 


been a major causal factor. The onset of symptoms on the 
llth day of withdrawal more closely approximates the clini- 
cal course following abrupt withdrawal from the long-acting 
benzodiazepines than the course following withdrawal from 
either barbiturates or alcohol. Moreover, there have been 


me. 
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recent reports (1-4) of an abstinence syndrome occurring af- 
ter benzodiazepines. 

A dose of 5 mg/day is lower than the usual therapeutic 
dose associated with benzodiazepine withdrawal symptoms. 
However, there are the added factors of the patient’s age and 
weight and the potentiating effect of alcohol and phenobarbi- 
tal, both of which are cross-dependent with benzodiaze- 
pines. This latter point would also account for the patient’s 
dramatic relief of the withdrawal symptoms following treat- 
ment with pentobarbital. 

The study by Covi and associates (2), to which Dr. Epstein 
refers, indicated that prior treatment for 10 weeks with ther- 
apeutic doses of phenobarbital increased the likelihood of 
withdrawal symptoms occurring after a 12-week course of 
treatment with chlordiazepoxide, 45 mg/day. However, the 
administration of therapeutic doses of phenobarbital alone 
were not associated with withdrawal symptoms. Similarly, 
Covi and associates reported no increase of symptoms after 
withdrawal of therapeutic doses of meprobamate (1). 

Low-dose benzodiazepine withdrawal symptoms may be 
caused by the drugs’ unique effects on brain mechanisms. 
Recent laboratory studies by Snyder and associates (5) in- 
dicate that the anxiolytic actions of benzodiazepines occur 
with low-dose treatment and that these actions are qualita- 
tively distinct from the sedative properties of ben- 
zodiazepines at higher doses. There have been no similar 
qualitative distinctions demonstrated for the central nervous 
system effects of barbiturates. 


REFERENCES 


1. Covi L, Park LC, Lipman RS, et al: Factors affecting with- 
drawal response to certain minor tranquilizers, in Drug Abuse. 
Edited by Cole JH, Hanborn JR. Springfield, Ill, Charles C 
Thomas, 1979 

2. Covi L, Lipman R, Pattison JH, et al: Length of treatment with 
anxiolytic sedatives and response to their sudden withdrawal. 
Acta Psychiatr Scand 49:51-64, 1973 

3. Pevnick JS, Jasinski DR, Haertzen CA: Abrupt withdrawal 
from therapeutically administered diazepam. Arch Gen Psychi- 
atry 35:995..998, 1978 

4. Kaplan SR, Murkofsky C: Oral-buccal dyskinesia symptoms as- 
sociated with low-dose benzodiazepine treatment. Am J Psychi- 
atry 135:1558-1559, 1978 

5. Snyder SH, Enna SJ, Young AB: Brain mechanisms associated 
with therapeutic actions of benzodiazepines: focus on neuro- 
transmitters. Am J Psychiatry 134:662-665, 1977 


SEYMOUR R. KAPLAN, M.D. 
Bronx, N.Y. 


Dr. Epstein Replies 


SiR: Dr. Kaplan raised an interesting point. There were a 
number of possible causes of our patient's withdrawal symp- 
toms including, as Dr. Kaplan suggested, a withdrawal reac- 
tion from diazepam or even a combined reaction to diazepam 
and phenobarbitol. We felt this to be less likely because of 
the very small dosage of diazepam and the marked reaction 
to pediatric doses of pentobarbitol in alleviating the patient's 
symptoms. 

* I believe Dr. Kaplan’s reference to Covi and associates’ 
study is erroneous. There were no patients in their sample 
who were receiving only phenobarbitol. Their control group 
consisted of patients receiving diphenylhydantoin and 
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chlordiazepoxide. It is for this reason that I cuoted Covi and 
associates’ study, because phenobarbitol wa: the dependent 
variable in their patients. Covi and assoziates' work can also 
be interpreted as a study of combined diazepam-barbiturate 
dependency. It is possible that the two classes of drugs po- 
tentiate the likelihood of abstinence syndromz as well as that 
of their sedating-anxiolytic actions. 


RICHARD S. E23TEIN, M.D. 
Bethesda, Md. 


From the Resident’s Point of View 


Sir: As a resident delegate at the America Associaticn of 
Directors of Psychiatric Residency Training (AADPRT an- 
nual meeting in January 1980, I saw how organized psychia- 
try is struggling with problems in psychiatric education. 
These educators were primarily concerned wizh the statistics 
on recruitment into psychiatry. The percentage of applicants 
entering psychiatric training from medical schools has p.um- 
meted from approximately 11% in the early 1970s to 3.676 in 
1979. The future will not be much brighter unless new and 
creative plans are developed to tackle this problem. 

Other issues discussed at this conference included Board 
examinations, liaison work with other mecizal specia ties, 
women's and minority issues, a national cere curriculum, 
and the integration of education and service requiremen:s. A 
newsletter for those interested can be ob-zined from Dr. 
Gene Abroms of the Hahnemann Medical College, Fhila- 
delphia, Pa. 

I urge all residents to attend next year's AADPRT if they 
are seriously concerned with the problems "zat face psychi- 
atric educators in the 1980s. I personally weuld like to taank 
the AADPRT executive committee fcr allowing me to see 
the inner workings of their organizaticn. 


HARVEY JOEL GREEN, M.D. 
Topeka, Kans. 


Court Intervention and the Right to Treatm2nt 


SIR: In “The Right to Treatment Suit zs an Agent of 
Change” (October 1979 issue) Edward Kauzman, M.D., dis- 
cussed many important points but omited two consid- 
erations. 

First, when evaluating court interventizas, one should 
consider whether the patients would berefit more if the 
plaintiffs and others involved in the court actions had d.rect- 
ed their time and effort toward the legislative »ranch ins:ead. 

Second, the APA policy of treating involuntary paents 
only in JCAH-accredited institutions better serves th» pa- 
tients than would separate standards or separate review pro- 
cesses established by the courts. 


ROGER PEELE, M.D. 
Wasaington, D C. 
Dr. Kaufman Replies 


SIR: Dr. Peele raised important poirts abzat right to treat- 
ment suits. The time and effort expended by plaintifs in 
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meeting the demands of these suits is considerable. Some of 
this time and effort is spent in needless paper work and activ- 
ities. However, much of the effort has been directed toward 
improving staffing and patient care. In all of the institutions I 
evaluated, the suit helped to improve patient care. Perhaps 
in other institutions offering higher levels of care the suits 
have been more of a hindrance than an asset. I certainly 
support the need for effort directed toward legislation, but 
that effort does not have to be an either/or situation, ex- 
cluding the change capability of the right to treatment suit. 

The APA policy that involuntary patients be treated only 
in JCAH-accredited institutions is a plausible alternative to 
separate court-appointed standards. However, this policy is 
currently not in effect in southern California, and I suspect 
that it is not enforced elsewhere. Effecting such a policy na- 
tionally would mean further legislative efforts, requiring ad- 
ditional effort and funds that may not be forthcoming. If 
APA psychiatrists voluntarily enforced this policy, their on- 
ly alternative in the absence of an accredited state hospital 
would be to place a poten-ially dangerous patient in the com- 
munity. ) 

One of the problems with the use of JCAH inspections to 
create change in state hospitals is the lack of a mechanism to 
enforce JCAH standards. JCAH review is voluntary and 
done at the request of the hospital. JCAH leverage derives 
mainly from its ability to eliminate federal Medicare pay- 
ments to unapproved hospitals. However, these payments 
are generally limited to youth and the elderly, two groups of 
patients that are being phased out of many state hospitals. In 
addition, the loss of revenue to state hospitals from the ab- 
sence of Medicare would be significantly less than the cost of 
additional staffing and renovations necessary to meet JCAH 
standards. 


EDWARD KAUFMAN, M.D. 
Orange, Calif. 


Failure of Lithium Therapy 


Sır: Julio A. Mayo, D.S.W., and associates’ ‘‘Families of 
Manic-Depressive Patients: Effect of Treatment" (Decem- 
ber 1979 issue) contributed to our understanding of family 
dynamics in manic-depressive illness. However, the au- 
thors’ focus on rating scales preempted relevant details 
about their patients’ acut illnesses. The effect of such ill- 
nesses on the families concerned is surely crucial to any dis- 
cussion of lithtum’s impact. The study covered 48 patient 
years, but the authors did not demonstrate the complex se- 
quence of cyclical alterations in family dynamics that are an 
inevitable counterpart to mood changes. Stoddard and asso- 
ciates (1) suggest there may be a slow attenuation of af 
fective symptoms within episodes of illness and rapid bipolar 
switches. Huba and associates (2) have described a tech- 
nique of autocorrelation énalysis in depressed patients that 
revealed wide variations m diurnal mood stability. The wa- 
vering capacity of the patient and other family members for 
interpersonal relatedness may bewilder those families and 
. cause scapegoating and isolation of the affected individual. 

Dunner and associates (3) reported that 44 of 96 patients 
had a fair response to lithium, while 24 patients relapsed 
within 3 months of treatment. Mayo and associates ignored 
the effects of lithium prophylaxis failure on the families they 
studied. (At least 2 of the patients, i.e., 1 in 6, required in- 
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patient treatment despite lithium prophylaxis, implying some 
degree of treatment failure.) 

We recently treated 2 families in which a 19-year-old son 
and a 19-year-old grandson of manic-depressive patients suf- 
fered their first acute illnesses. In both cases the parent and 
grandparent had previously been treated with lithium. In the 
first case lithium failed to influence the parent's illness; in the 
second the grandparent suffered renal complications. Farni- 
lies in which such illnesses occur repeatedly often have con- 
siderable knowledge of the potential efficacy of lithium pro- 
phylaxis. Therapy failure can cause the defensive strategies 
employed by the patients and their families to collapse, ag- 
gravating the sense of hopelessness and pessimism Mayo 
and associates noted in their symptomatic children. In ctr 
cases the unaffected family. members withdrew and the ili 
youths became unwilling to even contemplate introduction 
of lithium into their regimes. The healthy family members 
interpreted the failure of prophylaxis as a wish on the part of 
the parent and grandparent to be ill. The youths were also 
identified with this perception, especially because of their 
reluctance to take lithium. 

Ostow (4) recently referred to the importance of incorpo- 
rating drug therapy into metapsychologic theories and sup- 
ported Mayo and associates’ view that drug treatment af- 
fects the psychosocial adaptation of the families of manic- 
depressive patients. Failure of treatment also has its 
impact. 


REFERENCES 


1. Stoddard FJ, Post RM, Bunney WE: Slow and rapid psycho- 
biological alterations in a manic-depressive patient: clinical phe- 
nomenology. Br J Psychiatry 130:72-77, 1977 

2. Huba GJ, Lawlor WG, Stallone F, et al: The use of autocorrela- 
tion analysis in the longitudinal study of mood patterns in de- 
pressed patients. Br J Psychiatry 128:146-155, 1976 

3. Dunner DL, Fleiss JL, Fieve RR: Lithium carbonate prophy- 
laxis failure. Br J Psychiatry 129:40-44, 1976 

4. Ostow M: The outlook for psychoanalvsis. Bull NY Acad Med 
55:477-491, 1979 


Dr. ANDREW MARGO 
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Violence and PCP Abuse 


SIR: I read with great interest '' Violence Associated with 


 Phencyclidine Abuse” by Michael A. Fauman, M.D., Ph.D., 


and Beverly J. Fauman, M.D. (December 1979 issue). In the 
last two years we have treated a number of patients suffering 
from psychosis caused by phencyclidine (PCP) abuse. 

In a recent study of 10 patients (1) I found 6 patients with a 
history of hostile and/or violent behavior. Three of the 6 
were chronic users of PCP. The violent behaviors of this 
group were best described by the type 2 acts discussed by 
Fauman and Fauman. These patients also had histories of 
multiple drug abuse, a condition noted in other violent PCP 
abusers (2). 

The 3 other hostile/violent PCP abusers were first-time or 
experimental users of the drug. All of these patients were 
quite hostile but demonstrated minimal overt violence. Tht 
findings from this small patient sample support Fauman ard 
Fauman’s suggestion that violence is associated with chronic 
phencyclidine abuse. 
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Psychiatrists in the Emergency Situation 


Sır: I would like to make one point pertaining to emergen- 
cy psychiatry that was not adequately discussed in ‘‘Psychi- 
atric Emergencies: An Overview" by Samuel Gerson, 
Ph.D., and Elien Bassuk, M.D. (January 1980 issue). 

Psychiatry, as a mode of treatment as well as a medical 
specialzy, has come under considerable criticism in the past 
decade. Some critics argue that psychiatrists and psycholo- 
gists do little more than listen. Medical students who are not 
pursuing careers in psychiatry feel it is hard to distinguish 
what a psychiatrist does differently from a psychologist or 
psychiatric social worker. Skill in psychotherapy and so- 
ciotherapy can obviously be developed without formal medi- 
cal training. After all, Erik Erikson and Anna Freud are not 
physicians and few would question their skill as therapists or 
their understanding of psychodynamics. 

Emergency psychiatry, diagnostic psychiatry, and the 
medical management of mood, thought, and behavior dis- 
orders are facets of mental health care delivery for which 
physicians are uniquely trained. Nowhere else in the contin- 
uum of psychiatric care are skills so immediately and ex- 
pertly demanded. A number of studies (1-3) have demon- 
strated the high percentage of medical and surgical disorders 
that present to psychiatry. Many of these could be missed by 
nonpsychiatric physicians or psychiatric clinicians. Diagno- 
sis must and should dictate disposition and a treatment plan. 
Failure to recognize underlying organic illness presenting as 
a psychiatric emergency can result in inappropriate hospital- 
ization on a psychiatric service and delay initiation of treat- 
ment for some life-threatening illness such as a cardiac ar- 
rhythmia or hypertensive crisis presenting as overwhelming 
anxiety or a feeling of impending doom. A patient with se- 
vere hypokalemia, who requires hospitalization on a coro- 
nary care unit because of the threat of low serum potassium 
to cardiac conductivity, may be found to be profoundly de- 
pressed and immobile and referred to psychiatry as an emer- 
gency. A patient with a migraine equivalent or seizure dis- 
order appearing with schizophreniform symptoms may be 
misdiagnosed and carry the label of schizophrenia, albeit 
"good prognostic schizophrenia,’’ because of acute onset, 
good premorbid history, and absence of family history of 
psychiatric illness. 

Psychiatry does have something special to contribute to 
the spectrum of available mental health services. It is a spe- 
cialty that should still excite medical students. A psychiatrist 
in the emergency situation must be keenly aware of how so- 
ciologic, psychologic, biologic, and existential factors con- 
verge io alter mood, thought, and behavior at the time of 
internal or external physical or psychologic stress. A knowl- 
edge of individuals’ personal psychogenetic history is impor- 
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tant to the extent that it helps clinicians to understand the 
form behavioral changes take when th: individual is 
stressed. However, during an emergency the physician 
member of the team must disentangle historizal, sociocultur- 
al, and biologic factors to fully understand the patient's zon- 
dition. A tentative diagnosis must be reache-z and a manage- 
ment plan guided by the understanding of etiology devel- 
oped. The crisis situation is the poinz in the trajectory of 
psychiatric care where a single intervention zas the greatest 
potential for much good and, conversely, mrzh harm. If the 
cause of a patient's problems is fel: to be predominantly psy- 
chologic, skill in psychotherapy anc psychodvnamics is 
needed to guide the patient to recovery and growth. Various 
mental health professionals have the skills :1 dynamics and 
therapy to achieve this. However, if the problem is pre- 
dominantly organic, the patient will need the inique skills of 
a psychiatrist for the differential diagnosis of behavioral dis- 
orders. 
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Corrections 


On page 1178 of the September 1979 issue, in *'Status of 
Psychotropic Drug Blood Level Assays and Other Biochem- 
ical Measurements in Clinical Practice” by Ross J. Baldes- 
sarini, M.D., the last three full sentences of the first column 
should read, “‘Although antidepressant leve.s are often re- 
ported as nanograms (10 ? mg) per millilitez; a more ration- 
al unit for all drug assays would be picomole : per milliliter to 
correct for dissimilarities in molecular weight. Thus, levels 
of tricyclic antidepressants are typically 57-300 ng/ml, or 
about 200-1000 pmol/ml (table 1). Toxicity may occur in sus- 
ceptible patients above 500 ng/ml (about 2C30 pmol/ml: and 
is routine above 1000 ng/ml for most agents ` Cn page 1179, 
the heading for the last column in table 1 should read 
"*pmol/ml,"" and footnote b should be, *'Lev2ls are common- 
ly reported in nanograms per millilitez, although picomoles 
per milliliter is preferable.” 

On page 512 of the April 1980 issue, in the book review by 
Ralph Colp, Jr., M.D., of The Emerging Geddess: The Cre- 
ative Process in Art, Science, ard Other Fvelds by Albert 
Rothenberg, M.D., the fourth paragraph ir. zhe second col- 
umn should read, "Another unanswered question about 
Darwin's discovery of natural selection :s why did he 
come to believe at once that natural selection could be 
proved... ." The staff regrets this error. 
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Humanism and the Physician, by Edmund D. Pellegrina. 
Knoxville, Tenn., University of Tennessee Press, 1979, 242 
pp., $15.50. 


The author, who is editor of the Journal of Medicine and 
Philosophy, Director of the Institute on Human Values in 
Medicine, and President of Catholic University, is unusually 
well qualified to discuss the ethical and social problems con- 
fronting medicine. He makes clear at the outset that these 
essays, which are directed to medical audiences, are in- 
tended to be practical anc relevant to medical education and 
practice, not to be scholarly treatises. However, because of 
his breadth of scholarshi», one wishes Pellegrino had been 
more incisive, more analytic in his critique. At times, the 
essays read more like commencement addresses; because of 
this, a number of his arguments lose some of their force. 
Like all compilations of previously printed essays, this book 
suffers from repetitiousness and some scattering of the au- 
thor's central ideas through the various chapters and sec- 
tions of the book. Even so, these essays are well written, 
clearly the work of a wise and serious thinker. 

Because of the unprecedented expansion of technology, 
the author sees medicine as being stretched simultaneously 
in two directions: the biological and the social. The result is a 
crisis of values. In view of the complex ethical issues on both 
fronts, Pellegrino calls for a rapprochement between medi- 
cine and the humanities, which he feels is urgently needed. 
The problems of this reengagement include not only its in- 
tellectual difficulty but also the fact that medicine as a part of 
Science is fundamentallv resistive, even suspicious of intru- 
sions that may appear to curb scientific freedom, a freedom 
gained only after centuries of struggle. 

The author believes that medicine is in a unique position 
because it stands at the confluence of the sciences and the 
humanities, which makes it ideally suited as a ‘‘bridge over 
the two cultures.” For this reason, he sees the interaction of 
medicine and the humanities not only as a necessary correc- 
tive for medicine itself but as a potent force ''to heal the rift 
between science and technology.” This is to me Pellegrino's 
central and certainly his most ambitious argument. In devel- 
oping this thesis, he goes considerably beyond Engelhart's 
statement of the relevance of the humanities for medicine in 
the introduction of the book, which views the humanities as 
an essential corrective fcr medicine's ethical complexities. 
Engelhart's statement is fairly representative, I believe, of 
most philosophical ethicists. For this reason, Pellegrino's 
idea about medicine's rcle in the modern world deserves 
careful scrutiny. Positioned as it is at the intersection of the 
sciences, the humanities, and technology, medicine can be- 
come a ‘‘medium and a focus in which the problems of wis- 
dom and science meet." Furthermore, the author suggests 
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that a humanized medicine may have a role in quieting the 
spiritual unrest of our age: 


It is possible that in our culture we may elaborate a 
conception of man which can fit the requirements of 
many more of his dimensions than hitherto has been 
possible. Without seeking refuge in idealized notions of 
the past, we may yet rehabilitate the concept of the per- 
son out of the confluent meditation of medicine, science 
and philosophy. 

If current metaphysical disquietude is to be amelio- 
rated, the age-old dialogue between medicine and the 
mainstream of culture must be intensified. Out of this 
dialogue, a more profound medicine could emerge, 
more capable of satisfying the task society sets before it, 
and closer to realizing its still rich potentiality for human 
good. (pp. 52-53) 


Pellegrino is calling for an expanded interdisciplinarity be- 
tween medicine and the humanities, which is to be ap- 
plauded. However, I think medicine's possible role in 
ameliorating ‘‘metaphysical disquietude”’ ts likely to arouse 
dispute, not from physicians so much as from ethicists, who 
often see medicine’s scope and influence as already dan- 
gerously broad. Medicine’s role is to treat disease and to ad- 
vise where it may be prevented. The science and practice of 
medicine must also include its effect on the quality of the 
lives of individual patients and on society as well. Even if 
medicine could have a part in relieving the spiritual unrest of 
mankind, should that be one of its goals? Is not ‘‘metaphysi- 
cal disquietude'"' good reality testing in an era such as ours, 
when for the first time man has the capacity to blow himself 
off the face of the earth? Could it not be argued that most of 
us are insufficiently disquieted about our particular priorities 
of what gives meaning and value to life? Perhaps the prob- 
lems causing us spiritual distress are too egosyntonic for us 
to feel sufficiently moved to the sort of collaborative dili- 
gence Pellegrino calls for in this book. Nevertheless, his op- 
timism is cautious and by no means prevents his explication 
of a number of the deep, at times seemingly insoluble value 
conflicts facing modern medical science and practice. 

Recently, while spending a sabbatical year at the Hastings 
Center Institute for Society, Ethics, and the Life Sciences, I 
was impressed with the many conflicting and hotly debated 
conceptions of modern man held by philosophers who 
worked at and visited the center; I would have placed more 
emphasis on that than Pellegrino does. In the same vein, the 
views of the physicians and scientists at the center regarding 
the questions that Pellegrino examines were equally complex 
and conflicted and argued with equal fervor. Even if at times 
confusing, such disputes were not without value. For one 
thing, it was reassuring to see that even the experts found the 
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ethical problems surrounding medicine so formidable that 
the goal was related to clarifying differing or opposing views 
rather than ''finding the right answer.’’ From that sea of dis- 
putatious confusion, however, two issues emerge that Pelle- 
grino addresses skillfully in his book: 1) the crucial impor- 
tance of interdisciplinarity as a methodology in clarifying 
ethical concerns and 2) the centrality of what may be called 
the collision of values associated with individual and social 
aspects of human life. The latter problem might be more sim- 
ply*stated as how on earth do we decide how far to extend 
the bond of human kinship? Human beings need the identity 
of their own kind, but how long can a world that is fast be- 
coming a single global community afford in-groups and out- 
groups? Pellegrino approaches this dilemma of the split in 
individual and social ethics by urging an extension of the 
Hippocratic oath to balance with social consciousness the 
individual dimension that the oath addresses so well. The 
essay dealing with this subject is one of the best in the book. 

Pellegrino wants physicians to be better educated, wiser, 
and more ethically sensitive to the problems of modernity 
and technologism, and he has specific recommendations re- 
garding medical education. He would reverse the usual ped- 
agogic order of teaching the humanities, then medicine. He 
would combine the humanities with medical education, espe- 
cially during the postgraduate years. He argues persuasively 
that it is during the practicing phase of the physician's life, 
when he has accumulated scientific knowledge and experi- 
ence, that the issues with which the humanities deal will 
have greatest meaning and relevance. 

Pellegrino has a special section on institutional ethics. He 
regards the hospital or educational institution as a sort of 
psychosocial laboratory for the examination of not only 
treatment or educational issues but also matters of social 
health and pathology and the ethical conflicts that attend 
them. 

Much of what has been written about medical ethics has 
focused on dramatic issues, such as genetic engineering, 
abortion, prolongation of life, allocation of scarce resources, 
behavior control, and health care delivery. Such issues do 
not exhaust the ethical problems confronting physicians. As 
Pellegrino notes, ‘‘No legal or institutional constraints can 
guard against thé accumulative evils that subtly evolve from 
small indifferences.’’ Such moral indifference is perhaps the 
missing chapter in this volume. Although not so newsworthy 
as the more dramatic and controversial issues that radically 
alter the course of life and death, moral indifference is in the 
long run perhaps equally destructive: the corrosive effects of 
everyday thoughtlessness and indifference; the hardening of 
the human heart; the failure to listen, to give the needed time 
to patients, to respect their integrity as human beings; and all 
the other subtle forms of dehumanization that undermine the 
coctor-patient relationship. These are the failures of the 
heart which in the long run cannot be forgiven, whatever the 
echnical skills of the physician may be. 

In the face of the technologizing of medicine, it takes extra 
effort to be a caring physician, but more than effort and 
goodwill is called for. Pellegrino is to be congratulated for 
the practicality and relevance of his ideas and recommenda- 
tions for improving medical education and practice. This 
book is recommended reading for physicians, especially 
those involved in medical education. 


PHILIP WOOLLCOTT, JR., M.D. 
Chicago, Ill. 
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Before the Best Interests of the Child, oy Joseph Goldstein, 
Anna Freud, and Albert J. Solnitt. New Yak, N.Y., Free 
Press (Macmillan Publishing Co ), 1979, 287 pp., $12.95; 
$3.95 (paper). 


In Heaven there will be no law, and th2 lion will lie 
down with the amb. . .. 


It is difficult to follow what has become an instant classic, 
even with a companion volume. However, the authors of 
Beyond the Best Interests of the Child have produced a text, 
ancillary to the first, that describes instances in which the 
state or society should presumatly intervene before the fact 
to protect the child from the family and vice versa. 

The book has two major messages: 1) that :he decision to 
intervene is a difficult, important decision m its own right 
and must be carried out with great caution and 2) that the 
caution itself must be enforced Ey people, such as judges, 
social workers, doctors, and others, who may or may not 
have the skill to carry out the tesk. The authors describe a 
fantasy involved in this work, ' that only the most com- 
petent, most skilled and most sensitive lawyers, judges, doc- 
tors, social workers, foster parer.ts, family helpers and other 
personnel will implement the grounds for intrusion under the 
laws of child placement.” They rote, however, that “‘there 
will always be a substantial nurrber in autoority who will 
prevent this fantasy from becoming a realistic expectation.” 

These messages outline the problem as well es the frame- 
work for their convictions, basec on the previous volume. 
They list a series of grounds “or intervemtion: parental 
requests, familial bends between children and long-time 
caretakers who are not parents, gross failures of parental 
care, refusal by parents to authorize life-saviag medical care, 
and the child's need for legal ass stance. Tke conclusion of 
this brief volume, a chapter apprcpriately tit ed ‘‘Too Early, 
Too Late, Too Much, Too Little," concerrs the agonizing 
dilemma between state and famil. 

What is most helpful in this beck is the anzcdotal material 
that is supplied liberally. In addition, an appendix includes a 
series of case histories of children murdered by their par- : 
ents. There is a long and detailed review of & case in England 
that most explicitly points out the need for intervention on 
the part of the state when a child i: being ver; badly harmed. 
These narratives greatly enhance the total +olume. 

There is a style of writing in tcth of these volumes (more 
apparent in this one) that makes reading somewhat more dif- 
ficult. Accustomed as most of us are to mecical references, 
the intermittent footnotes and the organization notes at the 
back of the book can be confusing. It is obviously written in 
legalistic style, and the quotations most ofte- are from deci- 
sions made by the court. 

The authors express clearly, however, tke limitations of 
the law as well as the use of it as a comfort and a guideline 
for those of us who confront problems frequently. The prom- 
ise of the earlier book is fulfilled. Guidelices for specific 
use are made clear. It rests on users of these guidelines to be 
as faithful to their task as the authors have been to theirs. 


. .. In hell, there wil! be nothing but law, and due 
process will be meticulously atserved. (Grant Gilmore, 
quoted by the authors) 


Henry H Worx, M.D. 
Was*ington, D.C. 
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Psychopharmacology of Affective Disorders: A British Associ- 
ation for Psychopharmacology Monograph, edited by E.S. 
‘Paykel and A. Coppen. New York, N.Y., Oxford University 
Press, 1979, 256 pp., $25.00. 


The British Association for Psychopharmacology is a dis- 
tinguished group of investigators from basic science and 
. fram clinical practice. Each of the 13 chapters of this mono- 
graph is written by experts in a specific area, all of whom 
are well known to the international club of psychopharma- 
cologists. Naturally enough, the work takes a scholarly 
approach and includes extensive referencing. A good 


balance is struck between the scientific basis for use of drugs , 


in affective disorders and clinical applications. Those with an 
interest in the basic science of drugs used for affective dis- 
orders will find chapters concerned with the biochemistry of 
depression, behavioral models of depression in animals, 
pharmacodynamics and pharmacokinetics of drugs, and the 
possible mechanism of action of ECT. Clinically minded 
rezders will focus on chapters classifying and describing 
mania and depression and on the clinical use of tricyclic anti- 
depressants, monoamine oxidase inhibitors, and lithium. 
More general clinical topics include the management of 
acute depression as well as the long-term management of pa- 
tients with affective disorders. For those with an investiga- 
tive bent, chapters deal with the design of clinical trials and 
approaches to predicting clinical response to drugs. 

Coverage of the topics listed is neatly balanced; none of 
the chapters is exhausting even though they are all fairly ex- 
haustive in covering the important elements of the topic at 
hand. Those who wish access to reviews of the literature of 
these topics would certainly have a good source here. Few of 
the references are as late as 1977; most are before 1975. This 
delay seems to be an inevitable affliction of any book, espe- 
cially those which involve many different authors. 

Books and other publications on depression proliferate at 
a staggering rate these days. Many other volumes may be 
mcre clinically oriented than this one, but few can speak 
with its authority. This book should be in the library of all 
wbo profess a serious interest in psychopharmacology. It 
would also be useful to those practitioners who treat many 
patients with affective disorders. It is a first-class effort by a 
first-class crew. 


LEO E. HOLLISTER, M.D. 
Palo Alto, Calif. 


Psychoanalytic Understanding of the Dream, by Paul Sloane, 
M.D. New York, N.Y., Jason Aronson, 1979, 269 pp., 
$17.50. 


This volume is more than a textbook on the technique of 
dream analysis. It is a psychoanalytic synthesis of clinical 
data and clinical theory that uses dream interpretation as a 
central tool. Paul Sloane shows convincingly the special 
place of the dream in his psychoanalyses. 

This excellent book is based on the author's experience 
teaching a course on the technique of dream interpretation 
for psychoanalytic candidates. It is remarkable for its didac- 
tic clarity and germane clinical illustrations. Dr. Sloane 
teaches an approach to the study of the manifest dream, pay- 
ing attention to its ‘‘sense’’ and its inherent logic as well as 
to the affects, inconsistencies, and symbols betraying uncon- 


Am J Psychiatry 137:6, June 1980 


scious material. He shows how the manifest dream, when so 
studied and when related to the day residue, to the current 
clinical and treatment situation, and to the history, may yield 
generalizations about the patient's neurosis, even when as- 
sociations are sparse. He discusses the analyst's thinking 
about the type of clinical interpretation to be made in each 
instance and the means for assessing the effects of inter- 
pretation. In this way he teaches the student, repeatedly, a 
method by which to organize theoretically and interpret clin- 
ically massive amounts of clinical data. . 

The clinical material is detailed and related well to the the- 
oretical formulations so that the cases do not fragment or 
confuse the text. On the whole, I found a happy blend of 
didactic teaching and case examples, with varied types'of 
interpretations and styles of interpreting. Sloane gives ample 
clinical background, integrated with psychoanalytic prin- 
ciples of treatment and the author's thought processes, to 
enable the reader to share in his method of arriving at theo- 
retical and clinical formulations. There is even sufficient ma- 
terial to enable the reader to disagree with Dr. Sloane's for- 
mulations and interpretations on occasion. His book com- 
pares favorably in these respects with the standard work of 
this kind, Altman's The Dream in Psychoanalysis (1). 

Following the introduction, in which Dr. Sloane stresses 
his use of clinical theory rather than metapsychology, he be- 
gins with a chapter on general principles of dream inter- 
pretation. Here he discusses the role of the analyst, types of 
analytic thinking ranging from free association and empathy 
to conceptualization and objectivity, the patient's free asso- 
ciations, and preparation of the patient and analyst for inter- 
pretation of dreams. Subsequent chapters deal with the man- 
ifest dream, demonstration of a supervisory session, the 
dream wish, early dreams and premature interpretation, 
transference dreams, resistance in dreams, dreams with un- 
pleasurable affects, validation of interpretation, and terminal 
dreams. Each chapter focuses on a type of dream inter- 
pretation required by a particular clinical situation. 

My favorite chapter is ''Validation of Interpretations," in 
which Sloane discusses the analyst's mental processes and 
the criteria of validation, providing several case examples. 
He reconsiders a dream used earlier in the book to illustrate 
the analysis of character dreams. Beginning with his exami- 
nation of a repetition in the manifest dream, he shows how 
the analyst, by empathy and free association, may arrive at a 
tentative reconstruction of a childhood relationship as the 
model for the patient's tendency to defend himself against 
sexual guilt by identification with the aggressor. Dr. Sloane 
discusses the style in which reconstructions may be in- 
troduced to the patient. Even more interesting, he discusses 
the combination of empathy, strict logical scrutiny, and cog- 
nitive detachment required of the analyst to turn an intuitive 
hunch into a reconstruction. In a simple way he shows the 
dangers of the therapist’s making moral judgments of the pa- 
tient and how impersonal detachment as well as empathic 
free association may correct a misjudgment. Dr. Sloane's 
ability to teach the complexities and multiple meanings in 
analytic material is particularly impressive in this chapter. 

Dr. Sloane's intellectual heritage is reflected in his bibliog- 
raphy, where, in addition to Freud, he cites second-genera- 
tion and third-generation Freudian analysts, preeminently 
Herman Nunberg, but also Anna Freud, Fenichel, Ferenczl, 
Greenson, Isakower, Loewenstein, Lewin, Mahler, and 
Waelder. His bibliography also reflects the time and place of 
his analytic training as well as his interest in clinical matters 


a“. 
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rather than metapsychology. Although Otto Kernberg’s 
work is referred to, Heinz Kohut’s is not. Since this book is 
not intended to be an encyclopedia of dreams, it is not sur- 
prising that many special references, for example to night- 
mares or to dream physiology, are not included. The absence 
of ‘‘The Manifest Content of the Dream’’ by Bernstein and 
Fine (2) from the bibliography, in view of the author’s inter- 
est in the manifest dream, is a rare and unexpected over- 
sight. There is no excuse for the index, however, which 
omits significant textual references such as traumatic 
dreams. 


What is not in this book? Those interested in the historical 


development of psychoanalytic understanding of dreams— 
the changing emphasis on the unconscious dream wish or the 
problem-solving nature of traumatic dreams or the change in 
what Freud included in the dream work—would do better 
with Nagera’s little volume (3). Nor is Dr. Sloane interested 
in discussing controversy about dreams. He sticks to teach- 
ing his clinical view with primarily neurotic patients, synthe- 
sizing theory and data. This book will not satisfy those con- 
cerned with parameters or psychoanalysis or with the psy- 
choanelytic treatment of the marginally analyzable patient. 

In summary, I can highly recommend Psychoanalytic Un- 
derstanding of the Dream to students and practitioners inter- 
ested in sharpening their psychotherapeutic interpretive 
skills. 
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Jung in Context: Modernity and the Making of a Psychology, 
oy Peter Homans, Chicago, lli., University of Chicago 
Press, 1979, 219 pp., $15.00. 


This book is a carefully developed study of Jung’s psy- 
chology by a literate and dispassionate man, an Associate 
Professor of Religion and Psychiatry in the Divinity School 
of the University of Chicago. Homans believes that the de- 
velopment of Jungian theory has not been adequately stud- 
ied in the light of the context in which it arose. Two areas 
especially have not been sufficiently developed. First is the 
sociological field, a study of the society and related theory in 
which Jung developed his unique ideas. Second is the rela- 
tion of personal experience in the formation of psychological 
ideas, in this case specifically Jung’s personal experience of 
religion and his relationship with Freud. : 

Modern man has to a large extent lost his organic con- 
nection with traditional society and organized religion. Thus 
he has to arrive at a meaning for his life through personal 
experience, without regard for the traditional social order 
and its institutions. Psychology, then, tends to become a 
substitute, *'the invisible religion,” and as such is highly per- 
sonal. The author cites Tom Wolfe's phrase ''the me genera- 
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tion" to characterize this period with =s intense pre- 
occupation with one's own experience. 

A valuable chapter is titled '*How to Read Jung.” Homans 
has read and retained both the primary and secondary litera- 
ture with a critical, clear, and original eve. This is especially 
useful because, as he says, the primary material is often 
“vague, obscure, and even self-contradictor." The second- 
ary literature is often highly colored emotic-ally and put to 
the use that best suits the need of the author presenting his or 
her theories. This chapter will give aid and zomfort to many 
would-be students of Jung who have been daunted bz the 
difficulty of the primary sources. 

To place Jung's development in the psychological sphere 
the author reviews the work of Ellenberger on *'the creative 
illness” and Erikson on the problems of idemity, but he par- 
ticularly stresses Kohut's psychology of narcissism. Ia this 
theory he finds the most meaningful material for underszand- 
ing the stimulus, origin, and development of Jung's ideas. 
Homans sees Jung's development as having been ceter- 
mined by his narcissistic deprivat.on as a child. His need for 
*'idealization and merger” have their roots in his well-docu- 
mented inadequate parenting. His identificztion with Freud 
represents his search for a father. and his zcceptance of his 
own role as ''crown prince” confirms this. his relatioaship 
solved the need for merger and idealizatiom for a time and 
explains why the breaking up of this vital re.ationship caused 
tremendous narcissistic pain, resulting in subsequent years 
(1913-1918) of illness (‘‘the creat ve illness"), during which 
Jung worked out his major theories. The ceatral problem he 
experienced then was to heal the narcissis::c wound left by 
his rupture with Freud. During this turmoil be developed his 
theoretical schema, the ‘‘core process" (individuation), and 
consolidated his theories about arzhetypes and the collective 
unconscious, leading to the development o- the goal o2 psy- 
chotherapy, the self. Homans says, "The entire individ- 
uation process can be understocd . . . as a ztruggle with nar- 
cissism. The link between Jung's personal c-isis and th2 cre- 
ative thought is the psychology cf narcissi zn." 

No student of Jung's would question tha- his personal ex- 
perience of religion was of the utmost impcriance in the for- 
mation of his thought. His autobiography vividly describes 
religious experiences, dreams, and fantasEs. The iso.ation 
and loneliness of his childhood were interse stimuli $o the 
development of narcissistic problems. Hormzns cites Marthe 
Robert's description of “the vague father,” who represents 
a dying tradition and therefore does not try to impose it on 
his son because both father and son know x is dying, but he 
has nothing else to offer. This leaves the na-issistic nezd for 
merger and idealization unmet. Jang's father is said ta have 
urged his son not to study theology and, firther, not zo be- 
lieve in anything. Jungian students cannot question that the 
psychological problems created by this vag.:e father left the 
way open for Jung's finding another father. not at all /ague 
this time, in Freud. 

The '*psychological man'' is the man wh- has lost contact 
with tradition and is forced to develop. new sources of mean- 
ing. This occurs in the setting cf the decine of orgenized 
religion. When the Protestant psychologic -oses its organiz- 
ing power, the result is the eme-gence of narcissism, or in 
Jung’s own words, *'the need to go it alone." Homans says, 


The shift of the locus of meaning and crder from the 
social to the personal psychclogic sphere is the central 
leitmotiv. . . . It is both its strength and its weakness. 


«^ 
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By creating his unique system of ideas Jung has given 
many people a means of conceptualizing, ordering, and 
reflecting meaningfully on their own inner struggles. 


This book is not easy reading. The author reviews much 
literature, some not particularly relevant. However, it is a 
valuable and original boox in that it places Jung's thought in 
the context of current academic thinking in a way that is not 
influenced by the emotionality of much of the secondary lit- 
erature. Professor Homans presents a learned thesis, a spe- 
cific point of view with its emphasis on Kohutian theory that 
I think might be characterized as the University of Chicago 
position. 


MARGARET C.-L. GILDEA, M.D. 
Woeds Hole, Mass. 


Sudden Death and Psychiatric Illness, by Martin H. Wendkos, 
M.D. New York, N.Y., SP Medical & Scientific Books 
(Spectrum Publications), 1979, 342 pp., $20.00. 


The recent upsurge of iaterest in the role of psychological 
factors in the genesis of sudden death makes this excellent 
monograph a timely contribution. Drawing on his extensive 
clinical experience as a consultant cardiologist and on a com- 
preaensive review of more than 1,000 references, the author 
deszribes 10 sudden death syndromes as they are seen 
among the psychiatric population. These include sudden 
death relating to heart disease, alcohol and narcotics abuse, 
obstructive asphyxia, hyperpyrexia, and seizure disorders. 
He provides a didactic framework for the understanding of 
the pathophysiology of these syndromes and includes sepa- 
rate sections on the ECG, the inherited susceptibility to sud- 
den death, and psychotropic agents. In the appendix he also 
discusses the management of tricyclic antidepressant poi- 
soning, cardiac arrest, and alimentary strangulation. Thus, 
in addition to fulfilling its specific purpose as a survey of sud- 
den death among psychiatric patients, the book serves as a 
general introduction to sudden death as a medical problem. 

Early in the book the author states that psychiatric pa- 
tients, defined as people who require short- or long-term psy- 
chiatric care, have no special susceptibility or immunity to 
sudden death. He finds no relationships between particular 
mental disorders and specific forms of sudden death. In- 
stead, cardiac sudden death, the most common sudden death 
syndrome in the general population, is also the most likely 
explanation when sudden death occurs in a psychiatric pa- 
tient regardless of the circumstances or concomitant mental 
illness. He deplores the tendency to attribute sudden death 
in psychiatric patients to some aspect of their mental state or 
to the action of psychotropic drugs. From the material he 
presents, it seems as though many of the sudden deaths pre- 
viously attributed to psychiatric symptoms or psychotropic 
drugs are instances of sudden cardiac death from ventricular 
fibrillation, presumably with coronary artery disease as the 
underlying problem. 

The shortcomings of tke book reflect weaknesses in the 
literature rather than in the author's analysis and presenta- 
tion. Definition of the po»ulation of psychiatric patients is 
vague. Many of the studies cited failed to include the diag- 
nostic criteria used to define mental disorders, and few of the 
stucies described the mental states of the patients at the time 
of death. Sudden cardiac ceath is often the result of transient 
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physiological disturbances rather than fixed end-stage organ- 
ic heart disease. Acute psychological disturbances may func- 
tion to destabilize the susceptible heart, a hypothesis con- 
sistent with the long-standing popular belief that intense emo- 
tional experiences can precipitate sudden death. Only in a 
few situations does the book shed light on this aspect of the 
pathogenesis of the sudden death syndrome described. It 
would be interesting to know whether certain mental dis- 
orders increase the susceptibility to cardiac sudden death 
during emotional turmoil. In commenting on the adverse ef- 
fects of restraint stress, the author cites evidence that mal- 
adaptive autonomic responses may be provoked by re- 
straint, which, in turn, may lead to cardiac arrest. This sec- 
tion also speculates on the mechanisms underlying suddén 
death during acute turmoil. 

In spite of the shortcomings of data available in the litera- 
ture, the author provides valuable insight into mechanisms 
of pathogenesis. In doing so, he reevaluates such traditional + 
psychiatric syndromes as fatal megacolon of the insane and 
acute exhaustive mania or Bell's mania and puts these syn- 
dromes into the context of modern concepts of pathogenesis. 

In general, the book is intellectually stimulating and has an 
interesting, well-integrated style. The information presented 
provides a source of basic material for further clinical re- 
search on the relationship between mental disorders and 
sudden death. 


PETER REICH, M.D. 
Boston, Mass. 


Freud, Biologist of the Mind: Beyond the Psychoanalytic Leg- 
end, by Frank J. Sulloway. New York, N.Y., Basic Books, 
1979, 575 pp., $20.00. 


This book contains a remarkable compilation of historical 
fact but, regrettably, lacks the requisite psychological under- 
standing for the large project undertaken. The author uses 
his considerable skills as a historian to trace the science of 
Freud's time and to integrate it into Freud's thinking. He 
explores how Freud's background and training in neurophys- 
iology influenced his early attempts to find an underlying 
biological explanation for psychological events and how he 
later turned to the evolutionary biology of both Lamarck and 
Darwin to seek out fundamental explanations for human be- 
havior. Sulloway then devotes a considerable portion of the 
book to a vain attempt to demonstrate that Freud was a 
"crypto-biologist" and that all psychoanalytic theory is 
based a priori on the outmoded science of his time. Sulloway 
postulates that it was politically expedient for the psycho- 
analytic movement to hoodwink the public by pretending 
that psychoanalysis was an independent and empirical sci- 
ence of the mind. He believes that Freud's followers have 
distorted Freud's intent by separating psychoanalysis from 
evolutionary biology. 

Sulloway is mistaken about both Freud and contemporary 
psychoanalysis in the following areas: 

1. The author does not comprehend the simple distinction 
between Freud's attempts through evolutionary biology to 
postulate how homo sapiens as a species might have become 
subject to psychoneuroses and Freud's attempts to under 
stand and treat neurosis in an individual through the psycho- 
analytic method. 

2. The author does not seem to know that ontogenetic bi- 
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ology is constantly used in psychoanalytic thought: in- 
stinctual drive development, autonomous ego functions, 
phases of object relations, and so on. 

3. The author proclaims that in Studies on Hysteria (1) 
Breuer, who wrote of hypnoid states, was the true psycholo- 
gist and Freud was a crypto-biologist who made reference to 
underlying neurophysiology. He ignores that this work rep- 
resents the birth of Freud’s psychology of the ego, repres- 
sion, defense, intrapsychic conflict, and transference. 

4* To demonstrate that Freud’s concept of infantile sex- 
uality and erogenous zones derived from Wilhelm Fliess, the 
author strains considerably to prove that Fliess’s bizarre nu- 
merological periodicity theories were in the tradition of evo- 
lutionary biology of the time. He fails to see the distinction 
between Fliess’s erogenous zones and Freud’s interpretation 
of the these zones as a source of psychological phenomena, 
wishes, fantasies, and conflict. 

5. The author stresses that primal repression is concep- 
tualized as organic to show the true biological nature of psy- 
choanalysis, but he does not seem to be aware that the data 
for psychoanalysis are the psychological derivatives of the 
repressed content. 

6. Inacogent argument Sulloway shows how Freud’s bio- 
logical concept of a death instinct followed logically from his 
previous theories, but he misses'the point that psycho- 
analysts have extracted that part of the theory —the aggres- 
sive instinct — which is pertinent to psychoanalysis as a clini- 
cal empirical science. 

Sulloway has discovered new and interesting facts of 
Freud's life that show him to have been less than heroic and 
only human. Those people who need to find flaws in Freud's 
personality to discredit his ideas will rejoice in this book; 
those who need to idealize Freud in order to endorse his psy- 
chology will find little comfort. It is unfortunate that this 
book, which could have been an important additional history 
of Freud's life, is so marred by an overambitious incursion 
into psvchoanalytic theory. 
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Family Therapy and Transactional Analysis, by James S. 
Horewitz, M.D. New York, N.Y., Jason Aronson, 1979, 293 
pp., $20.00. 


Psychotherapy is an art form, and the critics and evalua- 
tors who have made attempts to assess its efficacy as a treat- 
ment of sickness or problems of living have concluded that 
the school to which a psychotherapist belongs makes little 
difference to the outcome for the patient. The critical factor 
is the skill of the artist, and the requisite talents are probably 
a blend of nature and nurture; the school may add a few tech- 
niques, some polish, and a focus to make them more useful. 

Transactional analysis is an exciting and popular form of 
modern psychotherapeutic art, and the family is the canvas 
of the moment. Thus, Family Therapy and Transactional 
Analysis is a timely addition to the literature. The basic ten- 
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ets of the method are well described, and tk2 simplicity of 
the system is refreshingly stimulating and free of the pon- 
derous jargon and obfuscation of the classizal schools of 
thought, although it has its own brash, cute, and sometimes 
dissonant language. Dr. Horewitz received psychoanalytic 
training; he advocates the transactional anelvsis model be- 
cause it is so easy to talk about, has a simple vocabulary, and 
the interactions between people can be diag-zmed, which is 
important in helping people “‘see’’ what is heppening. 

The introductory chapter, which relates to basic concepts 
of transactional analysis, is followed by a usefal one in which 
the author discusses how these concepts caa be used to en- 
hance other methods of therapy, particularly psychoanalysis 
and the methods popularized by both Minuzhin and Satir. 
The third chapter is brief and gives som? arguments for those 
who need to be convinced about the value o? working with 
families. Chapter 4 offers practical guidelines -o the therapist 
who is starting to work with a new family. One of the au- 
thor's suggestions is that the family be given a brief lecture 
on transactional analysis. This is a useftl idea, but the 
sample introductory lecture, which is a transcript of an ac- 
tual session, reads badly. It was probably o: more valve to 
the live participants for whom it was designed than it is to a 
general readership. Not only could this samp e introductory 
lecture have profited by some editing, it it alzo contains one 
of the many typographical errors, big and small, that appear 
throughout the text. 

In chapter 5, entitled ‘‘Rackets and Families," most of the 
case examples make good reading and provide interesting 
examples of the author's use of the diagramatic presentation 
of the interactions between family members. If DSM ever 
comes to consider family diagnoses, it is Lard to conceive 
that troubled families would be classified by the kind of 
"racket" in which they primarily engage. In the chapter ti- 
tled "Working with Couples in Therapy” it would have »een 
interesting if the author had described how ae handled the 
"embarrassingly apparent" needs of a patient to bring him 
gifts, and why he thought another patient '*mever listened" 
and ''was always sure.” l 

Chapter 7, titled ‘‘A Time to Play,” is a short but impor- 
tant review of the difficulty family members have in devel- 
oping more intimate relationships and in having fun with 
each other. Incidently, the author mention: several times 
throughout the book that humor can be a most useful thera- 
peutic tool, and most psychotherapists wor d agree. How- 
ever, a couple of the examples seem to be in poor taste and 
more cutting than healing. 

Chapter 8 names a few institutes where training for femily 
therapists is available, but this list more appropriately be- 
longs in an appendix to the book. The final chapter, titled 
‘Training Troubles,” is the transcript of a taped session of a 
study group with two psychiatric social workers and the au- 
thor. This is an important subject, but the treatment suffers 
from malaise; there is little of value in this chapter. 

In summary, transactional analysis is a most lively and 
healing modern art form for family therapists. Although this 
book is not very scholarly, does not have a good literary 
style, and suffers from poor editing, never-Feless it gives a 
broad and colorful outline of the subject and is useful to 
those family therapists who are open to inccrporating ideas 
from transactional analysis into their therapy. 


N. MicHAEL M 2gPHY, M.D. 
Albany, N.Y. 


«t 


* 


760 ^ BOOK REVIEWS 


So Far Disordered in Mind: Insanity in California, 1870—1930, 
by Richard W. Fox. Berceley, Calif., University of Califor- 
"nia Press, 1978, 194 pp., $10.00. 


This book is composed of 12 tables, a preface, and 7 chap- 
ters: "Introduction: The Social History of Insanity," ''In- 
sanity in the Promised State: Ideologies and Institutions, 
1870-1930,” ‘‘From ‘Railroading’ to ‘Therapy’: The Growth 
of Medical Control Over Commitment in California, 1870- 
1930," “Routes to the Asylum: Commitments in San Fran- 
cisco, 1900-1930,” “The San Francisco Insane, 1906-1929: 
A Social Portrait," ‘‘ ‘So Far Disordered in Mind’: The In- 
tolerable Deviance of the Insane," and '* ‘Normal’ Mental 
Illness and the ‘Defective’ Insane.’ There are also an appen- 
dix showing the certificate of medical examiners of San 
Francisco Superior Cour:, 1906-1929, a note on sources, and 
a careful index. 

This book is a reworked doctoral thesis titled ''Madness in 
Urban America: A Social and Cultural Study of Com- 
mitments for Insanity in San Francisco, 1906-1929," written 
at Stanford in 1975. According to the dust jacket, 


This is the first historical study of insanity to analyze 
thousands of court commitment records . . . provides 
an original look at the social, institutional, and profes- 
sional web in which deviant individuals were officially 
judged 'so far disordered in mind' that they were 
‘dangerous to be at large.’ 


In the preface Mr. Fox states, ''The mental health profes- 
sions, it would seem, arz becoming the structurally diffuse 
but nonetheless established ‘church’ of the twentieth cen- 
tury society, whose priests, as in some religions of old, com- 
mand a sizable material reward." We are further informed 
that ‘‘the provision of care for disturbed persons has become 
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a major industry, one that like all industries naturally seeks 
to extend the market and stimulate the demand for its prod- 
uct.” 

It is this theme which Fox reviews historically. He ac- 
knowledges the influence of gifted social historians who are 
interested in psychiatry—Gerald C. Grob, Nathan G. Hale, 
Christopher Lasch, and John C. Burnham. He does not men- 
tion the name of a ‘‘senior colleague who warned me quite 
seriously that I would be crazy to undertake the study of 
insanity since I had no credentials as a therapist; hiseun- 
heeded advice alerted me to the pitfalls that await the tin- 
wary, non-professional student of medical matters." 

It is too bad Mr. Fox did not take this advice more serious- 
ly. One feels this a marred, immature history that works foo 
hard at ‘‘social history" and has antimedical bias. We all 
know that each culture and time defines its own concept of 
‘‘normal’’ and ‘‘abnormal,’’ but the special reasons for these 
definitions in California from 1870 to 1930 remain ill-defined. 

If one turns to the table on page 141 titled ‘‘Most Com- 
monly Reported Behavior ‘Indicating Insanity,’ 1906-1929,” 
the symptoms sound as valid as the behavior indicating psy- 
chotic processes today. Mr. Fox’s insensitivity to the ‘‘med- 
ical model’’ of mental illness is obvious. 

This book falls into the problem area of some modern 
medical history writing. Social historians without a deep 
knowledge of the medical area write with a peculiarly ob- 
tuse, circuitous style that is based on an inability to properly 
understand clinical psychiatric material. 

This is a provocative work, but I question some of Mr. 
Fox’s assumptions and conclusions. It is, however, for all its 
deficiencies, an important contribution to the sparse litera- 
ture on the history of American psychiatry. 


GEORGE E. GIFFORD, JR., M.D. 
Boston, Mass. 
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pp., no price listed, 
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ences Press, 1979, 332 pv., $29.95. 


Pain: The Essence of a Mental Illness, by Anna Eisenhart An- 
derson. Hicksville, N.Y , Exposition Press, 1980, 61 pp., 
$5.00. 


Psychophysiology: Human Behavior and Physiological Re- 
sponse, by John L. Andreassi. New York, N.Y., Oxford Uni- 
versity Press, 1980, 461 pp., $14.00; $7.00 (paper). 


Basic Child Psychiatry, 3rd ed., by Philip Barker, M.B., B.S. 
Baltimore, Md., University Park Press, 1979, 266 pp., $8.95. 


A Bibliography in Dynamic, Familial and Social Psychiatry, 
by John Birtchnell and Sheila Hafter Gray. Colchester, Es- 
sex, England, Society cf Clinical Psychiatrists, 1980, 135 
pp., $7.50 (paper). 


Conversations with Jean Piaget, by Jean-Claude Bringuier; 
translated by Basia Miller Gulati. Chicago, Ill., University 
of Chicago Press, 1980, 143 pp., $12.95. 
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New York, N.Y., Harper & Row, 1980, 279 pp., $11.95. 


Handbook of Geriatric Psychiatry, edited by Ewald W. 
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Whoever Said Life Is Fair? by Sara Kay Cohen. New York, 
N.Y., Charles Scribner's Sons, 1980, 117 pp., $7.95. 


Alcoholic Women in Treatment, by Eileen M. Corrigan. New 
York, N.Y., Oxford University Press, 1980, 186 pp., $14.92. 


Modern Legal Medicine, Psychiatry, and Forensic Science, by 
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$17.95; $7.95 (paper). 
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New York, N.Y., W.W. Norton & Co., 1980, 191 pp., $12.25; 
$4.95 (paper). 


Lesbians, Women and Society, by E.M. Ettorre. Boston, 
Mass., Routledge & Kegan Paul, 1980, 206 pp., $18.95; 
$7.95 (paper). 


The Pursuit of Meaning: Viktor Frankl, Logotherapy, and 
Life, revised ed., by Joseph B. Fabry. San Francisco, Calif., 
Harper & Row, 1980, 180 pp., $4.95 (paper). 


The Many Faces of Suicide: Indirect Self-Destructive Behav- 
ior, edited by Norman L. Farberow, Ph.D. New York, N.Y., 
McGraw-Hill Book Co., 1980, 427 pp., $18.95. 


Beyond the Hot Seat: Gestalt Approaches to Group, edited by 
Bud Feder and Ruth Ronall. New York, N.Y., Brunner/Ma- 
zel, 1980, 249 pp., $15.00. 


The Aquarian Conspiracy: Personal and Social Transforma- 
tion in the 1980s, by Marilyn Ferguson. Los Angeles, Caiif., 
J.P. Tarcher (New York, N.Y., St. Martin's Press, distrib- 
utor), 1980, 437 pp., $15.00. 

Das Gedachtnis: Ein Neues Psychophysisches Konzept, by Dr. 
H.C. Hans-Joachim  Flechtner. Stuttgart, Germany, S. 
Hirzel Verlag, 1979, 466 pp., 25 deutsche marks. 
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Interpreting Psychological Test Data, Vol. II: Behavioral At- 
tribute Antecedent, by Joseph Gilbert, Ph.D. New York, 
N.Y., Van Nostrand Reinhold Co., 1980, 193 pp., $16.95. 


The Unexpected Minority: Handicapped Children in America, 


by John Gliedman and William Roth for the Carnegie Coun-. 


cil on Children. New York, N.Y., Harcourt Brace Jovano- 
vich, 1980, 517 pp., $17.95. 


Ledving Home: The Therapy of Disturbed Young People, by 
Jay Haley. New York, N.Y., McGraw-Hill Book Co., 1980, 


274 pp., $16.95. 


* 
The Evolving Female: Women in Psychosocial Context, by 
Carol Landau Heckerman, Ph.D. New York, N.Y., Human 
Sciences Press, 1980, 350 pp., $22.95; $9.95 (paper). 


The Neurobiology of Dopamine, edited by A.S. Horn, J. Korf, 
and B.H.C. Westerink. London, England, Academic Press, 
1979, 677 pp., $83.00. 


Modern Perspectives in the Psychiatry of Infancy, edited by 
John G. Howells, M.D., D.P.M. New York, N.Y., Brunner/ 
Mazel, 1979, 616 pp., $32.50. 


The Psychoanalytic Dialogue, by Stanley A. Leavy. New 
Haven, Conn., Yale University Press, 1980, 121 pp., $12.00. 


Piagetian Theory and Its Implications for the Helping Profes- 
sions. Emphasis: The Handicapped Child. Proceedings of the 
Sixth Interdisciplinary Conference Cosponsored by the Uni- 
versity Affiliated Program, Children’s Hospital of Los Ange- 
les, and the University of Southern California School of Edu- 
cation, edited by James F. Magary, Marie K. Poulsen, Philip 
J. Levinson, and Priscilla A. Taylor. Los Angeles, Calif., 
USC Bockstore, 1977, 461 pp., $10.00 (paper). 


The Interface Between the Psychodynamic and Behavioral 
Therapies, edited by Judd Marmor, M.D., and Sherwyn M. 
Woods. M.D., Ph.D. New York, N.Y., Plenum Medical 
Book Co., 1980, 377 pp., $22.50. 


Learning to Change: A Self-Management Approach to Adjust- 
ment, by Robert A. Martin and Elizabeth Y. Poland. New 
York, N.Y., McGraw-Hill Book Co., 1980, 259 pp., $8.95 (in- 
cludes instructor's manual). 


Sex and Fantasy: Patterns of Male and Female Development, 
by Robert May. New York, N.Y., W.W. Norton & Co., 1980, 
218 pp., $12.95. 


Adolescence and Alcohol, by John E. Mayer and William J. 
Filstead. Cambridge, Mass., Ballinger Publishing Co. (Har- 
per & Row), 1980, 278 pp., $19.50. 


Brain and History: The Relationship Between Neurophysiol- 
ogy and Psychology in Soviet Research, by Luciano Mecacci. 
New York, N.Y., Brunner[Mazel, 1980, 192 pp., $17.50. 

The Diagnosis and Treatment of Alcoholism, edited by Jack 
H. Menadelson, M.D., and Nancy K. Mello, Ph.D. New 
York, N.Y., McGraw-Hill Book Co., 1979, 385 pp., $17.50. 


The Die Song: A Journey Into the Mind of a Mass Murderer, 


` by Donald T. Lunde and Jefferson Morgan. New York, | 


N.Y., W.W. Norton & Co., 1980, 315 pp., 311.95. d 


Social Dimension of Family Treatment, oy L'aunta Mosiwin, 
D.S.W. Washington, D.C., National Association of Social 
Workers, 1980, 245 pp., $12.50 (paper). 


Memories of the Past Since Snooksie Died, by Edwin Mum- 
ford. Hicksville, N.Y., Exposition Press, 1950, 28 pp., 76.50 
(paper). 


What's the Funny Ward? or My Last Ten Years with Snodksie 
the Guinea Pig, by Edwin Mumford. Hicksviile, N.Y., Expo- 
sition Press, 1980, 80 pp., $4.00 (paper). 


Addicted Women: Family Dynamics, Self Perceptions, and 
Support Systems. Rockville, Md., National Institute on Drug 
Abuse, Division of Resource Developmert, Services Re- 
search Branch, 1979, 130 pp., no price listed (paper). 


The Psychobiology of Sex Differences and Sex Roles, edited by 
Jacquelynne E. Parsons. Washington, D.C., Hemisphere 
Publishing Corp. (New York, N.Y., McGraw-Hill Book Co., 
distributor), 1980, 304 pp., 518.95. 


Medicine and Literature, edited by Enid Rhodes Peszhel. 


. New York, N.Y., Neale Watson Academic Publicat ons, 


1980, 204 pp. $15.00. 


The Mind of Watergate: An Exploration of the Compromise of 
Integrity, by Leo Rangell, M.D. New York, N.Y.. W.W. 
Norton & Co., 1980, 308 pp., $12.95. 


Basic Intensive Psychotherapy, by William H. Reid, i4.D. 
New York, N.Y., Brunner/Mazel, 1980, 126 bp., $12.0C. 


The Powers of Psychiatry, by Jonas Rooitscner, J.D., :4.D. 
Boston, Mass., Houghton Mifflin Co., 1980, 538 pp., $17.95. 


Migraine: The Facts, by F. Clifford Rose ana M. Gawel. New - 


York, N.Y., Oxford University Press, 1979, i04 pp., $10.95. 


Drug Use: Criminal, Sick or Cultural? by K. Paul Satinder, 
Ph.D. Roslyn Heights, N.Y., Libra Publisaers, Inc., .980, 
201 pp., $6.95. 


Technology in Mental Health Care Delivery Systems, edited 
by Joseph B. Sidowski, James H. Johnson, and Thomas A. 
Williams. Norwood, N.J., Ablex Fublishing Corp., 1986, 325 
pp., $24.95. 


Evaluating Alcohol and Drug Abuse Treatment Effectiveness: 
Recent Advances, edited by Linda Carter Sobell, Maik B. 
Sobell, and Elliot Ward. Elmsford, N.Y., Pergamon Press, 
1980, 183 pp., $20.00. 


How to Organize the Neighborhood for Delinquency Pre- 
vention, by Anthony Sorrentino. New York. N.Y., Human 
Sciences Press, 1979, 211 pp., no price listed. 


Mind and Cancer Prognosis, edited by Basil A. Stoll. New 
York, N.Y., John Wiley & Sons, 1979, 197 pp., no price list- 
"ed. 


The Borderline Syndrome: Constitution, Personality, and Ad- 
aptation, by Michael H. Stone, M.D. New York, N.Y., 
McGraw-Hill Book Co., 1980, 530 pp., $27.50. 


The Dynamics of Psychological Development, by Alexander 
Thomas, M.D., and Stella Chess, M.D. New York, N.Y., 
BrunneríMazel, 1980, 276 pp., $15.00. 


Sing A Rainbow: Musical Activities with Mentally Handi- 
capped Children, by David Ward. New York, N.Y., Oxford 
University Press, 1979, 60 pp., $8.95 (paper). 


The Nature of Woman: An Encyclopedia and Guide to the Lit- 
erature, by Mary Anne Warren. Inverness, Calif., Edge- 
press, 1980, 665 pp., $20.00. 
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Piagetian Theory and Its Implications for the Helping Profes- 
sions. Emphasis: Social Work and Psychological Services. Pro- 
ceedings of the Seventh Interdisciplinary Conference, Vol. 1.- 
Cosponsored by the University Affiliated Program, Children's 
Hospital of Los Angeles, and the University of Southern Cali- 


. fornia Schools of Social Work and Education, edited by Rama 


Weizman, Richard Brown, Philip J. Levenson, and Priscilla 
A. Taylor. Los Angeles, Calif., USC Bookstore, 1978, 432 
pp., $10.00 (paper). 


Adjustment: The Development and Organization of Human 
Behavior, by R. Douglas Whitman. New York, N.Y., Oxford 
University Press, 1980, 275 pp., $15.95. 

+ 
Changing Directions in the Treatment of Women: A Mental 
Health Bibliography, by Elyse Zukerman. Rockville, Md., 
National Institute of Mental Health, 1979, 479 PP no price 
listed (paper). 
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OFFICIAL ACTIONS 


The Council on Research and Development 


JOHN M. DAVIS, M.D., CHAIRPERSON 


e 

The Task Force on Nomenclature and Statistics, Robert 
L. Spitzer, M.D., chairperson, completed its work and 
drafted DSM-III. The Council discussed forming a task force 
on diagnostic issues. Because DSM-HI was controversial 
and a major departure from DSM-11, there may be a need to 
reevaluate DSM-III. Some diagnostic classifications may 
prove inapplicable in clinical practice, while others may 
create problems with third-party payment or forensic psychi- 
atry. A reevaluation of DSM-III could provide suggestions 
regarding the ICD classification. One role of the American 
Psychiatric Association is the formulation of a diagnostic no- 
menclature. The Council welcomes further consideration of 
many diagnostic issues and believes APA must take the nec- 
essary steps to ensure that a useful and scientifically valid 
diagnostic system, acceptable to its membership, is devel- 
oped. 

The Task Force on Biofeedback, Martin T. Orne, M.D., 
chairperson, has completed its review of research on the use 
of biofeedback. The report has been accepted and is ready 
for publication. 

The Task Force on Late Neurological Effects of Antipsy- 
chotic Drugs (Tardive Dyskinesia), Ross J. Baldessarini, 
M.D., chairperson, has submitted its report, which the 
Council and the Board of Trustees accepted and will soon 
publish. 

The Task Force for the Protection of Human Subjects in 
Psychiatric Research, Donald F. Klein, M.D., chairperson, 
has evolved into a separate committee, now chaired by Fred 
Goodwin, M.D., because of the need to monitor input into 
the regulations of the federal and state governments. 

The Task Force on Treatment of the Dying Patient, E. 
Mansell Pattison, M.D., chairperson, met during the fall 
committee meetings. It is making good progress toward the 
completion of its task of examining new approaches to the 
problems of dying patients and their families. 

The Task Force on Research on Aging, Carl Eisdorfer, 


This report was originally scheduled for inclusion with the reports 
of other Councils in the April issue of the Journal. The staff re- 
grets the delay in its appearance. 


Ph.D., M.D., and Lissy F. Jarvik, Ph.D., M.D., chairper- 
sons, has completed a preliminary dract of its report. 

The Task Force for the Development of a &afety and Per- 
formance Standard for Electroconvulsive Therapy Devices, 
Richard D. Weiner, M.D., Ph.D., chairpersoa, is concerned 
with the Food and Drug Adminis-ration's regulation of the 
apparatus for ECT administration. The task force is review- 
ing extensive research findings on appropriczte standards for 
manufacturing ECT apparatus. The FDA has taken the posi- 
tion that such information does not exist and has formulated 
regulations requiring the manufacturer to provide research 
information about ECT. However, such a view contradicts 
the opinions of researchers in this area who believe it would 
not be economical for commercial companies to spend mil- 
lions of dollars on information research since the market for 
ECT apparatus is limited. Such a ruling might cause ECT 
treatment apparatus to disappear from the market. Anti- 
quated machinery could not be repleced vith newer and 
safer models. This problem demands serious attention from 
APA and all concerned psychiatrists and medical personnel. 

A complex issue currently facing the field of psychiatry is 
the use of the laboratory. Aspects of this issue include the 
use of laboratory tests 1) in general medical screening, 2) to 
monitor side effects of psychotropic drugs, and 3) to help in 
the diagnosis of psychiatric illness. For exarz:ple, urinary 3- 
methoxy-4-hydroxyphenyl glycol (MHPG: or the dexa- 
methasone suppression test is used for diagncsis and plasma 
levels (lithium, tricyclic antidepressants) are -sed to monitor 
psychiatric drug dose. Other related quest:cns warrant in- 
creased consideration: What criteria must a zest fulfill to pro- 
ceed from the research level to actual practice? How do we 
decide if tests are cost effective? What is the present state of 
the art of psychiatric tests? What are the mz. practice impli- 
cations if a given test is not performed? The Council is now 
forming a Task Force on the Use of Laboratory Tests in Psy- 
chiatry to answer such questions. 
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The American Board of Psychiatry and Neurology 


The following successfully completed the Board examination given in San Francisco, CA, February 25-26, 1980. 


Angell, Richard H., M.D., Aurora, OR 
Ash, Peter, M.D., Ann Arbor, MI 
Austad, Carol C., M.D., Arn Arbor, MI 


Baker, Kristine Watia, M.D., Traverse City, MI 
Batiuchok, John R., M.D., Littleton, CO 
Battaile, Najiba A., M.D., Memphis, TN 
Begtrup, Robert Oscar, M.D., Wahiawa, HI 
Berland, David I., M.D., Topeka, KS 

Berlin, Richard Lawrence, M.D., Concord, MA 
Bernson, Lionel Alexander, M.D., Teaneck, NJ 
Booth, Martin Bernard, M.D., Washington, DC 
Bottone, Anthony Andrew, M.D., Olympia, WA 
Bremness, Andrew Bawden, M.D., Setauket, NY 
Bruns, Bryan Edward, M.D., Virginia Beach, VA 
Bryant, Etta Colish, M.D., San Mateo, CA 
Buccigross, Richard Leslie, M.D., La Jolla, CA 
Burnstein, Michael Harrison, M.D., Ann Arbor, MI 


Cook, Stephen C., M.D., Ann Arbor, MI 
Cowan, Richard B.T., M.D., Buffalo, NY 


Damptz, Robert E., M.D., Hinsdale, IL 

Davis, Howard W., M.D., Danville, IN 

Davis, William R., M.D., Encinitas, CA 

Deamer, Richard M., M.D., Ventura, CA 

Diamorid, Robert Paul, M.D., Los Angeles, CA 

Dillon, David Charles, M.D., Syosset, NY 

Dougias, Florence Maud, M.D., Palos Verdes Estates, CA 
Drake, Frank Rodney, M.D., Potomac, MD 

Dribinsky, Loren Rae, M.D., Newton Highlands, MA 


English, Thomas O., Jr., M.D., Stockton, CA 
Enzer, Charles Hart, M.D., Cincinnati, OH 
Epstein, Robert Alan, M.D., Berkeley, CA 
Estrada, Carlos R., M.D., Topeka, KS 


Faust, Marvin William, M.D., Grosse Pointe, MI 
Feibel, Ruth, M.D., Forest Hills, NY 

Freed, Marcia, M.D., Portland, OR 

Friend, Robert L., M.D., San Francisco, CA 


Garitano, William Warren, M.D., Chili, WI 
Gavan, David T., M.D., Waban, MA 

Gemelli, Ralph Joseph, M.D., Bethesda, MD 
Gilbert, Paul, Jr., M.D., San Francisco, CA 
Gillick, Marvin, M.D., Reseda, CA 

Glass, Ellen D., M.D., New York, NY 

Glenn, Theodore J., M.D., Cape Girardeau, MO 
Glicklich, Lucille, Barash, M.D., Milwaukee, WI 
Goshen, Charles Robert, M.D., Columbia, MD 
Green, Ben Ezra, M.D., Portland, OR 


Hadley, June L., M.D., Chicago, IL 

Haerian, Mohammad, M.D., Baltimore, MD 
Harrison, Alexandra Murray, M.D., Washington, DC 
Hunter, Rosemary Sundborg, M.D., Chapel Hill, NC 


Jackson, Linda Hall, M.D., Topeka, KS 


Kachoris, Paul John, M.D., Evanston, IL 
Kallus, Richard, M.D., Los Angeles, CA 


Kalm, Michael Alan, M.D., Salt Lake City, UT : 
Kashani, Javad Hassan-Nejad, M.D., Columbia, MO 

Klein, William J., M.D., Columbia, MD 

Koh, Celedonia V., M.D., New York, NY ° 
Kranzler, Harvey N., M.D., New York, NY 

Krell, Helen L., M.D., Sharon, VT 


Lahiri, Murali Nilakantan, M.D., Irvington, NY 
Leventhal, Bennett L., M.D., Norfolk, VA 
Levine, Allwyn J., M.D., Ridgewood, NJ 

Levy, Keith C., M.D., Waban, MA 

Levy, Ronald Melvyn, M.D., Williamsville, NY 
Lippman, Cathie-Ann, M.D., Beverly Hills, CA 
Lord, Guy, M.D., Madison, WI 

Luna-Caro, Roberto, M.D., Topeka, KS 


MacIntyre, James Campbell II, M.D., Delmar, NY 
Marcus, Michael William, M.D., Boston, MA 
Margolin, Norman Lionel, M.D., Los Angeles, CA 
Martin, Harvey C., M.D., Wichita Falls, TX 
Mathews, Marvin G., M.D., Wailuku, Maui, HI 
McKnight, James Moody, M.D., Napa, CA 
Medrano, Peter P., M.D., Farmington Hills, MI 
Miller, Barry Michael, M.D., La Jolla, CA 

Milner, Gilbert C., M.D., Gainesville, FL 

Miner, Richard Allen, M.D., Edina, MI 

Mrazek, David A., M.D., Denver, CO 

Mugnaini, Erna Haanaes, M.D., Storrs, CT 
Munson, Stephen W., M.D., Rochester, NY 


Oberfield, Richard A., M.D., New York, NY 


Patel, Munikumar H., M.D., Milwaukee, WI 
Patino, Edgar, M.D., Topeka, KS 

Patten, John Talbot, M.D., New York, NY 

Payne, Lillian Marlene, M.D., McLean, VA 

Perlo, Solomon, M.D., Tarzana, CA 

Pickering, Margaret Ruth, M.D., Albany, NY 
Putnam, Nicholas Herkimer, M.D., Olivenhain, CA 


Reid, David William, M.D., Topeka, KS 
Ringdahl, Irving C., M.D., Little Rock, AR 
Rubin, Richard L., M.D., Miami, FL 


Schmits, G. Michael, M.D., Signal Mountain, TN 
Scholten, Dirk John, M.D., Grand Rapids, MI 
Shaw, Kailie R., M.D., Tampa, FL 

Sherman, Miriam, M.D., Great Neck, NY 
Sholders, Joseph M., M.D., Napa, CA 

Siewers, Christiane M.F., M.D., Pittsburgh, PA 
Sikorski, John Benjamin, M.D., San Francisco, CA 
Steadman, Bevan Ellis, M.D., Jackson, MS 

Sultan, Sady, M.D., Great Neck, NY 


Tarnow, Jay D., M.D., Houston, TX 


vanderSchraaf, Anna H., M.D., Morristown, NJ 
Vela, Ricardo M., M.D., New York, NY 


Villar, Jorge A., M.D., Brooklyn, NY . 


Waller, David A., M.D., Brighton, MA 
Wuhl, Charles Michael, M.D., Glen Rock, NJ 
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y Red Cross CPRtrainingisgood — . 


for your business... 


Tàke it from Andy Machak, 
automotive electrical plant fore- 
man: “I’m alive today because a 
fellow employee was trained 


in CPR. 


“Cardiopulmonary resuscitation 
training was one valuable asset 
that day. I got caught in some 
heavy machinery at the plant and 
blacked out. 


“They told me later it took six 
guys to free me. I wasn’t breath- 
ing. My heart stopped. One of the 
guys, Don Guarino, said, ‘I gotta 
try anyway. 


“Thanks to his CPR training, he 


revived me — saved my life. 


"Since that happened I realize chat 


no employee is immune from heart 
attacks or accidents, and a few 
CPR-trained employees — maybe 
one for every 50 people— can make 
the difference between life and 
death.” 

Call your Red Cross Chapter and find 
out about CPR training for your plant 
or office. CPR training is a valuable 
asset for any business. 











A Public Service ef This Magazine Ad 
& The Advertising Council Cua 


It takes stead). trained heuds to perform CPR. 


American 
Red Cross 
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RHE ENERGY COUPLE 
ew! The New Sexuality 


By Douglas Q. Corey and Jeannette P. 
Maas, both of Savusavu, Frji. This book 
delineates a complete system of sexual 
practice based on consciousness-raising 
techniques that promote greater freedom 
of self-expression and increased levels of 
sexual energy. By applying the tech- 
niques presented, couples will enhance 
not only the physical dimension of their 
relationship but also the emotional di- 
mension. 


The text is comprised of nine chapters: 


e New Dimensions of Sexuality 

e Building the Dyadic Sexual Com- 
plex 

The Four Bodies 

Pitfalls and Abortions of Creativity 
Psychic Object Games 

The Mandala Orgasm 

Creating the Garden of Delights 
The Politics of Intercourse 

More Dyadic Activities 


In these chapters the authors discuss gen- 
eral principles and practical techniques 
for sexual energy arousal and release. 
They explain how to apply energy to the 
sexual experience and the implications of 
this practice for dyadic relationships. The 
problems of energy structuring and the 
sexual energy patterns of various types of 
relationships are detailed. Explicit direc- 
tives and specific activities that will help 
couples increase their love and pleasure 
are presented. 


The subtleties of this new sexuality and 
its connection to traditional sexual prac- 
tices receive thorough coverage. The 
energy involved in the communicative in- 
tercourse described is compared to that in 
conventional intercourse. A critique of 
Tantric Yoga sexual practice is also pre- 
sented, as are a discussion of the phe- 
nomenological bases of sexual pathology, 
descriptions of the varieties of orgasms, 
and explanations of the philosophical 
foundations of the sex role system. 
Simple drawings clarifying the concepts 
and activities presented are interspersed 
throughout the book. 


Those seeking a new and qualitatively 
different sexual experience. those con- 
cerned with all types of liberation, those 
committed to exploring new dimensions 
in relating, and those who treat sexual 
and relationship disorders will find this 
book’s unique approach to human sexu- 
ality and personal liberation to be invalu- 
able. '80, 160 pp., 42 il., $9.95 
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New! IMPROVING EFFECTIVENESS AND REDUCING COSTS IN 
MENTAL HEALTH by Brian T. Yates, American University, Washington, 
D. C. Foreword by Frederick L. Newman. Employing a synthesis of psycho- 
logical assessment methods and organizational management strategies, the 
author delineates procedures for assessing, analyzing, and enhancing effec- 
tiveness, while reducing costs, for a wide variety of mental health delivery 
systems. Numeric examples of linear programming, queuing, assignment, 
network, and probabilistic decision analysis show how cost-effectiveness 
analysis—which is much more than mere cost-effectiveness assessment—can 
solve many common problems in mental health service provision. Complex 
mathematical formulae are kept to a minimum in these operations research 
techniques. '80, 204 pp., 31 il., 42 tables, $19.75 > 
New! THE ROLE OF THE FORENSIC PSYCHOLOGIST edited by 
Gerald Cooke, Norristown State Hospital, Norristown, Pennsylvania. Fore- 
word by David L. Bazelon. (41 Contributors) Following a review of genera? 
issues in forensic psychology, chapters discuss the forensic psychologist’s role 
in the courtroom, in the evaluation and treatment of offenders, and in as- 
sisting police. Specific topics include training and certification of forensic 
psychologists, their legal status in the courtroom, privileged communication, 
malpractice in psychology, pitfalls and hazards in giving expert testimony, 
prediction of dangerous behavior, treatment in adult correctional settings, 
and training police officers in crisis intervention and related skills. '80, 432 
pp., 10 tables, $26.50 


New! A PRIMER IN FAMILY THERAPY by William M. Walsh, 
Northeastern Illinois Univ., Chicago. This review of different family therapy 
approaches includes data on the communication, structural, systems, and 
social learning models; psychoanalytic therapy; and the author's own integra- 
tive family therapy. Each is discussed with regard to major theorist(s), basic 
theory, and therapeutic process. '80, 160 pp., 8 il., $12.50 


EARLY RECOLLECTIONS: Their Use in Diagnosis and Psychotherapy 
compiled and edited by Harry A. Olson, Private Practice, Reisterstown, Mary- 
land. Foreword by Raymond J. Corsini. (34 Contributors) All facets of the 
subject are covered, including background information; the use of early recol- 
lections in testing, diagnosis, and therapy; interpretation techniques; and 
pertinent case material. Specific topics include Adler’s place in the psy- 
chology of memory, early recollections and college achievement, childhood 
recollections as aids in group psychotherapy, the hypnotic retrieval of early 
recollections, career counseling with early recollections, and the childhood 
recollections of male homosexuals and schizophrenic and depressed patients. 
The complete Manaster-Perryman scoring manual is included. '79, 416 pp., 4 
il., 10 tables, $27.50 


NEXUS PSYCHOTHERAPY: Between Humanism and Behaviorism by Ken- 
neth Urial Gutsch, Univ. of Southern Mississippi, Hattiesburg, and Jacob 
Virgil Ritenour II, Jackson, Michigan. Foreword by Howard S. Rosenblatt 
and Harold H. Dawley, Jr. The author delineates basic concepts and treat- 
ment techniques of his unique eclectic humanistic-behavioristic therapy ap- 
proach, nexus psychotherapy. In this therapy, humanistic psychotherapy is 
used to discover the maladaptive perceptions and coping strategies underlying 
a client’s dysfunction; strategies of behavior modification are used to correct 
the dysfunctional behavior generated by these faulty perceptions and coping 
strategies. Case studies are included. ’78, 196 pp., 15 il., 16 tables, $18.00 


PSYCHIATRIC DRUGS FOR THE NON-MEDICAL MENTAL HEALTH 
WORKER by William Goldsmith, Brentwood V A Hospital, Los Angeles. 
Basics of drug usage, including administration, metabolism, mechanisms of 
action, and possible side-effects of phenothiazines, antidepressants, lithium, 
minor tranquilizers, barbiturates, and stimulants are explored. The text is de- 
signed expressly for psychologists and related professionals who work with 
patients receiving psychotherapeutic drugs. '77, 188 pp., 27 il., 7 tables, $14.50 


REHABILITATION MEDICINE AND PSYCHIATRY edited by Jack 


Meislin, Albert Einstein College of Medicine, Bronx, New York. Foreword by” 


Walter E. Barton. (29 Contributors) '76, 564 pp., 1 il., 12 tables, $31.25 
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New! THE SEXUAL VICTIMOLOGY OF YOUTH edited by LeRoy 
G. Schultz, West Virginia Univ., Morgantown. (21 Contributors) The first 
section of this book considers the legal control of the sexual abuse of children. 
A short history of efforts in this field is presented along with discussions of 
the sexual victimization and molestation of children. Following sections 
cover medical and psychological diagnosis and treatment, incest, the victim 
and the justice system, the child sex industry, and sexual emancipation. The 
last of these constitutes a critical evaluation of age-of-consent and statutory 
rape laws. '80, 432 pp., 1 il., 6 tables, $19.75 


New! SENSORY INTEGRATION IN CHILDREN: Evoked Potentials 
aņd Intersensory Functions in Pediatrics and Psychology by Thorne Shipley, 
Univ. of Miami School of Medicine, Miami, Florida. Following a general 
introduction to evoked cortical potential theory, sections delineate the use of 
eyoked brain potentials in clinical pediatrics, in developmental tests of inter- 
sensory function, and for differentiating organic or systemic deficits from 
those learning disabilities that are psychiatrically or educationally based. '80, 
176 pp., 56 il., 4 tables, $15.50 


New! FAMILY VIOLENCE by George Thorman, St. Edward's Univ., 
Austin, Texas. Basic information is herein presented on the causes, treatment, 
and prevention of family violence. Initially, the author constructs a theoret- 
ical framework within which domestic violence can be understood. The na- 
ture and extent of child abuse and wife beating are reviewed, and statistical 
data and conclusions that can be drawn from them are given. Then, in se- 
parate segments on abused children and battered spouses, he focuses on ag- 
gressor and victim characteristics, including social/cultural factors and 
psychological profiles. A consideration of methods of treatment and pre- 
vention concludes the text. ’80, 196 pp., 1 table, $15.50 


New! APPLICATION OF HYPNOSIS IN SEX THERAPY by Hugo 
G. Beigel and Warren R. Johnson, Univ. of Maryland, College Park. (13 
Contributors) This text will allow sex therapy practitioners to effectively use 
hypnosis and will orient hypnotherapists to the methods and goals of sex 
therapy. Introductory chapters focus on exploratory techniques of sex hypno- 
therapy. Hypnotherapeutic procedures are then presented for such sexual 
disorders as anorgasmia, frigidity, vaginismus, primary and secondary impo- 
tence, and premature ejaculation. Numerous case studies are included. '80, 
352 pp., 1 table, $29.75 


CAREER DEVELOPMENT AND COUNSELING OF WOMEN edited by L. 
Sunny Hansen, Univ. of Minnesota, Minneapolis, and Rita S. Rapoza, 
Wilson Learning Corp., Eden Prairie, Minnesota. (46 Contributors) Articles 
are included on psychological and environmental variables that affect female 
development and that have an impact on their decisions about work and their 
life roles with respect to family, leisure, and community. Occupational social- 
ization, planning and negotiating for multiple roles, assessment of career 
interests, cross-cultural perspectives of female career development, and other 
topics are examined. 78, 670 pp., 57 tables, $30.00 


PSYCHOTHERAPY FOR WOMEN: Treatment Toward Equality edited by 
Edna I. Rawlings, Univ. of Cincinnati, Cincinnati, Ohio, and Dianne K. 
Carter, Univ. of Iowa, Iowa City. (22 Contributors) A reflection of the femi- 
nist philosophy, this book provides alternatives to what the authors consider 
to be inadequate psychotherapeutic treatment of women today. They examine 
the feminist ideology and its relationship to such topics as assertion training, 
careers, therapy for lesbians, and social action. '77, 500 pp. (6 3/4 x 9 3/4), 10 
il., 16 tables, $22.25 


HYPNOSIS AND BEHAVIOR THERAPY edited by Edward Dengrove. (42 
Contributors) Directed toward behavior therapists, hypnotherapists and re- 
lated specialists, this book will acquaint practitioners of one school with the 
techniques of the other. Following introductory definitions and descriptions 
of behavior therapy and hypnosis, a section is devoted to experiments dealing 
with the effects of hypnosis upon conditionability and other basic phe- 
nomena underlying behavior therapy. '76, 428 pp., 30 il., 6 tables, $34.00 
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THE CHILD WITH CANCER 


Clinical Apprcaches to 
Psychosocia Care Pd 


A 

now 
Research in 

Psychosocial Aspects 


Edited by Jerome L. Schulman and 
Mary Jo Kupst, both of Northwestern 
Univ. Medica! School, Chicago. (31 Con- 
tributors) This book was written ex- 
pressly for those who effer support and 
services to children with cancer and/or to 
the families of these chi dren. Its compre- 
hensive coverage of current thinking on 
psychosocial treatment and research in 
the field of childhood cancer will be of 
interest to psychologists. psychiatrists, pe- 
diatricians, social workers, and nurse 
practitioners as well as concerned parents. 


The first of the book's *wo sections, Cur- 
rent Practices, reports an exisung psycho- 
social programs and is based on a survey 
of pediatric cancer centers now operating 
across the country. The survey material is 
supplemented by an extensive review of 
the literature and by the personal expe- 
riences of this book's contributors— 
medical and psychosocial professionals 
working in the field of childhood cancer. 
Among the types of programs described 


e patient groups 

e family therapy 

e parent groups 

e sibling programs 

e individual therapy for long-term sur- 
VIVOIS 

e supportive service. for families after 
a child's death 

e support systems for professionals 


The section concludes with an extensive 
bibliography and a bref overview of the 
interrelationship that exists between pedi- 
atric cancer centers and the communities 
within which they furction. 


The second section, Pesearch, examines 
various recent and representative research 
studies concerned with psychosocial care 
in cases of pediatric cancer. Among these 
studies are those dealir g with initial reac- 
tions of families, a cevelopmental per- 
spective on psychosocial effects of cancer, 
psychosocial ramificanons of childhood 
leukemia, psychological effects of cancer 
on the adolescert, prognostic parameters 
and psychosocial integration, psychoso- 
cial adjustment of tbe family after the 
death of a child, and adaptation of long- 
term survivors. Illustrative graphs and ta- 
bles clarify the subjects under discussion. 
'80, 227 pp.: 4 il, 15 tables, $18.50 


Orders with remittance sent, on approval, postpaid 


301-327 East Lawrence Avenue e 


Springfield — e 


Illinois e 62717 


A43 





In marked agitation with depression | 
symptomatic relief may make the patient 
more accessible and responsive. 


Rápid relief of marked agitation in many patients | dos 

The tranquilizer component alleviates symptoms of agitation and anxiety within a few days, 
without apparent dulling of mental acuity. Hypnotic effects from the tranquilizer componen: 
appear to be minimal, particularly in patients permitted to remain active. However, TRIAVIL 
may impair mental and/or physical abilities required for performance of hazardous tasks. 


Highly effective antidepressant action 

The antidepressant component relieves symptoms of depression such as poor concentration 
and feelings of hopelessness as well as early morning awakening; adequate relief of symptoms 
may take a few weeks or even longer. 


Helps break barriers to psychotherapy 
As symptoms are relieved, many patients often communicate more effectively, become more 
cooperative, and are able to return to normal daily activities. 


More prescribing convenience 

There are now five tablet strengths of TRIAVIL for ease of dosage adjustment. For many 
patients with agitation and depression, you can now initiate therapy with one TRIAVIL’ 4-50, 
containing 4 mg perphenazine and 50 mg amitriptyline HCI, b.i.d. The regimen is simple, 
economical, and may well enhance patient compliance. 


Treatment with TRIAVIL— a balanced view: 
TRIAVIL is contraindicated in CNS depression from drugs, in the presence of evidence of 
bone marrow depression, and in patients hypersensitive to phenothiazines or amitriptyline. 
It should not be used during the acute recovery phase following myocardial infarction or 

in patients who have received an MAOI within two weeks. Patients with cardiovascular 
disorders should be watched closely. Not recommended in children or during pregnancy. 
TRIAVIL may impair mental and/or physical abilities required for performance of hazardous 
tasks and may enhance the response to alcohol. Antiemetic effect may obscure toxicity 
due to overdosage of other drugs or mask other disorders. The possibility of suicide in 
depressed patients remains until significant remission occurs. Such patients should not 
have access to large quantities of the drug. Hospitalize as soon as possible any patient 
suspected of having taken an overdose. 


For marked 
agitation with depression 


containing perphenazine and amitriptyline HCI « 








Copyright © 1979 by Merck & Co., Inc. Please see following page for a brief summary of prescribing informatica. 
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VW noadige strengths 


| e 
. 


than any other formulation containing 
a tl'anquilizer and an antidepressant 


dual-action 


ria 


containing perphenazine and amitriptyline HCI 


Available: 

TRIAVIL® 2-25: Each tablet contains 

2 mg perphenazine and 25 mg amitriptyline HCI. 
TRIAVIL* 2-10: Each tablet contains 

2 mg perphenazine and 10 mg amitriptyline HCI. 
TRIAVIL* 4-50: Each tablet contains 

4 mg perphenazine and 50 mg amitriptyline HCI. 
TRIAVIL* 4-25: Each tablet contains 

4 mg perphenazine and 25 mg amitriptyline HCI. 
TRIAVIL* 4-10: Each tablet contains 

4 mg perphenazine and 10 mg amitr ptyline HCI. 


CONTRAINDICATIONS: Central nervous system depression from drugs (bar- 
biturates, alcohol, narcotics, analgesics, antihistamines); evidence of bone mar- 
row depression; known hypersensitivity to phenothiazines or amitriptyline. Should 
not be given concomitantly with a monoamine oxidase inhibitor since hyperpyretic 
crises, severe convulsions, and deaths have occurred from such combinations. 
When used to replace a monoamine oxidase inhibitor, allow a minimum of 14 days 
to elapse before initiating therapy with TRIAVIL. Therapy should then be initiated 
cautiously with gradual increase in dosage until optimum response is achieved. 
Not recommended for use during acute recovery phase following myocardial 
infarction. 

WARNINGS: TRIAVIL should not be given concomitantly with guanethidine or 
similarly acting compounds since TRIAVIL may block the antihypertensive action 
of such compounds. Use cautiously in patients with history of urinary retention, 
angle-closure glaucoma, increased intraocular pressure, or convulsive disorders. 
Dosage of anticonvulsive agents may have to be increased. In patients with 
angle-closure glaucoma, even average doses may precipitate an attack. Patients 
with cardiovascular disorders should be watched closely. Tricyclic antidepres- 
sants, including amitriptyline HCI, have been reported to produce arrhythmias, 
sinus tachycardia, and prolongation cf conduction time, particularly in high doses. 
Myocardial infarction and stroke have been reported with tricyclic antidepressant 
drugs. Close supervision is required for hyperthyroid patients or those receiving 
thyroid medication. May impair mental and/or physical abilities required for 
performance of hazardous tasks, such as operating machinery or driving a motor 
vehicle. In patients who use alcohol excessively, potentiation may increase the 
danger inherent in any suicide attempt or overdosage. Not recommended in 
children or during pregnancy. 

PRECAUTIONS: Suicide is a possibility in depressed patients and may remain 
until significant remission occurs. Such patients should not have access to large 
quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use with caution in patients 
who have previously exhibited severe adverse reactions to other phenothiazines. 
Likelihood of some untoward actions is greater with high doses. Closely supervise 
with any dosage. The antiemetic effect of perphenazine may obscure signs of 
toxicity due to overdosage of other drugs or make more difficult the diagnosis of 
disorders such as brain tumor or intestinal obstruction. A significant, not otherwise 
explained, rise in body temperature may suggest individual intolerance to 
perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed, as its action is 
blocked and partially reversed by perphenazine. Phenothiazines may potentiate 
the action of central nervous system depressants (opiates, analgesics, antihis- 
tamines, barbiturates, alcohol) anc etropine. In concurrent therapy with any of 
these, TRIAVIL should be given in reduced dosage. May also potentiate the action 
of heat and phosphorous insecticides There is sufficient experimental evidence to 
conclude that chronic administration of antipsychotic drugs which increase 
prolactin secretion has the potential to induce mammary neoplasms in rodents 
under the appropriate conditions. There are recognized differences in the 
physiological role of prolactin between rodents and humans. Since there are, at 
present, no adequate epidemiological studies, the relevance to human mammary 
cancer risk from prolonged exposure to perphenazine and other antipsychotic 
drugs is not known. 

Amitriptyline: In manic-depressive psychosis, depressed patients may experi- 
ence a shift toward the manic phase if they are treated with an antidepressant. 
Patients with paranoid symptomatology may have an exaggeration of such 
symptoms. The tranquilizing effect of TRIAVIL seems to reduce the likelihood of this 
effect. When amitriptyline HCI is given with anticholinergic agents or sympatho- 
mimetic drugs, including epinephrine combined with local anesthetics, close 
supervision and careful adjustment of dosages are required. Paralytic ileus may 
occur in patients taking tricyclic antidepressants in combination with anticholiner- 


gic-type drugs. 
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Caution is advised if patients receive large doses of ethchlorvynol concurrently. 
Transient delirium has been reported in patients who were treated with 7 g of 
ethchlorvynol and 75-150 mg of amitriptyline HCI. 

Amitriptyline HCI may enhance the response to alcohol and the effects of 
barbiturates and other CNS depressants. 

Concurrent administration of amitriptyline HCI and electroshock therapy may 
increase the hazards associated with such therapy. Such treatment should be 
limited to patients for whom it is essential. Discontinue several days before elective 
surgery if possible. Elevation and lowering of blood sugar levels have both been 
reported. Use with caution in patients with impaired liver function. 


ADVERSE REACTIONS: Similar to those reported with either constituent alone. 
Perphenazine: Extrapyramidal symptoms (opisthotonus, oculogyric crisis, 
hyperreflexia, dystonia, akathisia, acute dyskinesia, ataxia, parkinsonism) nave 
been reported and can usually be controlled by the concomitant use of effective 
antiparkinsonian drugs and/or by reduction in dosage, but sometimes persistafter 
discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term therapy @ may 
occur after drug therapy with phenothiazines and related agents has been 
discontinued. The risk appears to be greater in elderly patients on high-dose 
therapy, especially females. Symptoms are persistent and in some patients appear 
to be irreversible. The syndrome is characterized by rhythmical involumtary 
movements of the tongue, face, mouth, or jaw. Involuntary movements ofethe 
extremities sometimes occur. There is no known treatment for tardive dyskinesia; 
antiparkinsonism agents usually do not alleviate the symptoms. It is advised that all 
antipsychotic agents be discontinued if the above symptoms appear. If treatment is 
reinstituted, or dosage of the particular drug increased, or another drug substi- 
tuted, the syndrome may be masked. Fine vermicular movements of the tongue 
may be an early sign of the syndrome. The full-blown syndrome may not develop 
if medication is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, erythema, 
urticaria, eczema, up to exfoliative dermatitis); other allergic reactions (asthma, 
laryngeal edema, angioneurotic edema, anaphylactoid reactions); peripheral 
edema; reversed epinephrine effect; hyperglycemia; endocrine disturbances 
(lactation, galactorrhea, gynecomastia, disturbances of menstrual cycle); altered 
cerebrospinal fluid proteins; paradoxical excitement; hypertension, hypotension, 
tachycardia, and ECG abnormalities (quinidine-like effect); reactivation of psy- 
chotic processes; catatonic-like states; autonomic reactions, such as dry mouth 
or salivation, headache, anorexia, nausea, vomiting, constipation, obstipation, 
urinary frequency or incontinence, blurred vision, nasal congestion, and a change 
in pulse rate; other adverse reactions reported with various phenothiazine 
compounds, but not with perphenazine, include grand mal convulsions, cerebral 
edema, polyphagia, pigmentary retinopathy, photophobia, skin pigmentation, and 
failure of ejaculation. 

The phenothiazine compounds have produced blood dyscrasias (pancyto- 
penia, thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophilia); 
and liver damage (jaundice, biliary stasis). 

Pigmentation of the cornea and lens has been reported to occur after long-term 
administration of some phenothiazines. Although it has not been reported in 
patients receiving TRIAVIL, the possibility that it might occur should be considered. 

Hypnotic effects, lassitude, muscle weakness, and mild insomnia have also 
been reported. 

Amitriptyline: Note: Listing includes a few reactions not reported for this drug, but 
which have occurred with other pharmacologically similar tricyclic antidepressant 
drugs and must be considered when amitriptyline is administered. Cardiovascu- 
lar: Hypotension; hypertension; tachycardia; palpitation; myocardial infarction; 
arrhythmias; heart block; stroke. CNS and Neuromuscular: Confusional states; 
disturbed concentration; disorientation; delusions; hallucinations; excitement; 
anxiety; restlessness; insomnia; nightmares; numbness, tingling, and paresthesias 
of the extremities; peripheral neuropathy; incoordination; ataxia; tremors; sei- 
zures; alteration in EEG patterns; extrapyramidal symptoms; tinnitus; syndrome of 
inappropriate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth; 
blurred vision; disturbance of accommodation; increased intraocular pressure; 
constipation; paralytic ileus; urinary retention; dilatation of urinary tract. Allergic: 
Skin rash; urticaria; photosensitization; edema of face and tongue. Hematologic: 
Bone marrow depression including agranulocytosis; leukopenia; eosinophilia; 
purpura; thrombocytopenia. Gastrointestinal: Nausea; epigastric distress; vomit- 
ing; anorexia; stomatitis; peculiar taste; diarrhea; parotid swelling; black tonque. 
Rarely hepatitis (including altered liver function and jaundice). Endocrine: Testic- 
ular swelling and gynecomastia in the male; breast enlargement and galactorrhea 
in the female; increased or decreased libido; elevated or lowered blood sugar 
levels. Other: Dizziness, weakness; fatigue; headache; weight gain or less; 
increased perspiration; urinary frequency; mydriasis; drowsiness; alopecia. With- 
drawal Symptoms: Abrupt cessation after prolonged administration may produce 
nausea, headache, and malaise. These are not indicative of addiction. 

OVERDOSAGE: All patients suspected of having taken an overdosage shoulc be 
admitted to a hospital as soon as possible. Treatment is symptomatic and 
supportive. However, the intravenous administration of 1-3 mg of physostigmine 
salicylate is reported to reverse the symptoms of tricyclic antidepressant poison- 
ing. Because physostigmine is rapidly metabolized, the dosage of physostigmine 
should be repeated as required particularly if life-threatening signs such as 
arrhythmias, convulsions, and deep coma recur or persist after the initial dosage of 
physostigmine. On this basis, in severe overdosage with perphenazine-amitrip- 
tyline combinations, symptomatic treatment of central anticholinergic effects with 
physostigmine salicylate should be considered. J8TR32 (DC6613215) 
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For more detailed information, consult your MSD Representative 
or see full Prescribing Information. Merck Sharp & Dohme, Division 
of Merck & Co., INC., West Point, Pa. 19486. 


Increase your professional library— 
order APA’s three most recent 
Task Force Reports now 


Electroconvulsive Therapy, Task Force Report 14 


Prepared by the APA Task Force on Electroconvulsive Therapy; Fred Frankel M.D., Chair- 
person 


This new report presents a comprehensive study of one of the most controversial issues in psychiatry 
today. The efficacy of ECT for affective disorders, schizophrenia, and for other mental illnesses is dis- 
cussed, as are its adverse effects. Chapters included contain information on the social, ethical, and 
legal aspects of ECT; the methods of its administration and the training and education which the use 
of it requires; and its physiological and biochemical concomitants. Possible future research is also 
discussed. 


The History of American Psychiatry: 
A Teaching and Research Guide, Task Force Report 15 


Prepared by the APA Committee on History, Library, and Museum; Daniel Blain, MD. and 
Michael Barton, Ph.D. 


This report presents a compilation of reading and resource materials related to the history of the 
science of psychiatry and the learning and teaching of its historic development. Attention is given to 
the actions of citizens, professionals and government which have affected this historical development, 
and a chronology of psychiatry (primarily in the United States) is included. 


Relating Environment to Mental Health and Iliness: 
The Ecopsychiatric Base, Task Force Report 16 


Prepared by the APA Task Force on the Ecopsychiatric Data Base; Jay T. Shurley, M.D., 
chairperson 


This report details the work of the Task Force in giving a conceptual framework to the linkage of en- 
vironment with mental health and illness. A comprehensive bibliography, sections of which are an- 
notated, is given. 


Send coupon to: 


Publication Sales Department 
American Psychiatric Association 
1700 18th St. N.W., Washington, D.C. 20009 


Please send me: copies of Task Force Report 14, order #228, @ $7.50 ea. 
copies of Task Force Report 15, order #146, @ $4.00 ea. 


copies of Task Force Report 16, order #147, @ $4.00 ea. 


ENCLOSED IS TOTAL PAYMENT OF $ 


(All domestic orders amounting to $35.00 or less must be accompanied by payment. 
All foreign orders, regardless of dollar amount, must be accompanied by payment. 
Orders over $35.00 will be invoiced with shipping/handling charges included.) 
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IF YOU HAVEN'T 
PRESCRIBED THIS CAPSULE, 
YOU HAVEN'T EXPERIENCED 

THE 48-HOUR 
LOXITANE’ 


Loxapine Succinate 


EFFECT... 


Keele 
@2 (a2 





Impressive improvement in the often critical first two days In a series of 

clinical studies '-4 involving hospitalized and ambulatory schizophrenics, there was a 
particularly impressive decrease in key target symptoms such as conceptual 

disorganization, thinking disorder, hallucinatory behavior, and anxiety-depression during 

the first two days. Particularly notable was an almost 4096 mean symptomatic improvement in 
BPRS reported in 18 acute schizophrenic patients after 48 hours of treatment.' (See chart) 


Steady progress facilitates earlier resocialization Throughout the early weeks of therapy, 

the LOXITANE difference continues to be apparent. In clinical trials, near maximal control 

has been reported'-* by week four and behavior patterns often approached normal. 

Mean overall symptom improvement of almost 96% in BPRS has been observed within 28 days." 
Prompt therapeutic response permits approximate psychotherapy for a rapid return to 

more normal activities. 


Symptom improvement in 18 acute schizophrenics ae: 
on LOXITANE® Loxapine Succinate 9 
n -— 
3 
|, LOXAPINE > 
2 (Moderate) | 


5 mg, 10 mg, 25 mg, 50 mg capsules 


3 (Slight) 


4 (No change) 


—= SNOOP See LOXITANE Brief Summary for indications, 
(EEEE ETEC 


Ee y E EA E warnings and precautions and for more 


2 7 14 21 28 detailed information concerning side effects. 
Time After Drug Administration (days) Adapted trom Sharma’ 


BPRS (Bnet Psychiatric Rating Scale) 
CGI (Clinical Global Impressions) 


5 (Worse) 


Improvement in BPRS and SNOOP Total Score 
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Brief Summary 

LOXITANE* Loxapine Succinate Capsules 

LOXITANE* C Loxapine Hydrochloride Oral Concentrate 
INDICATIONS: Manifestations of schizophrenia 
CONTRAINDICATIONS: Cornatose or severely depressed states: 
hypersensitivity to the drug. 

WARNINGS: Safe use during pregnancy or lactation has not been 
established; weigh potential benefits to possible hazards. Not 
recommended.for use in children under 16. May impair mental and/ 
or physical abilities especially during early therapy; warn ambula- 
tory patients about activities requiring alertness and concomitant 
use of alcohol or other CNS depressants. Not recommended for 
management of behavioral complications in mentally retarded 
patients 

PRECAUTIONS: Use with extreme caution in patients with a history 
of convulsive disorders; use with caution in patients with cardio- 
vascular disease or in those with glaucoma or a tendency to urinary 
retention particularly when on concomitant anticholinergic medica- 
tion. Loxapine has an antiemetic effect in animals which might occur 
In man masking signs of overdosage of toxic drugs and obscuring 
intestinal obstruction or brain tumor. Since possible ocular toxicity 
cannot be excluded, observe carefully for pigmentary retinopathy 
and lenticular pigmentation. 

ADVERSE REACTIONS: CNS effects, other than extrapyramidal, 
infrequent. Mild drowsiness may occur at beginning of therapy or 
upon dosage increase, usually subsides with continued therapy. 
Sedation, dizziness, faintness, staggering gait, muscle twitching, 
weakness and confusionai! states have been reported. Extrapyrami- 
dal reactions often occur early in treatment manifested by 
Parkinson-like symptoms (tremor, rigidity, excessive salivation, 
masked facies, akathisia) controllable by dosage reduction or anti- 
parkinson drugs at usual dosages. Dystonic and dyskinetic reac- 
tions, while less frequently occurring, may be more severe 
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LOXAPINE S 
SUCCINATE 


Recommended Daily Dosage 





Dosage Initially: 20-50 mg 

During first 24 hours: up to 100 mg 
Usual therapeutic level: 150 mg/day 
Maintenance: 60-100 mg/day 


Maximum: 250 mg/day 


Dosage may be divided as necessary 
Reduced dosage in geriatrics and 
adolescents should be considered. 


—————— M —Ó  — MM 


requiring Gosage reduction or temporary withdrawal plus appropri- 
ate counteractive drugs. Persistent Tardive Dyskinesia may appear 
during prolonged therapy or following discontinuance, the risk 
greater in the elderly, especially females, on high dosage. Symp- 
toms, persistent and in some patients apparently irreversible, are 
characterized by rhythmical involuntary movement of the tongue 
face. mouth and jaw sometimes accompanied Dy involuntary move- 
ment of extremities. Since there is no known effective treatment. dis- 
continue all antipsychotic drugs if symptoms appear. Reinstitution of 
treatment, increased dosage, or switching to another agent may 
mask syndrome. The syndrome may not develop if medication is 
stopped when fine vermicular movements of the tongue first appear 
Cardiovascular Effects: Tachycardia, hypotension. hypertension, 
lightheadedness and syncope. ECG changes, not known to be re- 
lated to loxapine use, have been reported. Skin: Dermatitis. edema 
of face, pruritus, seborrhea. Possible photosensitivity and/or photo- 
toxicity; Skin rashes of unknown etiology seen in a few patients in hot 
summer months. Anticholinergic: Dry mouth, nasal congestion, 
constipation, blurred vision (more likely to occur with concomitant 
use of antiparkinson agents). Other: Nausea, vomiting, weight gain 
or loss, dyspnea, ptosis, hyperpyrexia, flushed facies, headache. 
paresthesia, polydipsia. Rarely, galactorrhea and menstrual irreg- 
ularity of unknown etiology. 


References: 1. Sharma T: Rapid response to loxapine in acute schizophrenia, 
Curr Ther Res 25:366-370, March 1979. 2. Serban G: Loxapine in acute 


schizophrenic disorder, Curr Ther Res 25:139-143, January 1979. 3. Ziscok S et 


al.: Loxapine succinate (LOXITANE®) in the outpatient treatment of acutely ill 
schizophrenic patients, Curr Ther Res 24:415-426, August 1978. 4. Thomas JL 
Loxapine oral liquid concentrate in the treatment of young adult patients wit? 
acute schizophrenic symptoms, Curr Ther Res 25:371-377, 1979 
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THE CHRONIC MENTAL PATIENT 


Report of a Conference held in January 1978 
Edited by 
John A. Talbott, M.D. 


* with contributions by James T. Barter, M.D., Paul R. Friedman, J.D., Raymond Gksscote, 
* MA., Trevor D. Glenn, M.D., Norman V. Lourie, M.S.W., W. Walter Menninger, M.D., 
Arthur T. Meyerson, M.D., Kenneth Minkoff, M.D., Samuel Muszynski, M.S.W. Lucy D. 
e Ozarin, M.D., Gordon L. Paul, Ph.D., Ronald Peterson, Steven S. Sharfstein, M.C., Judith 
Clark Turner, Jane Bloom Yohalem, J.D. 


This 277-page Report of the Conference, sponsored by APA and President Carter's 
Commission on Mental Health, identifies the chronic mental patient population, spells out 
where they are and what their needs and rights are. It specifies what programs work and 
what programs do not work in meeting the needs of these patients. It elaborates on the ob- 
stacles to implementing effective programs and the economic issues involvec. It delineates 
the pros and cons of case management and specifies responsibility for coordineting, im- 
plementing, and monitoring services to chronic mental patients. 


Finally, it proposes a Call to Action which opens with this statement: "There is no more 
urgent concern than the needs of the chronic mentally ill who suffer from severe. persist- 
ent, or recurrent mental illnesses with residual social and vocational disabilities. As a result 
of the deinstitutionalization programs of the past decade and the continuing growth of high 
risk populations that generate chronically ill, the problems associated with the care of these 
patients constitute a national crisis.” 


Since the Conference, the APA Assembly and the Board of Trustees have beth ap- 
proved the ‘Call to Action”’ which calls upon the APA to take the lead in undertaking pro- 
grams to elevate the prestige and value of work with chronic mentally ill patients. 


It follows that all APA members should be thoroughly versed in the current problems of 
this chronic patient population. This is best accomplished by reading this Confer2nce Re- 
port now available from APA Publications Services at $11.00 a copy. 

Send coupon to: American Psychiatric Association 
Publication Sales 
1700 18th St., N.W. 
Washington, D.C. 20009 


copy(ies) of The Chronic Mental Patient 
order #242, @ $11.00 ea. 
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abroad. If invoicing is necessary, a postage and handling charge will be added. Please allow at least 15—20 
days delivery. 
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Artist Leonard Leff uses 
sculpture to express the painful 
depression he once experienced. 
He remembers it as 

“a lowering of the flame of life. 
My energies ebbed, 
my will to live decreased, 
and | found myself retreating 
from the activities of life to a 
more introverted existence.” 
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WHEN 3 
DEPRESSION 
EXPRESSES 

ITSELF 


SINEQUAN 


(DOXEPIN HCI) 


ANTIDEPRESSANT 
EFFECTIVENESS 


with convenient 
once-a-day 
hs dosage" 


15O-MG 
CAPSULE 


Also available in: 

100-mg, 75-mg, 50-mg, 25-mg, 10-mg 
CAPSULES and ORAL CONCENTRATE, 
10 mg/ml, in 120-ml (4-oz) bottles 


*The total daily dosage of Sinequan, up to 150 mg, may be 
administered on a once-a-day schedule without loss of \ 
effectiveness. 
t The 150-mg capsule strength is intended for 
maintenance therapy only and is not recommended 
for initiation of treatment. 











See Brief Summary on next page for information on 
contraindications, warnings, precautions and adverse 
reactions. 
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ECTIVENESS 


SINEQUAN 


(DOXEPIN HCI) 


150-mg 








CONVENIENT ONCE-A-DAY >. s. DOSAGE . 


which may improve patient compliance. The total 
daily dosage, upto 150 mg per day, may be given 
on a once-a-day schedule without loss of effec- 
tiveness. 5inequan may also be given on a 
divided dosage schedule, up to 300 mg per day. 


PROMINENT SEDATIVE EFFECT 


which may help to relieve the difficulty in falling 
and staying asleep, and the early-morning 
awakening often associated with depression. . 


ESTABLISHED ANTIANXIETY ACTIVITY 


to help alleviate the anxiety which often accom- 
panies clinical depression. 


USUALLY WELL TOLERATED 


At doses up to 150 mg per day, Sinequan does not 


CAPSULE 





generally affect the antihypertensive activity of 


guanethidine and related compounds. Tachy- 
cardia and hypotension have been reported 
occasionally. Drowsiness is the most commonly ob- 
served side effect. Dry mouth, blurred vision, consti- 
pation and urinary retention have been reported. 


EXTENDED RANGE 


*The 150-mg capsule strencth is intended for 
maintenance therapy only and is not recommended 
for initiation of treatment. 


OF DOSAGE STRENGTHS 
for flexibility in individualizing therapy. 





BRIEF SUMMARY 

SINEQUAN® (doxepin HCI) Capsules/Oral Concentrate 

Contraindications. Contraindicated in individuals who have shown hypersensitivity to the drug, 
and in patients with glaucoma or a tendency to urinary retention. These disorders should be ruled 
out, particularly in older patients. Possibil ty of cross sensitivity with other dibenzoxepines should 
be kept in mind. 

Warnings. The once-a-day dosage regimen of SINEQUAN (doxepin HCI) in patients with inter- 
current illness or patients taking other medications should be carefully adjusted. This is 
especially important in patients receiving other medications with anticholinergic effects. 

Usage in Geriatrics: The use of SINZQUAN on a once-a-day dosage regimen in geriatric 
patients should be adjusted carefully based on the patient's condition. 

Usage in Pregnancy: Reproduction studies performed in animals have shown no evidence of 
harm to the animal fetus. Since there is no experience in pregnant women receiving this drug, 
safety in pregnancy has not been establishad. There are no data with respect to the secretion of 
the drug in human milk and its effect on the nursing infant. 

Usage in Children: Usage in children under 12 years of age is not recommended because 
safe concitions for its use have not been established 

MAO Inhibitors: Serious side effects and even death have been reported following the 
concomitant use of certain drugs with MAO inhibitors. Therefore, MAO inhibitors should be 
discontinued at least two weeks prior to the cautious initiation of therapy with this drug. The exact 
length of time may vary and is dependent upon the particular MAO inhibitor being used, the 
length of time it has been administered and the dosage involved. 

Usage with Alcohol: It should be borne in mind that alcohol ingestion may increase the 
danger inherent in any intentional or un ntentional SINEQUAN overdosage. This is especially 
important in patients who may use alcohol excessively. 

Precautions. Since drowsiness may occur with the use of this drug, patients should be warned of 
that possibility and cautioned against driving a car or operating dangerous machinery while 
taking this drug. 

Patients should also be cautioned that their response to alcohol may be potentiated 

Since suicide is an inherent risk in any depressed patient, and may remain so until significant 
improvement has occurred, patients should be closely supervised during the early course of 
therapy. Prescriptions should be written for the smallest feasible amount. 

Should increased symptoms of psychcsis or shift to manic symptomatology occur, it may be 

necessary to reduce dosage or add a major tranquilizer to the dosage regimen. 
Adverse Reactions. NOTE: Some of :he adverse reactions noted below have not been 
specifically reported with SINEQUAN use. However, due to the close pharmacological 
Similarities among fhe tricyclics, the reactions should be considered when prescribing 
SINEQUAN. 

Antichotinergic Effects: Dry mouth, blurred vision, constipation, and urinary retention have 
been reported. If they do not subside with continued therapy, or become severe, it may be 
necessary to reduce the dosage. 

Central Nervous System Effects: Drowsiness is the most commonly noticed side effect. This 
tends to disappear as therapy is continued. Other infrequently reported CNS side effects are 
confusion, disorientation, hallucinations, numbness, paresthesias, ataxia, and extrapyramidal 
symptoms and seizures. 

Cardiovascular: Cardiovascular effects including hypotension and tachycardia have been 
reported cccasionally. 

Allergic. Skin rash, edema, photosensitization, and pruritus have occasionally occurred. 

Hematologic: Eosinophilia has been reported in a few patients. There have been occasional 
reports of bone marrow depression manifesting as agranulocytosis, leukopenia, thrombo- 
Cytopenia. and purpura. 

Gastrointestinal: Nausea, vomiting, indig2stion, taste disturbances, diarrhea, anorexia, and 
aphthous stomatitis have been reported. (See anticholinergic effects.) 

Endocrine: Raised or lowered libido, testicular swelling, gynecomastia in males, enlargement 
of breasts and galactorrhea in the female, raising or lowering of blood sugar levels have been 
reported with tricyclic administration. 

Other: Dizziness, tinnitus, weight gain, sweating, chills, fatigue, weakness, flushing, jaundice, 
alopecia, and headache have been occasionally observed as adverse effects. 


Dosage and Administration. For most patients with illness of mild to moderate severity, a 
starting daily dose of 75 mg is recommended. Dosage may subsequently be increased or 
decreased at appropriate intervals and according to individual response. The usual optimum 
dose range is 75 mg/day to 150 mg/day. 

In more severely ill patients higher doses may be required with subsequent gradual increase to 
300 mg/day if necessary. Additional therapeutic effect is rarely to be obtained by exceeding a 
dose of 300 mg/day. 

In patients with very mild symptomatology or emotional symptoms accompanying organic 
disease, lower doses may suffice. Some of fhese patients have been controlled on doses as low 
as 25-50 mg/day. 

The total daily dosage of SINEQUAN (doxepin HCI) may be given on a divided or once-a-day 
dosage schedule. If the once-a-day schedule is employed the maximum recommended dose is 
150 mg/day. This dose may be given at bedtime. The 150 mg capsule strength is intended for 
maintenance therapy only and is not recommended for initiation of treatment. 

Antianxiety effect is apparent before the antidepressant effect. Optimal antidepressant effect 
may not be evident for two to three weeks. 

Overdosage. 
A. Signs and Symptoms 

1. Mild: Drowsiness, stupor, blurred vision, excessive dryness of mouth. 

2. Severe: Respiratory depression, hypotension, coma, convulsions, cardiac arrhythmias and 
tachycardias. 

Also: urinary retention (bladder atony), decreased gastrointestinal motility (paralytic ileus), 
hyperthermia (or hypothermia), hypertension, dilated pupils, hyperactive reflexes. 

B. Management and Treatment 

1. Mild: Observation and supportive therapy is all that is usually necessary. 

2. Severe: Medical management of severe SINEQUAN overdosage consists of aggressive 

supportive therapy. If the patient is conscious, gastric lavage, with appropriate precautions to 
prevent pulmonary aspiration, should be performed even though SINEQUAN is rapidly absorbed. 
The use of activated charcoal has been recommended, as has been continuous gastric lavage 
with saline for 24 hours or more. An adequate airway should be established in comatose patients 
and assisted ventilation used if necessary EKG monitoring may be required for several days, 
since relapse after apparent recovery has been reported. Arrhythmias should be treated with the 
appropriate antiarrhythmic agent. It has been reported that many of the cardiovascular and CNS 
symptoms of tricyclic antidepressant poisoning in adults may be reversed by the slow intra- 
venous administration of 1 mg to 3 mg of physostigmine salicylate. Because physostigmine is 
rapidly metabolized, the dosage should be repeated as required. Convulsions may respond to 
standard anticonvulsant therapy; however, barbiturates may potentiate any respiratory depres- 
sion. Dialysis and forced diuresis generally are not of value in the management of overdosage 
due to high tissue and protein binding of SINEQUAN. 
Supply. SINEQUAN is available as capsules containing doxepin HCl equivalent to: 10 mg, 75 mg, 
and 100 mg doxepin: bottles of 100, 1000, and unit-dose packages of 100 (10 x 10's). 25 mg and 
50 mg doxepin: bottles of 100, 1000, 5000, and unit-dose packages of 100 (10 x 10's) 150 mg 
doxepin: bottles of 50, 500, and unit-dose packages of 100 (10 x 10's). SINEQUAN Oral 
Concentrate (10 mg/ml) is available in 120 ml bottles with an accompanying dropper calibrated 
at 5 mg. 10 mg, 15 mg, 20 mg, and 25 mg. Each ml contains doxepin HCI equivalent to 10 mg 
doxepin. Just prior to administration, SINEQUAN Oral Concentrate should be diluted with 
approximately 120 ml of water, whole or skimmed milk, or orange, grapefruit, tomato, prune or 
pineapple juice. SINEQUAN Oral Concentrate is not physically compatible with a number of 
carbonated beverages. For those patients requiring antidepressant therapy who are on 
methadone maintenance, SINEQUAN Oral Concentrate and methadone syrup can begnixed 
together with Gatorade*, lemonade, orange juice, sugar water, Tang®, or water; but not with 
grape juice. Preparation and storage of bulk dilutions is not recommended. 


More detailed professional information available on request. 
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Focus on the 


Elderly 


This carefully documented book reports a field study of ten programs, four in America 
and six in England and Scandinavia, which serve as practical demonstrations of 
creative mental health services for the elderly. They include: 

e a novel "Neighborhood Family" providing vigorous support to elderly residents of 
several trailer parks 

e a high school for the elderly which sends its students abroad for study trips 

e a "Human Development Project" that focuses on responding to the psychological 
needs of the elderly 

e a carefully coordinated system of “respite hospitalization,’ whicF promotes the 
health of the elderly while allowing maximum use of hospital beds and family resources 

e a "Lucy Booth," patterned after the Peanuts comic strp, which provides easy 
access to many kinds of services 

e and many other innovative, successful approaches. 

Each program is subjected to intensive scrutiny. The resulting document becomes a 
handbook, and, as well, a forum through which some of the world s mcst experienced 
practitioners of "the psychiatry of old age" present their views. 

Dr. Wilma Donohue, director of the International Center for Social Gerontology, 
characterizes this volume as “a masterful job of putting everything in relief . . . the 
guidelines for action are right here." 

190 pages. Casebound. Price $8.50. 





OLD FOLKS 


- 


Concerned about the very bad reputation that nursing homes have received from 
many quarters in recent years, the Joint Information Service set up a field study to 
visit a systematically chosen sample of nursing homes, and board-and-care homes as 
well, to see to what extent the care of and the quality of life for the patients differed 
from the geriatrics units of state hospitals. Altogether, sixty nursing homes and 31 
boarc-and-care homes in ten locales were visited, in each case by the senior author 
accompanied by two mental health professionals. 

The teams were surpised to learn that care and quality of life in many of the nursing 
and board-and-care homes they visited were better—sometimes dramatically better— 
than that in the mental health facilities and often at lower cost. 

This unique publication provides an overview of all facilities visited plus vignettes 
of aporoximately half. Federal and state rules and regulations are also expertly syn- 
thesized into brief and readable style. 

148 pages. Casebound. Price $6.50 


Publication Sales Division 
American Psychiatric Association 
1700 18th St., N.W., Washington, D.C. 20009 
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copies of Old Folks at Homes @ $6.50 per copy 
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— — — sets (one copy of each volume) at the special combination price of $13.50 (a savings of $1.50 


over the regular combined price of $15.00) 
ENCLOSED IS TOTAL PAYMENT OF $ 


(All domestic orders amounting to $35.00 or less must be accompanied by payment. All foreign orders, regard- 


less of dollar amount, must be accompanied by payment.) 
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We want to cure cancer in your lifetime. 
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We now have everything we need to save 


about half the people who get cancer. 
Please don’t quit on us now. 


in from research laboratories all over the world. 
Were halfway there. 


American Cancer Soc 
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combine the “eyes” of X-ray machines with the 
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And new diagnostic techniques that 
And there are promising reports coming 
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brains” of computers. And successful new 


to turn. The past few years have brought new 
programs of combination therapies. 


discoveries in chemotherapy. 
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i Help cure cancer 
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Brief Summary of Prescribing Information m M 


Indications and Usage: Symptomatic relief of anxiety, tension, agitation, irritability and 
insomnia associated with anxiety neuroses and transient situational disturbances; arxiety 
associated with depressive symptoms and as a treatment of symptoms of anxiety if such symp- 
toms are a significant feature of functional or organic disorders, particularly gastrointestinal or 
cardiovascular 

Effectiveness in long-term use, i.e., more than 4 months, has not been assessed by system- 
atic clinical studies. Reassess periodically usefulness of the drug for the individual patient 


Contraindications: Known sensitivity to benzodiazepines or acute narrow-angle glaucoma. 


Warnings: Not recommended in primary depressive disorders or psychoses. As with all CNS- 
acting drugs. warn patients on lorazepam not to operate machinery or motor vehicles, and of 
diminished tolerance for alcohol and other CNS depressants. 

Physical and Psychological Dependence: Withdrawal symptoms like those noted with barbi- 
turates and alcohol have occurred following abrupt discontinuance of benzodiazepines 
(including convulsions, tremor, abdominal and muscle cramps, vomiting and sweating). Addic- 
tion-prone individuals, e.g. drug addicts and alcoholics, should be under careful surveillance 
when on benzodiazepines because of their predisposition to habituation and dependence 
Withdrawal symptoms have also been reported following abrupt discontinuance of benzodi- 
azepines taken continuously at therapeutic levels for several months e 


Precautions: In depression accompanying anxiety, consider possibility for suicide. e 

For eiderly or debilitated patients, initial daily dosage should not exceed 2mg to avoid over- 
sedation 

Terminate dosage gradually since abrupt withdrawal of any antianxiety agent may result in 
symptoms like those being treated: anxiety, agitation, irritability, tension, insomnia and@cca- 
sional convulsions 

Observe usual precautions with impaired renal or hepatic function 

Where gastrointestinal or cardiovascular disorders coexist with anxiety, note that lorazepam 
has not been shown of significant benefit in treating gastrointestinal or cardiovascular compo- 
nent 

Esophageal dilation occurred in rats treated with lorazepam for more than 1 year at 
6mg kg day No effect dose was 1.25mg/kg/day (approximately 6 times the maximum human 
therapeutic dose of 10mg/ day). Effect was reversible only when treatment was withdrawn within 
2 months of first observation. Clinical significance is unknown; but use of lorazepam for pro- 
longed periods and in geriatric patients requires caution and frequent monitoring for symptoms 
of upper G I. disease 

Safety and effectiveness in children under 12 years have not been established 


ESSENTIAL LABORATORY TESTS: Some patients have developed leukopenia; some have had 
elevations of LDH. As with other benzodiazepines, periodic blood counts and liver function tests 
are recommended during long-term therapy 


CLINICALLY SIGNIFICANT DRUG INTERACTIONS: Benzodiazepines produce CNS depressant 
effects when administered with such medications as barbiturates or alcohol. 


CARCINOGENESIS AND MUTAGENESIS: No evidence of carcinogenic potential emerged in 
rats during an 18-month study. No studies regarding mutagenesis have been performed. 


PREGNANCY: Reproductive studies were performed in mice, rats, and 2 strains of rabbits. 
Occasional anomalies (reduction of tarsals, tibia, metatarsals, malrotated limbs, gastroschisis, 
malformed skull and microphthalmia) were seen in drug-treated rabbits without relationship to 
dosage. Although all these anomalies were not present in the concurrent control group, they 
have been reported to occur randomly in historical controls. At 40mg/kg and higher, there was 
evidence of fetal resorption and increased fetal loss in rabbits which was not seen at lower 
doses Clinical significance of these findings is not known. However, increased risk of congeni- 
tal malformations associated with use of minor tranquilizers (chlordiazepoxide, diazepam and 
meprcbamate) during first trimester of pregnancy has been suggested in several studies. 
Because use of these drugs is rarely a matter of urgency. use of lorazepam during this period 
should almost always be avoided. Possibility that a woman of child-bearing potentia! may be 
pregnant at institution of therapy should be considered. Advise patients if they become preg- 
nant to communicate with their physician about desirability of discontinuing the drug 

In humans. blood levels from umbilical cord blood indicate placental transfer of lorazepam 
and its glucuronide 
NURSING MOTHERS It is not known if oral lorazepam is excreted in human milk like other 
benzodiazepines. As a general rule, nursing should not be undertaken while on a drug since 
many drugs are excreted in milk 


Adverse Reactions, if they occur, are usually observed at beginning of therapy and generally 
disappear on continued medication or on decreasing dose. In a sample of about 3,500 anxious 
patients. most frequent adverse reaction is sedation (15.996), followed by dizziness (6.996), 
weakness (4 2%) and unsteadiness (3.4%). Less frequent are disorientation, depression, nau- 
sea. change in appetite. headache, sleep disturbance, agitation, dermatological symptoms. eye 
function disturbance. various gastrointestinal symptoms and autonomic manifestations. Inci- 
dence of sedation and unsteadiness increased with age. Small decreases in blood pressure 
have been noted but are not clinically significant, probably being related to relief of anxiety. 

Overdosage: |n management of overdosage with any drug, bear in mind that multiple agents 
may have been taken. Manifestations of overdosage include somnolence, confusion and coma. 
Induce vomiting and/or undertake gastric lavage followed by general supportive care, monitor- 
ing of vital signs and close observation. Hypotension, though unlikely, usually may be controlled 
with Levarterenol Bitartrate Injection U.S.P Usefulness of dialysis has not been determined 


„Ativan 
oss 


Dosage: Individualize for maximum beneficial effects. Increase dose 
gradually when needed, giving higher evening dose before increasing 
daytime doses. Anxiety, usually 2-3mg/day given b.i.d. or t.i.d.; dosage 
may vary from 1 to 10mg/day in divided doses. For elderly or debili- 
tated, initially 1-2mg/day; insomnia due to anxiety or transient situa- 
tional stress, 2-4mg h.s. 


How Supplied: 0.5, 1.0 and 2.0mg tablets. " 





Wyeth Laboratories 


| | ia PA 19101 


Copyright © 1979, Wyeth Laboratories 
Div. of AHPC, N.Y.. N.Y. All rights, reserved 
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A mixed syndrome. When drug intervention 


is indicated in patients whose anxiety is accompanied by depressive 
symptoms, the choice, essentially, is among three basic strategies: 
(1) an antidepressant; (2) a tranquilizer; (3) a combination of (1) and (2) 

With respect to strategy (2), you should know that Ativan (lorazepam) 
has been shown to be statistically and clinically significantly effective in 
alleviating the anxiety component of this mixed syndrome, in common 
protocol controlled studies of 653 patients (337 on Ativan). 

Since Ativan was also found to be compatible with tricyclics, if you 
opt for strategy (3), your patient has the benefit of rapid anxiolytic acticn, 
absence of long-acting metabolites and rapid clearance when you decide 
to discontinue Ativan. All benzodiazepines, however, including Ativan, 
produce added CNS depressant effects when administered with alcoho! 
and other CNS depressants. 

In either case, Ativan offers 
you the convenience of a 
b.i.d. schedule and a flexibility not 
possible with any fixed 
combination. 


See important information on preceding page. 
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Prolixin® Injection 

Fluphenazine Hydrochloride Injection USP 
for crisis control individualized 

rapid action, short duration, less medication. 
Allows titration for patient differences. 


Prolixin® Tablets 
Fluphenazine Hydrochloride Tablets USP 


for the maintenance of “dependable” patients 
affords simplified therapy individualized with four 
potencies available for titration. 


Prolixin® Elixir 

Fluphenazine Hydrochloride Elixir USP 

for patients who “cheek” or resist solid 
medication 

assures compliance and individualized therapy 
with the same titration flexibility as the tablets. 


Prolixin Decanoate^ 
Fluphenazine Decanoate Injection 


for the long-term management of the drug- 
reluctant patient and poor absorbers of oral 
medications 

delivers medication as prescribed: facilitates 
absorption where orals sometimes fail; enables 
you to tailor therapy to contact need. 
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Chronic Drug Defaulters 


Prolixin Decanoate * 
Fluphenazine Decanoate Injection 
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Prolixin Decanoate® 
Fluphenazine Decanoate Injection 


Paranoid Schizophrenics 


Prolixin Decanoate* 
Fluphenazine Decanoate Injection 


Right for schizophrenia 


a Right from the start Prolixin 
| o: —— . 0$. e 


Please see next page for brief summaries. 










nazine Hydrochloride) 

IELIXIR/INJECTION 

ablets (Fluphenazine Hydrochloride Tablets USP) provide 1, 2.5, 5 or 10 mg 

flupheriine hydrochloride per tablet. Prclixin 2.5, 5, and 10 mg tablets contain FD&C Yellow 

No. 5 (td trazine). Prolixin Elixir (Fluphenazire Hydrochloride Elixir USP) provides 0.5 mg 

fluphenazine hydrochloride per ml (2.5 mc per 5 ml teaspoonful) with 14% alcohol by volume. 

Prolixin Injection (Fluphenazine Hydrochloride Injection USP) provides 2.5 mg fluphenazine 

hydrochloride per ml; it contains 0.1% metrylparaben and 0.01% propylparaben as 
eservatives. 

CONTRAINDICATIONS: In presence of suspected or established subcortical brain damage. In 

patients who have a blood dyscrasia or liver damage, or who are receiving large doses of hyp- 

notics, or who are comatose or severely depressed. In patients who have shown hypersen- 

sitivity to fluphenazine; cross-sensitivity to phenothiazine derivatives may occur. 

WARNINGS: Mental and physical abilities required for driving a car or operating heavy 

machinery may be impaired by use of this dug. Potentiation of effects of alcohol may occur. 

Safety and efficacy in children have not been established because of inadequate experience in 

use in children. 

Usage in Pregnancy: Safety for use during pregnancy has not been established; weigh 
possible hazards against potential benefits if administering this drug to pregnant patients. 
PRECAUTIONS: Caution must be exercised if another phenothiazine compound caused 
cholestatic jaundice, dermatoses or other allergic reactions because of the possibility of cross- 
sensitivity. Prolixin Tablets (Fluphenazine Hydrochloride Tablets USP) 2.5, 5, and 10 mg con- 
tain FD&C Yellow No. 5 (tartrazine) which may cause allergic-type reactions (including bron- 
chial asthma) in certain susceptible individuals. Although the overall incidence of FD&C Yellow 
No. 5 (tartrazine) sensitivity in the genera population is low, it is frequently seen in patients 
who also have aspirin hypersensitivity. When psychotic patients on large doses of a pheno- 
thiazine drug are to undergo surgery, hypotensive phenomena should be watched for; less 
anesthetics or central nervous system deprassants may be required. Because of added anti- 
cholinergic effects, flupnenazine may potentiate the effects of atropine. 

Use fluphenazine cautiously in patients exposed to extreme heat or phosphorus insec- 
ticides; in patients with a history of convulsive disorders since grand mal convulsions have 
occurred; and in patients with special medical disorders such as mitral insufficiency or other 
cardiovascular diseases, and pheochromocytoma. Bear in mind that with prolonged therapy 
there is the possibility of liver damage, pigmentary retinopathy, lenticular and corneal deposits, 
and development of irreversible dyskinesia. 

There is sufficient experimental evidence to conclude that chronic administration of anti- 
psychotic drugs which increase prolactin secretion has the potential to induce mammary 
neoplasms in rodents under the appropriate conditions. There are recognized differences in 
the physiological role of prolactin betwee rodents and humans. Since there are, at present, no 
adequate epidemiological studies, the relevance to human mammary cancer risk from pro- 
longed exposure to fluphenazine hydrochloride and other antipsychotic drugs is not known. 

Periodic checking of hepatic and renal functions and blood picture should be done. Monitor 
renal function of patients on long-term therapy; if BUN becomes abnormal, discontinue 
fluphenazine. “Silent pneumonias" are possible. 

Abrupt Withdrawal: In general, phenothiazines do not produce psychic dependence. 
However, gastritis, nausea and vomiting, dizziness, and tremulousness have been reported 
following abrupt cessation of high dose therapy; reports suggest that these symptoms can be 
reduced if concomitant antiparkinsonian agents are continued for several weeks after the 
phenothiazine is withdrawn. 

ADVERSE REACTIONS: Central Nervous System—Extrapyramidal symptoms are most fre- 
quently reported. Most often these symptoms are reversible, but they may be persistent. They 
include pseudoparkinsonism, dystonia, dyskinesia, akathisia, oculogyric crises, opisthotonos, 
hyperreflexia. The incidence and severity of such reactions will depend more on individual 
patient sensitivity, but dosage level and patient age are also determinants. As these reactions 
may be alarming, the patient should be fcrewarned and reassured. These reactions can usually 
be controlled by administration of an anti-parkinsonian drug such as benztropine mesylate and 
by subsequent reduction in dosage. 

Persistent Tardive Dyskinesia: As with al antipsychotic agents, persistent and sometimes 
irreversible tardive dyskinesia may appear n some patients on long-term therapy or may occur 
after discontinuation of drug. The risk seerrs greater in elderly patients, especially females, on 
high dosages. The syndrome is characteriz2d by rhythmical involuntary movements of tongue, 
face, mouth, or jaw (e.g., protrusion of tongue, puffing of cheeks, puckering of mouth, chewing 
movements) and may be accompanied by involuntary movements of extremities. There is no 
known effective therapy for tardive dyskinesia; usually the symptoms are not alleviated by anti- 
parkinsonism agents. If the symptoms appear, discontinuation of all antipsychotic agents is 
suggested. The syndrome may be masked if treatment is reinstituted, or drug dosage increased, 
or a different antipsychotic agent used. Feports are that fine vermicular movernents of the 
tongue may be an early sign of the syndrome which may not develop if medication is stopped at 
that time. 

Phenothiazine derivatives have been kncwn to cause restlessness, excitement, or bizarre 
dreams; reactivation or aggravation of psychotic processes may be encountered. If 
drowsiness or lethargy occur, the dosage may need to be reduced. Dosages, far in excess of 
the recommended amounts, may induce a zatatonic-like state. 

Autonomic Nervous System— Hypertension and fluctuations in blood pressure have been 
reported. Although hypotension is rarely a problem, patients with pheochromocytoma, cerebral 
vascular or renal insufficiency or severe cardiac reserve deficiency such as mitral insufficiency 
appear to be particularly prone to this reac-ion and should be observed carefully. Supportive 
measures including intravenous vasopressor drugs should be instituted immediately should 
severe hypotension occur; Levarterenol Bitartrate Injection is the most suitable drug; 
epinephrine should not be used since phenothiazine derivatives have been found to reverse its 
action. Nausea, loss of appetite, salivation, polyuria, perspiration, dry mouth, headache and 
constipation may occur. Reducing or temporarily discontinuing the dosage will usually control 
these effects. Blurred vision, glaucoma, bledder paralysis, fecal impaction, paralytic ileus, 
tachycardia, or nasal congestion have occurred in some patients on phenothiazine derivatives. 

Metabolic and Endocrine— Weight change, peripheral edema, abnormal lactation, 
gynecomastia, menstrual irregularities, false results on pregnancy tests, impotency in men 
and increased libido in women have occurred in some patients on phenothiazine therapy. 

Allergic Reactions—\tching, erythema, urticaria, seborrhea, photosensitivity, eczema and 
exfoliative dermatitis have been reported with phenothiazines. The possibility of anaphylactoid 
reactions should be borne in mind. 

Hematologic—Blood dyscrasias including leukopenia, agranulocytosis, thrombocytopenic 
or nonthrombocytopenic purpura, eosinophilia, and pancytopenia have been observed with 
phenothiazines. If soreness of the moutr, gums or throat or any symptoms of upper respiratory 
infection occur and confirmatory leukocyte count indicates cellular depression, therapy should 
be discontinued and other appropriate measures instituted immediately. 

Hepatic—Liver damage manifested by cholestatic jaundice, particularly during the first 
months of therapy, may occur; treatment should be discontinued. A cephalin flocculation 
increase, sometimes accompanied by alterations in other liver function tests, has been 
reported in patients who have had no clinical evidence of liver damage. 

Others—Sudden deaths have been repcrted in hospitalized patients on phenothiazines. 
Previous brain damage or seizures may be predisposing factors. High doses should be avoided 
in known seizure patients. Shortly before death, several patients showed flare-ups of psychotic 
behavior patterns. Autopsy findings have usually revealed acute fulminating pneumonia or 
pneumonitis, aspiration of gastric contents, or intramyocardial lesions. Although not a general 
feature of fluphenazine, potentiation of central nervous system depressants such as opiates, 
analgesics, antihistamines, barbiturates, and alcohol may occur. 

Systemic lupus erythematosus-like syndrome, hypotension severe enough to cause fatal 
cardiac arrest, altered electrocardiographic and electroencephalographic tracings, altered 
cerebrospinal fluid proteins, cerebral edema, asthma, laryngeal edema, and angioneurotic 
edema; with long-term use, skin pigmentat on and lenticular and corneal opacities have 
occurred with phenothiazines. 

For full prescribing information, consult package inserts. 

HOW SUPPLIED: Tablets—1 mg in bottles of 50 and 500; 2.5 mg and 5 mg in bottles of 50 and 
500 and in Unimatic® cartons of 100; 10 mg in bottles of 50 and 500. Elixir—in bottles of 

473 ml (1 pint) and in 60 ml dropper-assembly bottles with dropper calibrated at 0.5 m! (0.25 
mg), 1 mi (0.5 mg), 1.5 ml (0.75 mg), and 2 ml (1 mg). /njection—in multiple-dose vials of 10 ml. 
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PROLIXIN DECANOATE* 
Fluphenazine Decanoate Injection . á 
Prolixin Decanoate (Fluphenazine Decanoate Injection) provides 25 mg fluphenazine 
decanoate per ml in a sesame oil vehicle with 1.2% (w/v) benzyl alcohol as a preservative. 
CONTRAINDICATIONS: In presence of suspected or established subcortical brain damage. In 
patients who have a blood dyscrasia or liver damage, or who are receiving large doses of hyp- 
notics, or who are comatose or severely depressed. In patients who have shown hypersen- 
sitivity to fluphenazine; cross-sensitivity to phenothiazine derivatives may occur. 

Not intended for use in children under 12. 
WARNINGS: Mental and physical abilities required for driving a car or operating heavy 
machinery may be impaired by use of this drug. Physicians should be alert to the possibility 
that severe adverse reactions may occur which require immediate medical attention. Potentia- g 
tion of effects of alcohol may occur. Safety and efficacy in children have not been established 
because of inadequate experience in use in children. 

Usage in Pregnancy: Safety for use during pregnancy has not been established; weigh 
possible hazards against potential benefits if administering this drug to pregnant patients. 
PRECAUTIONS: Caution must be exercised if another phenothiazine compound caused 
cholestatic jaundice, dermatoses or other allergic reactions because of the possibility of cross- 
sensitivity. When psychotic patients on large doses of a phenothiazine drug are to undergo 
surgery, hypotensive phenomena should be watched for; less anesthetics or central nervous 
system depressants may be required. Because of added anticholinergic effects, fluphenazine 
may potentiate the effects of atropine. 

Use fluphenazine decanoate cautiously in patients exposed to extreme heat or phgsohorus 
insecticides; in patients with a history of convulsive disorders since grand mal ots 
have occurred; and in patients with special medical disorders such as mitral insufficiemcy Or e 
other cardiovascular diseases, and pheochromocytoma. Bear in mind that with prolonged 
therapy there is the possibility of liver damage, pigmentary retinopathy, lenticular and corneal 
deposits, and development of irreversible dyskinesia. 

Fluphenazine decanoate should be administered under the direction of a physicis, 
experienced in the clinical use of psychotropic drugs. Periodic checking of hepatic andf'enal * 
functions and blood picture should be done. Renal function of patients on long-term therapy 
should be monitored; if BUN becomes abnormal, treatment should be discontinued. ''Silent 
pneumonias" are possible. 

There is sufficient experimental evidence to conclude that chronic administration of antipsy- 
chotic drugs which increase prolactin secretion has the potential to induce mammary 
neoplasms in rodents under the appropriate conditions. There are recognized differences in the 
physiological role of prolactin between rodents and humans. Since there are, at present, no 
adequate epidemiological studies, the relevance to human mammary cancer risk from pro- 
longed exposure to fluphenazine decanoate and other antipsychotic drugs is not known. 
ADVERSE REACTIONS: Central Nervous System—Extrapyramidal symptoms are most fre- 
quently reported. Most often these symptoms are reversible, but they may be persistent. They 
include pseudoparkinsonism, dystonia, dyskinesia, akathisia, oculogyric crises, opisthotonos, 
hyperreflexia. Muscle rigidity sometimes accompanied by hyperthermia has been reported 
following use of fluphenazine decanoate. One can expect a higher incidence of such reactions 
with fluphenazine decanoate than with less potent piperazine derivatives or straight-chain 
phenothiazines. The incidence and severity will depend more on individual patient sensitivity, 
but dosage level and patient age are also determinants. As these reactions may be alarming, 
the patient should be forewarned and reassured. These reactions can usually be controlled by 
administration of an antiparkinsonian drug such as benztropine mesylate and by subsequent 
reduction in dosage. 

Persistent Tardive Dyskinesia: As with all antipsychotic agents, persistent and sometimes 
irreversible tardive dyskinesia may appear in some patients on long-term therapy or may occur 
after discontinuation of drug. The risk seems greater in elderly patients, especially females, on 
high dosages. The syndrome is characterized by rhythmical involuntary movements of tongue, 
face, mouth, or jaw (e.g., protrusion of tongue, puffing of cheeks, puckering of mouth, chewing 
movements) and may be accompanied by involuntary movements of extremities. There is no 
known effective therapy for tardive dyskinesia; usually the symptoms are not alleviated by anti- 
parkinsonism agents. If the symptoms appear, discontinuation of all antipsychotic agents is i 
suggested. The syndrome may be masked if treatment is reinstituted, or drug dosage increased, ? 
or a different antipsychotic agent used. Reports are that fine vermicular movements of the 
tongue may be an early sign of the syndrome which may not develop if medication is stopped at 
that time. 

Phenothiazine derivatives have been known to cause restlessness, excitement, or bizarre 
dreams; reactivation or aggravation of psychotic processes may be encountered. If 
drowsiness or lethargy occur, the dosage may need to be reduced. Dosages, far in excess of 
the recommended amounts, may induce a catatonic-like state. 

Autonomic Nervous System—Hypertension and fluctuations in blood pressure have been 
reported. Although hypotension is rarely a problem, patients with pheochromocytoma, cerebral 
vascular or renal insufficiency or severe cardiac reserve deficiency such as mitral insufficiency 
appear to be particularly prone to this reaction and should be observed carefully. Supportive 
measures including intravenous vasopressor drugs should be instituted immediately should 
severe hypotension occur; Levarterenol Bitartrate Injection is the most suitable drug; 
epinephrine should not be used since phenothiazine derivatives have been found to reverse its 
action. Nausea, loss of appetite, salivation, polyuria, perspiration, dry mouth, headache and 
constipation may occur. Reducing or temporarily discontinuing the dosage will usually control 
these effects. Blurred vision, glaucoma, bladder paralysis, fecal impaction, paralytic ileus, 
tachycardia, or nasal congestion have occurred in some patients on phenothiazine derivatives. 

Metabolic and Endocrine—Weight change, peripheral edema, abnormal lactation, 
gynecomastia, menstrual irregularities, false results on pregnancy tests, impotency in men 
and increased libido in women have occurred in some patients on phenothiazine therapy. 

Allergic Reactions—ltching, erythema, urticaria, seborrhea, photosensitivity, eczema and 
exfoliative dermatitis have been reported with phenothiazines. The possibility of anaphylactoid 
reactions should be borne in mind. c 

Hematologic—Blood dyscrasias including leukopenia, agranulocytosis, thrombocytopenic 
or nonthrombocytopenic purpura, eosinophilia, and pancytopenia have been observed with 
phenothiazines. If soreness of the mouth, gums or throat or any symptoms of upper respiratory 
infection occur and confirmatory leukocyte count indicates cellular depression, therapy should 
be discontinued and other appropriate measures instituted immediately. 

Hepatic—Liver damage manifested by cholestatic jaundice, particularly during the first months 
of therapy, may occur; treatment should be discontinued. A cephalin flocculation increase, 
sometimes accompanied by alterations in other liver function tests, has been reported in 
patients who have had no clinical evidence of liver damage. 

Others—Sudden deaths have been reported in hospitalized patients on phenothiazines. 
Previous brain damage or seizures may be predisposing factors. High doses should be avoided 
in known seizure patients. Shortly before death, several patients showed flare-ups of psychotic 
behavior patterns. Autopsy findings have usually revealed acute fulminating pneumonia or 
pneumonitis, aspiration of gastric contents, or intramyocardial lesions. Although not a general 
feature of fluphenazine, potentiation of central nervous system depressants such as opiates, 
analgesics, antihistamines, barbiturates, and alcohol may occur. 

Systemic lupus erythematosus-like syndrome, hypotension severe enough to cause fatal 
cardiac arrest, altered electrocardiographic and electroencephalographic tracings, altered 
cerebrospinal fluid proteins, cerebral edema, asthma, laryngeal edema, and angioneurotic 
edema; with long-term use, skin pigmentation and lenticular and corneal opacities have 
occurred with phenothiazines. Local tissue reactions occur only rarely with injections of 
fluphenazine decanoate. 

For full prescribing information, consult package insert. 

HOW SUPPLIED: 1 mi Unimatic® single-dose preassembled syringes and cartridge-needle 
units and 5 ml vials. 
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Just Published... 


The Rape Victim 


by Elaine Hilberman, M.D. 


Mythologies about rape are legion. However, in recent years behavioral scientists have accu- 
mulated a body of information about rape and about an unfolding series of reactions experi- 
enced by the victim after rape. The aim of this concise, tightly reasoned book is to summarize 
what is now known about the needs and experiences of the victim and her family, and to pro- 
vide a framework in which the clinician can more knowledgeably supply assistance and sup- 
port. This document, published by the American Psychiatric Association, is the result of a 
project of the Association s Committee on Women. 


Pointing out that the profound impact of rape stress is best understood in the context of rape 
as "a crime against the person and not the hymen," Dr. Hilberman sees rape as the ultimate 
violation of the self short of homicide, as an act of violence and humiliation in which not only is 
the victim's very existence threatened, and her inner and most private space invaded, but her 
autonomy and control are totally demolished. Dr. Hilberman shows that if and waen the victim 
reports the crime, she is confronted with a complex series of yet additional stresses growing 
out of her contact with the hospital, police, courts, media and community opinior. Additionally, 
her crisis differs from other crises in that her usual social support system is likely to be dis- 
rupted. Her immediate needs are for empathy and safety, and a sense of control over what is 
happening in her dealings with the several agencies. Dr. Hilberman shows that inthe absence 
of sensitivity to these needs, the experience of reporting becomes another assault. 


This book presents a professional, sobering, and balanced picture of the problems of the rape 
victim and details what the clinician must know—about local hospital policy, criminal justice 
procedure, rape statutes, and community attitudes and services—in order to be abie to treat 
victims with an understanding of the larger context in which rape occurs. 

ELAINE HILBERMAN, M.D., is in the Department of Psychiatry at the University of North 
Carolina School of Medicine. 


Paperback edition—$5.00 each, may be ordered from the AMERICAN PSYCHIATRIC AS- 
SOCIATION, Publication Sales, 1700 18th St., N.W., Washington, D.C. 20009. 


Hardback edition—$7.95 may be ordered from Basic Books, Inc., 10 East 53rd Street, New 
York, New York 10022. 


Please send me 1 copy(ies) of The Rape Victim, order #243, @ $5.00 ea. (Paper- 
back). 
(Please Print) DBill Me (Check Enclosed 


Name 
Address 
City 








orgie... Zip 





Send Coupon to: American Psychiatric Association 
Publication Sales 
1700 Eighteenth St., N.W. 
Washington, D.C. 20009 
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choice for — . 
mixed depression 
and anxiety 


[3 provides the well established 

antidepressant — amitriptyline — to 

relieve the depressive symptoms 

(3 provides the action of Librium” 

(chlordiazepoxide HCI/ Roche) 

ean antianxiety agent — not an 
antipsychotic — specific for the 
anxious symptoms 

e à benzodiazepine with an 
outstanding safety record — not 
a phenothiazine 

[1 achieves rapid relief and sus- 

tains it 
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— 
The choice without 
phenothiazine 
drawbacks 


Minimizes risk of tardive dys- 
kinesia and other extrapyramidal 
Side effects. The causal relationship 
between the phenothiazines and 
extrapyramidal side effects, includ- 
ing tardive dyskinesia, is well estab- 
lished. In contrast, the reported 
incidence of these adverse reac- 
tions with Limbitrol or either of its 4 
components is rare. 


For a complete listing of side effects 
reported with Limbitrol, consult full ro 
disclosure. 
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DEPRESSED P M :NTS ARE ALSO 


ANXIOUS... 


>. 


i In moderate depression 
-and anxiety 


. What belter reason 
fo switch from 
a phenothiazine 

~ combination and start prescribing 


Limbitrol N 


Tablets 5-12.5 each containing 5 mg chlordiazepoxide and 12.5 mg amitriptyline 
(as the hydrochloride salt) wa r 

Tablets 10-25 each containing 10 mg chlordiazepoxide and 25 mg amitriptyline > & A) 
(as the hydrochloride salt) ka 3 








[he nonphenothiazine formulation for. ; 
the nonpsychotic patient 


Please see summary of product informatian on following page. 








BITROL® TABLETS Tranquilizer—Antidepressant 


Bese preffribing, please consult complete product information, a summary of which follows: 


Ingications: Relief of moderate to severe depression associated with moderate to severe anxiety. 


inhibitors since hyperpyretic crises, severe convulsions and deaths have occurred with concom- 


itant use; then initiate cautiously, gradually increasing dosage until optimal response is achieved 


Contraindicated during acute recovery phase following myocardial infarction. 
Warnings: Use with great care in parients with history of urinary retention or angle-closure 
glaucoma. Severe constipation may occur in patients taking tricyclic antidepressants and 
anticholinergic-type drugs. Closely supervise cardiovascular patients. (Arrhythmias, sinus 
tachycardia and prolongation of corduction time reported with use of tricyclic antidepressants, 
especially high doses. Myocardia infarction and stroke reported with use of this class of drugs.) 
Caution patients about possible combined effects with alcohol and other CNS depressants and 
against hazardous occupations requiring complete mental alertness (e.g. operating 
machinery, driving). 
Usage in Pregnancy: Use of minor tranquilizers during the first trimester should almost 
always be avoided because of increased risk of congenital malformations as suggested 
in several studies. Consider possibility of pregnancy when instituting therapy; advise 
patients to discuss therapy if they intend to or do become pregnant. 
Since physical and psychological dependence to chlordiazepoxide have been reported rarely, 
use caution in administering Limbitrol to addiction-prone individuals or those who might 
increase dosage; withdrawal symptoms following discontinuation of either component alone 
have been reported (nausea, headache and malaise for amitriptyline; symptoms [including 
convulsions] similar to those of barbiturate withdrawal for chlordiazepoxide) 
Precautions: Use with caution in patients with a history of seizures, in hyperthyroid patients or 
those on thyroid medication, and in patients with impaired renal or hepatic function. Because of 
the possibility of suicide in depressed patients, do not permit easy access to large quantities in 
these patients. Periodic liver function tests and blood counts are recommended during 
prolonged treatment. Amitriptyline component may block action of guanethidine or similar 
antihypertensives. Concomitant use with other psychotropic drugs has not been evaluated 
sedative effects 
may be additive. 
Discontinue sev- 


Co@traindications: Known hypersensitivity to benzodiazepines or tricyclic antidepressants. Do not 
usé@with monoamine oxidase (MAO) inhibitors or within 14 days following discontinuation of MAO 


How to initiate and i ER 


maintain therapy 


Select dosage strength appropriate for each patient 


O Limbitrol 5-12.5 is recommended to minimize drows- 


iness and for elderly patients 
O Limbitrol 10-25 may be indicated for patients who 
tolerate medication without undue side effects 


Specify daily dosage based on symptom severity 

O An initial dosage of three tablets is recommended 

CJ Dosage may be increased to six tablets or decreased 
to two tablets daily as necessary 

O Once a satisfactory response is obtained, patients 
should be continued on the smallest dose required to 
maintain the desired effect 


Utilize dosage options to best accommodate indi- *- 
vidual patient needs 7 a 


O T.I.D. or Q.1.D., familiar regimens most suited for 
patients who tolerate medication without undue drowek 
ness 

(3 Two tablets one hour before bedtime and one tablet 
midday may minimize daytime drowsiness and help 
relieve a common target symptom — insomnia 

O Entire dosage h.s. fo take maximum advantage of 
the sedative effect 


“= YOur guide to patient management... 


administration 


Se 9 


= re When you decide medication is needed 


cautions about 
pregnancy. 
Limbitrol should not be taken during the nursing period. Not recommended in children under 12 
In the elderly and debilitated, limit to smallest effective dosage to preclude ataxia, oversedation, 
confusion or anticholinergic effects. 
Adverse Reactions: Most frequently reported are those associated with either component alone: 
drowsiness, dry mouth, constipation, blurred vision, dizziness and bloating. Less frequently 
occurring reactions include vivid dreams, impotence, tremor, confusion and nasal congestion. 
Many depressive symptoms including anorexia, fatique, weakness, restlessness and lethargy 
have been reported as side effects of both Limbitrol and amitriptyline. Granulocytopenia, 
pee and hepatic dysfunction have been observed rarely. 

he following list includes adverse reactions not reported with Limbitrol but requiring considera- 
tion because they have been reported with one or both components or closely related drugs 
Cardiovascular: Hypotension, hypertension, tachycardia, palpitations, myocardial infarction, 
arrhythmias, heart block, stroke. 
Psychiatric: Euphoria, apprehension, poor concentration, delusions, hallucinations, 
hypomania and increased or decreased libido. 
Neurologic: Incoordination, ataxia, numbness, tingling and paresthesias of the extremities, 
extrapyramidal ampions, syncope, changes in EEG patterns. 
Anticholinergic: Disturbance of accommodation, paralytic ileus, urinary retention, dilatation 
of urinary tract. 
Allergic: Skin rash, urticaria, photosensitization, edema of face and tongue, pruritus 
Hematologic: Bone marrow depression including agranulocytosis, eosinophilia, purpura, 
thrombocytopenia, 
Gastrointestinal: Nausea, epigastric distress, vomiting, anorexia, stomatitis, peculiar taste, 
diarrhea, black tongue. 
Endocrine: Testicular swelling and gynecomastia in the male, breast enlargement, galactorrhea 
and minor menstrual irregularities in the female and elevation and lowering of blood sugar levels 
Other: Headache, weight gain or ‘oss, increased perspiration, urinary frequency, mydriasis, 
jaundice, alopecia, parotid swelling. 
Overdosage: Immediately hospitalize patient suspected of having taken an overdose. Treatment 
is symptomatic and supportive. I.V. administration of 1 to 3 mg physostigmine salicylate has 
been reported to reverse the symptoms of amitriptyline poisoning. See complete product 
information for manifestation and treatment 
Dosage: Individualize according *o symptom severity and patient response. Reduce to smallest 
effective dosage when satisfactory response is obtained. Larger portion of daily dose may be 
taken at bedtime. Single h.s. dose may suffice for some patients. Lower dosages are 
recommended for the elderly. 
Limbitrol 10-25, initial dosage of three to four tablets daily in divided doses, increased up to six 
tablets or decreased to two tablets caily as required. Limbitrol 5-12.5, initial dosage of three to 
four tabiets daily in divided doses, for patients who do not tolerate higher doses. 
How Supplied: White, film-coated tablets, each containing 10 mg chlordiazepoxide and 25 mg 
amitriptyline (as the hydrochloride salt) and blue, film-coated tablets, each containing 5 mg 
chlordiazepoxide and 12.5 mg amiriptyline (as the hydrochloride salt) — bottles of 100 and 
500; Tel-E-Dose® packages of 1CO, available in trays of 4 reverse-numbered boxes of 25, and 
in boxes containing 10 strips of 10; Prescription Paks of 50. 


: ROCHE PRODUCTS INC. 
' Manati, Puerto Rico 00701 
i ® 
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How to make each patient an 
informed patient 


1. Discuss with patients the probability that they will 
experience drowsiness, especially during the first week. 


2. Reassure your patients that drowsiness is one indica- 


tion that the medication is working and that it may help 
alleviate their insomnia. 

3. Encourage patients to report if drowsiness becomes 
troublesome so that, if necessary, dosage schedule can 
be adjusted. 

4. Caution patients about the combined effects with 
alcohol or other CNS depressants. Let them know that 


the additive effects may produce a harmful level of seda- 


tion and CNS depression. 

5. Caution patients about activities requiring complete 
mental alertness, such as operating machinery or driv- 
ing a car. 

6. Warn pregnant patients and patients of childbearing 
age that the safety of Limbitrol in pregnancy has not yet 
been established. 


Please see complete product disclosure for other pertinent information. 


Limbitrol should not be used under the RA 
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following circumstances: Cu e T 
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1. Hypersensitivity to benzodiazepines 
or tricyclic antidepressants. 

2. Concomitantly with an MAO 
inhibitor. To replace an MAO in- 
hibitor with Limbitrol, discontinue 
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MAO inhibitor for a minimum of 14 = 
days before cautiously initiating HE 2f 
Limbitrol therapy. Linkit - 
3. During the acute recovery sop m 
phase following myocardial O The 
infarction. 
Holm- | 
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In moderate depression and anxiety 


Limbitrol 


Relief without a phenothiazine 
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The United Way is reaching out. It goes into 
every neighborhood. To every age group. Across 
every income level. 


'To help. In a thousand ways. Thanks to you e 
A neighbor. A relative. Maybe someone down the it works Y ^ 
street who's out of work. Or sick. Or in trouble. "1 


4 





Chances are the United Way helps someone you know. 
e . Maybe someday it'll be helping you. FOR AL OF US 
| United Way 


A Public Service of This Magazine & The Advertising Council Ad 
& United Way Counc 
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PSYCHIATRISTS 
ALABAMA MENTAL HEALTH INSTITUTE z 
Join us in fulfilling a new initiative in a 
Alabama Mental Health Department is currently recruiting correlated mental health services. E 
General Primary Care Physicians and Psychiatrists. Positions are Clinical Treatment Centers 94 
available in 11 locations, including Montgomery, Mobile and Community Partnership w 
Tuscaloosa. We offer competitive salaries, 40 hour work week, a Uniform Accessibility A 
liberal benefits package, free health package and paid interviewing Compr ehensiveness: ‘a 
and relocation expenses. Alabama, with year round good Prevention e, y 
weather, offers excellent recreation advantages, including theatre i —— n ^ £P 
e Rehabilitation 
and the arts. Alabama is the place where good living and gracious p 
manners are still the lifestyle. Our consultants can provide more We need the professional “eo 5 
information on interviewing qualified candidates. To find out more collaboration of innovative, A 
about these exciting opportunities, call our toll-free number listed — S and well-qualified i ur 
Sr psychiatrists. We offer a choice of S 
f- locations and programs, titi A. 
Alabama Mental Health Instititue : r AE ANP EvE o 
M salaries, full benefits, and the uo 
JACKSON e COKER advantages of the interdisciplinary 2 
IC 448-PA N. Shallowford Road team. For complete information A 
. Suite 1040 mail resume or call collect: Md 
EJ Atlanta, Georgia 30338 x Stan Nielsen, Director i 
404-393-1210 z rr t A 
j , 1 Y E T 2260 Park Towne Circle, P.O. Box 25482 TA 
Call Toll Free Outside of Georgia 1-800-241-3971 E Lis Calha Jap a v 
S (916) 920-7157 tiga 
e M 





PSYCHIATRISTS 


needed at 
Pine Rest Christian Hospital 


Pine Rest Christian Hospital, a private, comprehensive 
Mental Health Center, located in beautiful western 
Michigan, offers you a unique challenge. 


PSYCHIATRIST 






General adult inpatient. Full aca- 
demic appointment available for 
qualified individual. Department 
of Psychiatry, University of Utah. 
Placement at Utah State Hospital 
in Provo, Utah, 40 miles from 
University of Utah. Beautiful 
mountain setting — one hour from 
best powder skiing in northern 
hemisphere. To start: $65,000 if 
board eligible; $69,000 if certified. 







Current open positions are: 
* Clinical Director of the Children and 

Adolescent Center 
* Staff Psychiatrist in the Adult Inpatient Program 
* Staff Psychiatrist in the Adult Outpatient Program 
* Child Psychiatrists in the Children and 

Adolescent Center 









Positions offer an excellent opportunity to join a progres- 
sive mental health facility which blends high quality pro- 
fessional service with a Christian commitment. Pine Rest 
also offers opportunities for teaching and research. 











Salary commensurate with qualifications and experi- 
ence. Excellent benefit program including malpractice 
coverage and relocation assistance. 


Candidates must be Board Eligible or Board Certified. 







[Interested candidates or those seeking additional infor- 
mation, write or call: 

Dr. Robert Baker, M.D. 

Executive Director 

Pine Rest Christian Hospital 

6850 South Division Avenue 

Grand Rapids, Michigan 49508 

(616) 455-5000, Ext. 263 


An Equal Opportunity Employer M/F 






Contact: 


David Tomb, M.D. 
Department of Psychiatry 
University of Utah x 
College of Medicine | 
Salt Lake City, Utah 84132 t 
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WHAT YOUR PATIENT NEEDS. 


OPTIMUM PATIENT REMISSION THROUGH BLOOD LEVEL 
DETERMINATION FOR ALL MAJOR PSYCHOACTIVE DRUGS. 


7 * f- 1 LI Du 3 
When it comes to psychoactive drug therapy, it’s 
important to know pour patient's exact therapeutic 
plasma level for each psychoactive drug in order to 
obtain optimum remission. 

This is where National Psy chopharmacology 
Laboratory can be of real service to you.. and 
your patients. 

Under the supervision of our Clinical Director 
H. Dekirmenjian, Ph.D., NPL uses methods specifi- 
cally designed to monitor therapeutic levels with the 
highest degree of accuracy, specificity and sensitivity. 

NPL can make these blood level determina- 
tions for all the major psychoactive drugs listed 
below, as well as many others. 

ANTIPSYCHOTICS ANTIANXIETY ANTIDEPRESSANTS 

Acetophenazine Chlordiazepoxide Amitriptyline” 

Butaperazine Clorazepate Clomipramine * 

Chlorpromazine as Desmethyldiazapam = =Desmethyl clomipramine 

Chlorprothixene Diazapam* Desipramine 

Fluphenazine- Oxazepam Desmethyldoxepin 
decanoate LITHIUM Doxepin’ 

Fluphenazine .2HCI Plasma Lithium Imipramine 

Haloperidol RBC Lithium Nortriptyline 

Loxapine MHPG Protriptyline 


Mesoridazine »methoxy-4- OTHERS 
Perphenazine hydroxy-phenethylene 


y - 


Piperacetazing glycol 
[hioridazin 
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frifluoperazine with no extra charge. 


With the analysis our tests provide, you can 
often reduce unwanted side effects while maintain- 
ing good remission levels. 

In most cases, test results are returned to you 
within twenty-four hours. 

For detailed information write National 
Psychopharmacology Laboratory, Inc., 9401 Park- 
west Boulevard, Knoxville, Tennessee 3792 3. 

Or phone 1-800-251-9492. 
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NATIONAL PSYCHOPHARMACOLOGY LABORATORY, INC. 
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DALHOUSIE UNIVERSITY 
DEPARTMENT OF PSYCHIATRY 
Chief of Service : Saint John Regional Hospital 


The Saint John Regional Hospital, a teaching hospital of the 
Faculty of Medicine, Dalhousie University, is inviting applications 
from qualified medical practitioners for the position of Chief of the 
Department of Psychiatry. 


A new 700-bed hospital with capacity to expand to 800 beds plus 
is completing construction to replace the present Regional Hospital 
in April 1982. 


The Psychiatry facilities will include an expanded 58 bed 
in-patient unit and a new Day Ambulatory Care Unit. 


The successful applicant will work closely with Dalhousie Uni- 
versity and Centracare, a 500-bed Psychiatric facility in Saint John 
to plan and co-ordinate and organize a wide scope of Psychiatric 
services including Forensic, Pediatric and Adolescent Units. 


The hospital is integrated with Dalhousie University for Resident 
and Interne Training. The Chief of Psychiatry will be appointed to 
an appropriate rank in the Faculty of Medicine. 


The terms of employment are clearly competitive and can con- 
sider such areas as resettlement incentive and part-time private 


The residential environs of Saint John are most attractive, with a 
full range of educational (including University) and recreational 
facilities — golf, curling, skiing, sailing etc. 


Submit applications with complete curriculum vitae to: 


Chairman of Selection Advisory Committee 
Department of Psychiatry — Dalhousie University 
c/o The Dean’s Office (New Brunswick) 

P.O. Box 2100 

Saint John, New Brunswick, Canada. 
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Professor (for position of Associate/or higher 
depending on qualifications.) 


Must be native Arabic-speaker, with work 
experience in Arab countries. Preferably with 
strong background in research and/or clinical 
psychiatry. 


Duties will include teaching research courses 
in newly established department and work in 
Public Health Clinic. 


Benefits: separate housing allowance, 
furniture allowance, insurance coverage for 
self and family (up to four children under the 
age of eighteen), tickets to retum home 

(place of recruitment) for self and family for 
annual vacation, two months bonus salary for 
each year of service, annual raise. 


Salary, negotiable, depending on 
qualifications. 


There are several positions available 
immediately. Send resume and certified 
copies of school and professional documents 
to: University of Garyounis in Benghazi, 
People's Bureau of The Socialist People's 
Libyan Arab Jamahiriya, Cultural Section, Post 
Office Box 19125, Washington, D.C. 20036. 
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Lithobid 
Slow-Release Lithium Carbonate 300 mg. 


Before prescribing, see complete prescribing information in Rowell literature. The 
following is a brief summary. 


WARNING 
Lithium toxicity is closely related to serum lithium levels, and can occur at 
doses close to therapeutic levels. Facilities for prompt and accurate serum 
lithium determinations should be available before initiating therapy. 











Indications: Treatment of manic episodes of manic-depressive illness. Maintenance 
therapy prevents or diminishes the intensity of subsequent episodes in manic- 
depressive patients with a history of mania. 


Warnings: Lithium should generally not be given to patients with significant renal or 
cardiovascular disease, severe debilitation or dehydration, sodium depletion, OO 
patients receiving diuretics. ú 


* 
Lithium therapy has been reported in some cases to be associated with morphologic 


changes in the kidneys. 


Caution patient and family to watch for diarrhea, vomiting, tremor, mild ataxia, aru.. 

ness, or muscular weakness as signs of lithium toxicity, and to discontinue therapy 
and contact a physician should they occur. Patients receiving combined therapy with 
lithium and an antipsychotic should be monitored closely for early evidence of neuro- 
logic toxicity and treatment discontinued promptly if such signs appear. Caution 
patients about activities requiring alertness (e.g., operating vehicles or machinery). 


Lithium should not be used in pregnancy, especially during the first trimester, unless 
potential benefits outweigh possible hazards. 


Not recommended for children under 12. 


Precautions: Lithium tolerance is greater during the acute manic phase and decreases 
when manic symptoms subside. 


Lithium therapy may lead to sodium depletion. Normal diet (including salt) and adequate 
fluid intake (2500-3000 ml) must be maintained, at least during initial stabilization 
period. Protracted sweating or diarrhea can decrease tolerance; in such cases, 
administer supplemental fluid and salt. 


Each tablet contains 40 mg of sodium chloride, equivalent to 15.7 mg of sodium. 


Sweating, diarrhea, and concomitant infection with elevated temperatures may require 
temporary reduction or cessation of dosage. 


Adverse Reactions: Mild to moderate toxic reactions may occur at serum lithium 
levels from 1.5 to 2.5 mEq/L, and moderate to severe reactions at levels from 2.0 to 
2.5 mEq/L. Fine hand tremor, polyuria, and mild thirst may occur during initial therapy 
and persist. Transient and mild nausea and general discomfort also appear during 
initial therapy. These effects usually subside with continued treatment or temporary 
reduction or cessation of dosage. If persistent, discontinue dosage. 


Diarrhea, vomiting, drowsiness, muscular weakness, and lack of coordination may be 
early signs of toxicity and may occur at levels below 2.0 mEq/L. At higher levels, 
ataxia, giddiness, tinnitus, blurred vision, and a large output of dilute urine may be 
seen. Serum levels above 3.0 mEq/L may produce a complex clinical picture, involving 
multiple organs and systems. Serum levels should not exceed 2.0 mEq/L during 
acute phase. 


The following reactions appear to be related to serum lithium levels. including levels 
within the therapeutic range: Neuromuscular — tremor, muscle hyperirritability (fascicu- 
lations, twitching, clonic movements of whole limbs), ataxia, choreo-athetotic move- 
ments, hyperactive deep tendon reflex; Central Nervous System—blackout spells, 
epileptiform seizures, slurred speech, dizziness, vertigo, incontinence of urine or 
feces, somnolence, psychomotor retardation, restlessness, confusion, stupor, coma: 
Cardiovascular—cardiac arrhythmia, hypotension, peripheral circulatory collapse; 
Gastrointestinal — anorexia, nausea, vomiting, diarrhea; Genitourinary — albuminuria, 
oliguria, polyuria, glycosuria; Dermatologic—drying and thinning of hair, alopecia, 
anesthesia of skin, chronic folliculitis, exacerbation of psoriasis, xerosis cutis; 
Autonomic — blurred vision, dry mouth; Thyroid Abnormalities — euthyroid goiter and/or 
hypothyroidism (including myxedema) with lower Ta and T4. 1131 uptake may be elevated; 
EEG Changes — diffuse slowing, widening of the frequency spectrum, potentiation and 
disorganization of background rhythm; EKG Changes — reversible flattening, isoelec- 
tricity or inversion of T-waves; Miscellaneous — fatigue, lethargy, transient scotomata, 
dehydration, weight loss, tendency to sleep. 


Reactions unrelated to dosage include: transient EEG and EKG changes, leukocytosis, 
headache, diffuse nontoxic goiter with or without hypothyroidism, transient hyper- 
glycemia, generalized pruritus with or without rash, cutaneous ulcers, albuminuria, 
worsening of organic brain syndromes, excessive weight gain, edematous swelling 
of ankles or wrists, thirst or polyuria, sometimes resembling diabetes insipidus, and 
metallic taste. A single case of a syndrome resembling Raynaud's has been reported. 


Dosage and Administration: Acute Mania — 900 mg b.i.d. or 600 mg t.i.d. (1800 mg 
per day) usually will provide serum lithium levels ranging between 1.0 and 1.5 mEq/L. 
Serum levels should be determined twice per week until serum level and clinical 
condition have been stabilized. 


Long-Term Control — 900 mg to 1200 mg per day in two or three divided doses usually 
will maintain serum lithium levels at 0.6 to 1.2 mEq/L. Serum lithium levels should 
be monitored at least every two months. 


How Supplied: 300 mg peach-colored tablets, imprinted "ROWELL 7514" in red, 
are supplied in bottles of 100 and 1000. 
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Do lithium 
dosage 
schedules 
keep your 
patients 
going around 
in circles? 
Lithobid 


Slow-Release Lithium 
Carbonate 300 mg. 


Now you can convert 
your lithium patients 
to this convenient, 
new b.id. dosage. 


IE May, 1979 


Slow-Release Lithobid enables twice-a-day 
dosing as a practical route to better patient 
compliance. Patients on conventional - 
lithium dosage forms can be converted to 
new Liíthobid at the same daily dose, 
divided b.i.d. All patients on long-term 
lithium maintenance therapy will 
apprecíate the convenience of thís 
reduced dosage frequency. 


Conventional tablets or capsules cause 
serum lithium spikes. New Lithobid blunts 
these peaks and keeps post-absorption 
serum levels within bounds. 
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Please see preceding page for brief 
summary of prescribing information. 
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The publication of an advertisement in this journal does 


not imply endorsement of the product or service by the 


American Psychiatric Association. 
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MOVING? 


PLEASE NOTIFY US 
6 WEEKS IN ADVANCE 


MEMBERS: This notification will change 


your address (and/or name) for the 


AMERICAN JOURNAL OF PSYCHIATRY, 4 


PSYCHIATRIC NEWS, and all member- 
wide APA mailings. 


SUBSCRIBERS: Please notify each 
publication separately. 


FORMER ADDRESS: 


PASTE LABEL HERE 





NEW ADDRESS and/or NAME: 


NAME 
DEPARTMENT 


ORGANIZATION 


STREET 
CITY STATE ZIP 
APA MEMBERS MAIL TO: 


APA Division of Membership Services 

and Studies 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 


SUBSCRIBERS MAIL TO: 


APA Circulation Department 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 

Washington, D.C. 20009 
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Tranxenec 


Ideal for short-term antianxiety therapy 





Acts promptly...tapers gently 
at discontinuation 


Tranxene goes to work in minutes 


Nordiazepam uptake is rapid, with pharmacologic effects 
reported within 30 minutes.! Peak serum levels are 
attained within 1-2 hours after dosing. 


Allows post-therapy 
adjustment time 


When administration stops, nordiazepam serum levels 
taper at a gentle rate. This built-in taper may give your 
patients more time to adjust to cessation of therapy.” 


1. Sedation reported in normal volunteers 30 minutes after 
dosing. Tranxene Drug Monograph 97-0185, p. 9, 1979. 


2. The elimination kinetics of an agent can be closely defined, 
but these cannot at present be directly related to therapeutic 
or adverse effects. 


c) Abbott Laboratories, North Chicago, IL 60064 
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Brief Summary 


INDICATIONS — Symptomatic relief of anxiezy and tension 
associated with anxiety disorders, other psychoneurot:c dis- 
orders, transient situational disturbances, and functional or 
organic disorders. Symptomatic relief of acute alcohol with- 
drawal. 

Effectiveness in long-term use (over 4 months) not as- 
sessed by systematic clinica! studies. Physician should 
periodically reassess usefulness for eacn patient. 


CONTRAINDICATIONS — Known hypersenstivity to the 
drug. Acute narrow angle glaucoma. 


WARNINGS — Not for use in depressive neuroses or psy- 
chotic reactions. Caution patients against hazardous occupa- 
tions requiring mental alertness, such es operating Cangerous 
machinery including motor vehicles. Advise against simul- 
taneous use of other CNS depressants, and cautiom patients 
that effects of alcohol may be increased. Not reccmmended 
for patients under 18. Nervousness, insomnia, irritability, 
diarrhea, muscle aches, and memory impeirment have fol- 
lowed abrupt withdrawal from long-term high dosage. With- 
drawal symptoms were reported after abrupt discentinuance 
of benzodiazepines taken continuous y at *herapeutic levels 
for several months. Use caution in patients havimg psycho- 
logical potential for drug dependence (dependence has been 
observed in dogs and rabbits). 


Pregnancy and Lactation: Minor tranquilizers should almost 
always be avoided first trimester. Consider pessibility of 
pregnancy before initiating therapy. Patient shculd consult 
physician about discontinuation if she becomes pregnant or 
plans pregnancy. Do not give to nursing mothers. 


PRECAUTIONS — Observe usual precautions ir depression 
accompanying anxiety, or in patients with suicidal tendency, 
or those with impaired renal or hepatic function. Do periodic 
blood counts and liver function tests during prolonged 
therapy. Use small doses and gradual increments in the 
elderly or debilitated. 


ADVERSE REACTIONS — Drowsiness, dizziness, various g.i. 
complaints, nervousness, blurred visior, dry mouth, head- 
ache, mental confusion, insomnia, transient skin rashes, 
fatigue, ataxia, genitourinary comp aints, irritab lity, diplopia, 
depression, slurred speech, abnormal liver anc kidney func- 
tion, decreased hematocrit, decreased systolic b ood pressure. 


DOSAGE — ANXIETY—Usual daily dose 30 mc or less (start 
the elderly or debilitated at 7.5-15 mg). Adjust gradually 
within 15-60 mg daily range. Capsules and scored tablets: 
divided doses; or once daily h.s. (start patient at 15 mg). 
Single Dose Tablets, 22.5 mg (fcr patiants stabilized on 7.5 
mg t.i.d.) or 11.25 mg: once daily a: any hour. ALCOHOL 
WITHDRAWAL—In divided doses: 1st day 30 mg initially, 
then 30-60 mg; 2nd day 45-90 mg; 3rd day 22.5-45 mg; 4th 
day 15-30 mg. Then taper to 15-7.5 mg dai y, and discon- 
tinue as soon as stable. 


INTERACTIONS — Potentiation may ozcur with ethyl alcohol, 
hypnotics, barbiturates, narcotics, phenothiezines, MAO in- 
hibitors, other antidepressants. 


OVERDOSAGE — Take general measures cs for any CNS 
depressant. 


SUPPLIED — Tranxene (clorazepate dipotassium) 3.75, 7.5, 
and 15 mg capsules and scored tablets. Tranxene-SD Half 
Strength 11.25 and Tranxene-SD 22.5 mg simgle dose tablets. 
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Acts promptly...tapers 
gently at discontinuation 
Tra (CLORAZEPATE DIPOTASSIUM) 
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Unexcelled choice for short-term management of anxiety 
3.75, 7.5, and 15 mg capsules, scored tablets; 11.25 and 22.5 mg single dose tablets. 


*Secation reported in normal volunteers 30 minutes after dosing; Tranxene 
Drug Monograph, 97-0185, p. 9, 1979. See overleaf for brief summary. 


